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INTRODUCTION 

What Science Now Knows, 

but the Public Doesn't 

Another book on alcoholism? Why? Oddly enough, and 

despite the many books on the topic, there is an important 

untold story: Almost everything that the American public be¬ 

lieves to be the scientific truth about alcoholism is false. 

The facts are an open secret. That is, they are quite familiar 

to scientists and leading researchers in a variety of fields who 

read the major journals and books addressed to professionals. 

Indeed, the relevant scientific literature spans several decades 

of research that roundly contradicts popular beliefs and sug¬ 

gests an entirely new perspective on alcoholism and heavy 

drinking. 

And yet the public—including many counselors and para- 

professionals working in treatment centers—remains in the 

dark, still holding, and encouraged to hold, beliefs that are 

forty years out of date. 

The aim of this book is to bring the major findings of main¬ 

stream science—biology, medicine, psychology, and soci- 

1 



2 Introduction 

ology—to the attention of the general public. In order to do 

so, I devote Part One to a critique of the account that the gen¬ 

eral public still believes, the classic disease concept of alco¬ 

holism. There I explain how and why researchers have come 

to know that this traditional concept is inadequate and incor¬ 

rect. In Part Two, I introduce the new scientific perspectives 

on alcoholic use and abuse and describe constructive ap¬ 

proaches for researchers, public-policy makers, treatment 

program staff, and heavy drinkers who are seeking help. 

A few remarks on the style and form of this book. I have 

tried to present an account that is reliable, responsible, and 

readable. To this end, I have kept the documentation of 

sources brief and omitted some of the intricate detail and 

qualifications that are necessary to the working scientist but 

not to the general reader. Complete entries for all works men¬ 

tioned in the end-of-chapter notes are provided in the section 

Works Cited. Readers familiar with the field will, I trust, 

agree that the authorities I cite are among the most eminent 

experts and represent the spectrum of current views. 

Of course, no one expert or experimental study is beyond 

criticism, and each finding that I cite could provoke a lengthy 

analysis of the finer points of scientific method and tech¬ 

nique. But my arguments are derived from the overall pre¬ 

ponderance of evidence, not from any one set of studies by 

any one school of researchers. 

The Great Myth: 
The Classic Disease Concept 

What is the "classic disease concept of alcoholism"? First 

proposed in the late 1930s, it goes like this. Alcoholism is a 

specific disease to which some people are vulnerable. Those 

who are vulnerable develop the disease if they take up drink¬ 

ing. From apparently normal social drinking, they progress to 
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drinking ever greater amounts, to private and secret drink¬ 

ing, to developing an increased tolerance to liquor, and to 

experiencing withdrawal distress if drinking is interrupted; 

they begin to have blackouts (morning-after amnesia) and 

they forget the previous day's drinking bout. Most crucially: 

those afflicted by the disease inevitably progress to uncon¬ 

trolled drinking because the disease produces a distinctive 

disability—"loss of control," a loss of "the power of choice 

in the matter of drinking."1 Then, as the saying goes: One 

drink, one drunk. 

According to this disease concept, alcoholism progresses 

stage by stage in a regular, fairly standard course that does 

not respect a person's individual characteristics: "Background, 

environment, race, sex, social status—these make no appre¬ 

ciable difference when once the disease takes hold of the indi¬ 

vidual. For all intents and purposes he might just as well then 

be labelled with a number: he has become just another victim 

of the disease of alcoholism."2 Inevitably, the alcoholic "hits 

bottom." From there, physical or emotional breakdown and 

premature death is the final step unless, with luck, or God's 

grace, or the help of Alcoholics Anonymous or some sort of 

treatment, the drinker manages a radical conversion to total 

abstention. Abstention is the only hope, because the disease 

is incurable. At best, an alcoholic learns to abstain from the 

fatal first drink that invariably triggers a new descent into 

drunken oblivion. 

Few people (except those involved with alcoholics) can 

fully state this entire theory, and many people either do not 

believe every detail of the doctrine or hold some beliefs in¬ 

consistent with it. But versions of the classic disease concept 

remain a dominant theme in the public's thinking about alco¬ 

hol abuse.3 

And yet, no leading research authorities accept the classic 

disease concept. One researcher puts it quite baldly: "There is 

no adequate empirical substantiation for the basic tenets of 
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the classic disease concept of alcoholism/'4 Another expert, 

whose views are more conservative, dismisses the classic dis¬ 

ease concept of alcoholism as "old and biased," a model 

whose propositions are "invalid."5 

Scientific evidence or no, many knowledgeable people are 

greatly disturbed by criticism of the disease concept. They 

argue that the labeling of alcoholism as a disease frees al¬ 

cohol abusers from feeling guilty or ashamed of their drink¬ 

ing and thereby makes it easier for them to seek treatment. 

This has the ring of plausibility, and yet reports suggest that 

the disease concept does not always have this effect. Many 

heavy drinkers view the labels "diseased" and "alcoholic" as 

stigmatizing, and so they reject help under such terms.6 Fur¬ 

thermore, the notion that this disease causes people to lose 

the ability to control their drinking may discourage a heavy 

drinker from trying to stop in the (false) belief that it's hope¬ 

less. Then, too, some drinkers will not seek help if they be¬ 

lieve that lifelong abstinence is the only "remedy" for uncon¬ 

trolled heavy drinking; the thought of never being able to 

have even an occasional social drink is too disheartening. Fi¬ 

nally, proponents of arguments for retaining the disease con¬ 

cept as a useful tool take it for granted that getting the drinker 

into alcoholism treatment will make a big difference—an as¬ 

sumption that is not supported by the scientific evidence, as 

we shall see. 

The "Other" Fleavy Drinkers 

Perhaps most important, however, is the fact that the pre¬ 

ceding debate misses a much larger issue. The classic disease 

concept of alcoholism is unquestionably a hindrance rather 

than a help in addressing the broad problems of heavy drink¬ 

ing in our society. This is because most individuals in the 

United States who drink heavily and who get into most of the 
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troubles related to alcohol do not think of themselves as alco¬ 

holics and would not be diagnosed as alcoholics.7 Not surpris¬ 

ingly, then, very few of these heavy drinkers receive any pro¬ 

fessional help.8 

Who are these "other" heavy drinkers? They are people 

who drink a lot and acknowledge it, but insist, "I can handle 

it." They get into serious trouble, but they say, "Everyone has 

family troubles, or job, or money, or other troubles some¬ 

times." They point to some particular difference between 

their own cases and the many possible "symptoms" of alco¬ 

holism: "I don't lose control; I know what I'm doing"; "I 

never drink as much as a fifth of liquor a day"; "I don't have 

blackouts"; "I'm carrying on at my job"; "I'm not always 

drunk." 

The litany of excuses and denials is endless. These people 

deny the significance of their heavy drinking and life prob¬ 

lems by showing, often quite correctly, that in one respect or 

another they do not fit the profile of symptoms of the so- 

called disease. In this way, the prevalence of the disease con¬ 

cept narrows the scope of inquiry, concern, and help. 

For example, it is well known among specialists that there 

is no clear-cut objective line between "alcoholics" and "prob¬ 

lem drinkers." The figures published about the number of al¬ 

coholics in the nation often represent the propaganda intent 

of the agency or institute issuing the data. (Government alco¬ 

holism agencies and treatment centers typically publicize the 

most frightening numbers in order to call attention to the 

issue.) Depending on the definitions and statistical tech¬ 

niques used, the estimated number of "alcoholics" in the U.S. 

can range from near zero to as many as 10 million or more.9 

But another picture of drinking problems emerges if we 

turn from the misleading black-or-white issue of "alcohol¬ 

ics," and instead examine consumption and a wide range of 

alcohol-related problems in domestic, job, money, health, and 

police matters. At any given time approximately 20 percent of 
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the U.S. population drinks enough to be, on a statistical basis, 

at substantial risk of having alcohol-related problems. That is 

a very high figure indeed—and it includes persons of all 

ages and a significant number of women, although the single 

largest at-risk group consists of young adult males. By far the 

greater number of these problem drinkers do not fit any of the 

traditional diagnoses as alcoholics.10 

This is a crude measure, but a telling one, of the scale on 

which the focus of public attention and resources has been 

misdirected. After all, it is this large group that generates 

most of the alcohol-related problems in the nation. Although 

their individual problems may be fewer than those of diag¬ 

nosed alcoholics, these heavy drinkers are so much more nu¬ 

merous that their aggregate problems are far greater. 

Meanwhile, researchers who have worked on the prob¬ 

lems of heavy drinkers have devised new conceptual ap¬ 

proaches. First, it is now a truism in alcohol research that 

there are crucial psychological and social dimensions to prob¬ 

lem drinking, that economics and politics, cultural norms, 

and cultural stereotypes play a significant role. Second, it is a 

truism that heavy drinkers do not constitute one homoge¬ 

neous group suffering from one "disease." Heavy drinkers 

are a diverse lot, differing in individual motives and patterns 

of drinking, in life settings and ways of living. Thus rather 

than seeing one disease (alcoholism) with one cure (absti¬ 

nence), researchers are looking at heavy drinking as a be¬ 

havior that serves different functions and fulfills different 

needs for various individuals. 

Because there are so many different patterns of chronic al¬ 

cohol abuse, I use the phrase heavy drinking as the general 

label for all forms of excessive consumption, reserving the 

word alcoholism for reporting the work of researchers who use 

that term in their studies. 
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Dependence, Compulsions, Addictions 

From what I have said, you may already be wondering how 

the new approach to alcohol abuse bears on other forms of 

addiction or compulsive behavior. What about addictions to 

heroin, cigarettes, caffeine, cocaine, gambling? What about 

compulsive eating, or compulsive spending, or repeated sex¬ 

ual offenses? 

The pattern of chronic heavy drinking seems at least some¬ 

what analogous to these other patterns of behavior, all of 

which we tend to refer to as addictions, compulsions, or de¬ 

pendence. And some researchers are starting to conceive of 

all these forms of "excessive appetite" as variants on one 

theme, to be incorporated in a "unitary theory."11 This idea is 

still somewhat speculative, however, and despite the impor¬ 

tant commonalities, the evidence also shows significant dif¬ 

ferences—behavioral as well as chemical—among the various 

so-called addictions. 

Let me add that although I do believe that many of the 

basic ideas presented in this book apply equally well to other 

addictions, nothing in my discussion hangs on any such 

belief. 

It may avoid confusion if I also add that this book is not 

primarily concerned with alcohol intoxication.12 Obviously 

heavy drinkers are often intoxicated, but not everyone who 

gets intoxicated is a chronic heavy drinker. On the contrary, 

most people who get drunk on occasion are not chronic heavy 

drinkers. So, while the two topics can't be completely sepa¬ 

rated, this book focuses on chronic heavy drinkers and the 

difficulties of understanding and helping persistent long-term 

drinkers. 
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PART 1 

The Classic Disease 

Concept of Alcoholism 





CHAPTER 1 

Where Did We Get the Idea 

That Alcoholism Is a Disease? 

The proposition that alcoholism is a disease has not always 

been with us. Quite the contrary. Not until the middle of 

the twentieth century did the familiar classic disease concept 

emerge and take hold in our nation's public consciousness. 

To appreciate how the classic disease concept came to the 

fore, we need first to place it in a historical context. As this 

retrospective will show, cultural values, rather than careful 

observation or scientific evidence, have been decisive right 

up to the present time in determining what Americans have 

taken to be the "facts" about alcohol use and abuse. 

Colonial America's Love Affair with Drink 

The influential colonial preacher Increase Mather spoke of 

rum as "the good creature of God."1 This attitude was in 

keeping with centuries of religious opinion on the matter. The 

13 



14 The Classic Disease Concept 

early Church fathers, for example, accepted and even recom¬ 

mended the use of beer, wine, and distilled spirits. Mather's 

views were also representative of medical opinion of his era. 

Beer, cider, rum, gin, and brandy were believed to be nu¬ 

tritious and healthful for body and mind, good medicine for 

many ailments.2 

In early America, indeed, some form of spirits—and in 

large quantity—was indispensable for collegial conviviality. 

When the Virginia Council of State convened, a brandy punch 

was always at hand, and councillors commonly were quite 

merry, if not drunk. During a dinner reception hosted by 

New York Governor De Witt Clinton for the ambassador from 

France, the 120 guests consumed 135 bottles of Madeira, 36 

bottles of port, 60 bottles of beer, and 30 bowls of rum punch.3 

There is no doubt that from early colonial days through the 

early nineteenth century, Americans drank far more alcohol 

than we do nowadays. Children were taught to drink at an 

early age, and men and women participated equally: "The 

general pattern for the eighteenth century was for men and 

women to drink alcohol every day, at all times throughout 

the day, and in large quantities on almost every special oc¬ 

casion."4 Throughout the eighteenth century the average 

American downed 4 gallons of alcohol a year, compared to 

about 2.5 gallons a year per person in our era.5 (We should 

note, of course, that per capita data conceal certain patterns. 

Today, for example, three-fourths of all the alcohol consumed 

in our country is drunk by about one-fifth of the population.) 

I do not report these facts to defend or advocate such heavy 

drinking. The point is simply that early Americans had a very 

different attitude about alcohol use than we do. In those days, 

drinking was considered essential to daily sociability, al¬ 

though the quantities consumed may strike us as excessive. 

Of course they got drunk at times. Occasional drunken¬ 

ness was one of the natural consequences of social drinking. 

But Americans in the colonial period did not associate drunk- 
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enness with violence, crime, or even rowdiness. Antisocial 

drunkenness was ascribed to the frequenting of taverns fa¬ 

vored by criminal or rowdy or shiftless people; it was the as¬ 

sociation with such people, not the alcohol, that seemed to 

cause problems. "Habitual drunkenness"—some of which 

we would today call "alcoholism"—was not viewed in terms 

of a "loss of control" or the onset of a disease. It was a matter 

of consuming too much of a good thing.6 Some people eat 

more than is good for them, or they indulge excessively or in¬ 

appropriately in sex, or they are spendthrifts. And some 

people habitually drink "more than is good for them," as 

we say. 

I would not argue that our forebears were right and we are 

wrong. But from them we can learn that what appears at a 

given time to be self-evident or obvious about the significance 

of alcohol is often a reflection of cultural beliefs, the spirit of 

the times. Perhaps they were victims of their beliefs; but then 

so are we victims of ours. 

The Nineteenth-Century Reaction: 
"Disease" and Temperance 

By the turn of the nineteenth century, America's social pat¬ 

terns and cultural beliefs were dramatically changing. A new 

mercantile work ethic began to replace the older pattern of ag¬ 

ricultural subsistence labor and upper-class luxury and lei¬ 

sure. New mechanical inventions revolutionized the econ¬ 

omy and seized the public imagination. 

At this time, too, scientists were laying the foundations of 

modern astronomy, physics, and chemistry. Inspired by the 

mechanistic paradigms of the new physics and chemistry, 

physicians began to speculate in mechanical terms about hu¬ 

man anatomy and physiology. Many believed, for example, 

that physical and mental ailments were the result of excess 
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quantities of blood in the circulatory system, and bloodletting 

was a frequently prescribed cure. The concept of disease also 

became a touchstone in social thought. Moral and social ills 

were now perceived as pathologies of either the individual or 

the body politic. 

Consistent with this new ideology, the proposition that ha¬ 

bitual drunkenness was a disease rapidly gained currency. 

The principal propagator of this theory was Benjamin Rush, 

an enormously influential physician who also was among the 

first to argue that strange, extreme, or bizarre behavior and 

emotional states were caused by mental diseases.7 Rush's 

work, of course, was pervaded by the erroneous notions of 

his times. His medical "explanations" concerning the causes, 

courses, and cures of various diseases today strike us as 

largely fanciful. And although Rush tried to substitute first¬ 

hand observation for theological doctrine, his writings con¬ 

tain very little of what we would call scientific evidence: 

no carefully controlled experiments, no statistical analysis 

of data. 

But Rush's mechanistic assumptions about disease in gen¬ 

eral and the disease of alcoholism in particular spoke to the 

spirit of his time. The lack of scientific evidence and data were 

not remarkable, and there was a persuasiveness in the style of 

his arguments. 

By the mid-nineteenth century, a complete turnabout in 

social attitudes toward alcohol was everywhere apparent. Be¬ 

ginning most dramatically between 1830 and 1850, per capita 

consumption dropped from a high of about 5 gallons a year to 

around 2.5 gallons, the level at which it has hovered ever 

since. One commentator, writing in the North American Re¬ 

view, summarized the new public mood when he argued that 

"[the] unrestricted manufacture and sale of ardent spirits is 

almost the sole cause of all the suffering, the poverty, and the 

crime to be found in the country."8 "The good creature of 

God" had become "the demon rum." 
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The nascent temperance movement took the disease con¬ 

cept of alcoholism to its extreme, claiming that alcohol in 

any form would lead to habitual drunkenness in anyone who 

drank.9 The only way to prevent the epidemic spread of the 

disease, temperance workers preached, was total prohibition. 

Like Rush, advocates of prohibition had no scientific or medi¬ 

cal evidence for their position. Their appeal was an emotional 

one, based only on their faith in what seemed to them the 

self-evident truth about the poisonous power of alcohol. 

Prohibition and Repeal 

In 1919 the temperance movement achieved its crowning 

success: the Eighteenth Amendment to the Constitution was 

ratified, prohibiting the production, sale, and transportation 

of intoxicating liquors for "beverage purposes." As we know, 

the ban proved impossible to implement and provoked an 

especially malevolent form of nationwide gangsterism. But 

Prohibition was apparently successful in reducing consump¬ 

tion, and alcohol-related health problems declined during 

the 1920s. 

The repeal of Prohibition in 1933 was the outcome of com¬ 

plex political and social trends. What is particularly interest¬ 

ing to us is that this shift in public opinion about alcohol, like 

earlier changes in social attitudes, was a matter of sentiment 

and perception, not the result of any new scientific research. 

By the early 1930s the temperance notion of alcohol as a uni¬ 

versally addicting substance had simply lost its grip on the 

American mind and political will. 

Once the fervor died down, people recalled that Europe 

and the United States had a long cultural tradition of moder¬ 

ate social drinking and that the vast majority of social drink¬ 

ers did not become habitual drunkards. Clearly, many people 

were capable of drinking alcohol without falling victim to it. 
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Despite the repeal of Prohibition, the temperance creed 

lingered on in some quarters. In 1935 the old doctrine was 

given new life by the founders of Alcoholics Anonymous 

(A.A.). Inspired by the teachings of a then popular religious 

sect, the Oxford movement, two reformed heavy drinkers, a 

stockbroker and a physician, proposed a less extreme version 

of the temperance thesis. Their new approach was in essence 

a mixture of pseudomedical, psychological, and religious 

ideas.10 

According to the A. A. ideology, most people can drink so¬ 

cially without any problem. But some people have a unique 

biological vulnerability to alcohol and they develop a special 

kind of "allergy." For these at-risk drinkers (alcoholics), alco¬ 

hol triggers an uncontrollable need for more alcohol. The 

only way that alcoholics can halt the progressive deterioration 

of alcoholism is by complete abstinence: "An alcoholic cannot 

be cured of his disease so that he can drink normally again."11 

If an alcoholic continues to drink he or she will, stage by 

stage, succumb to a disease that has only two outcomes, in¬ 

sanity or death. 

A.A.'s teachings were derived from an amalgam of ideas 

that fit together only loosely. There are appeals to the alco¬ 

holic's willpower as well as an emphasis on his helplessness. 

In order to achieve abstinence, the alcoholic needs to ac¬ 

knowledge dependence on the help of others (specifically 

A. A.) and, ultimately, on a "Higher Power," but the nature of 

this power is left to the individual. Drinking is interpreted as 

a symptom of disease, and ritual public confession at A.A. 

meetings, the admission that one has an incurable vulnerabil¬ 

ity to alcohol, is a necessary part of the treatment. 

The Mantle of Science 

For a decade or so, A. A. grew modestly. But, lacking scien¬ 

tific confirmation, it remained a relatively small sectarian 
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movement, occasionally receiving a boost in popular maga¬ 

zines. The great surge in the popularity of the A.A. disease 

concept came when it received what seemed to be impeccable 

scientific support. Two landmark articles by E. M. Jellinek, 

published in 1946 and 1952, proposed a scientific understand¬ 

ing of alcoholism that seemed to confirm major elements of 

the A.A. view.12 

Jellinek, then a research professor in applied physiology at 

Yale University, was a distinguished biostatistician and one of 

the early leaders in the field of alcohol studies. In his first 

paper he presented some eighty pages of elaborately detailed 

description, statistics, and charts that depicted what he con¬ 

sidered to be a typical or average alcoholic career. Jellinek cau¬ 

tioned his readers about the limited nature of his data, and he 

explicitly acknowledged differences among individual drink¬ 

ers. But from the data's "suggestive" value, he proceeded to 

develop a vividly detailed hypothesis. 

Jellinek postulated a basic pattern of alcoholism that re¬ 

markably paralleled the A.A. picture. The sequence of the 

disease's key phases begins with apparently innocent social 

drinking. Through an insidious process of increasing involve¬ 

ment with alcohol, the alcoholic loses control over his drink¬ 

ing and cannot stop once he has started. He then plunges into 

an ineluctable and disastrous descent until he hits a "low 

point." At that time, by an enormous effort and with the aid 

of others, some alcoholics come to their senses and manage a 

course of total abstinence. 

It now seemed that A. A. teachings had been triumphantly 

confirmed by scientific research. Jellinek's powerfully dramatic 

description was buttressed by numerous statistical charts and 

tables, by elaborate analyses of questionnaire data, and by all 

the scholarly apparatus one would expect of a sophisticated 

scientist. His descriptions of the archetypical alcoholic career 

and even some of his charts were reproduced widely in popu¬ 

lar periodicals, and a new national consensus about alco¬ 

holism began to coalesce. 
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In 1960 Jellinek published The Disease Concept of Alcoholism, 

a book that eventually became the canonical scientific text for 

the classical disease concept. By this time Jellinek had devel¬ 

oped a more refined classification. He posited five main types 

of alcoholism, which he labeled with Greek letters. The clas¬ 

sic American disease pattern now was baptized as gamma 

alcoholism. 
Jellinek wavered as to whether loss of control always fol¬ 

lows on the first drink. In the end he suggested that there 

were degrees of loss of control, and he proposed some work¬ 

ing hypotheses about physiological loss of control. But it was 

easier and more attention-getting for readers and the popular 

press to quote the passage in which Jellinek speaks of loss of 

control quite flatly as "that stage . . . when the ingestion of 

one alcoholic drink sets up a chain reaction so that [alco¬ 

holics] are unable to adhere to their intention 'to have one or 

two drinks only' but continue to ingest more and more . . . 

contrary to their volition."13 This dramatic statement, how¬ 

ever, happens to be a passage in which Jellinek was not speak¬ 

ing for himself but was reporting to his readers the claims of 

A. A. Though on occasion Jellinek put the matter in this way, 

usually he was more cautious and qualified.14 

Yet out-of-context quotations of statements made by A.A. 

members took on a new authority because Jellinek had cited 

them. Despite his own scholarly reservations and nuances, 

his work had the practical effect of reinforcing the A. A. collo¬ 

quial axiom, "one drink, one drunk" and of encouraging 

people to speak of alcoholics as driven to drink by an "over¬ 

whelming desire," an "irresistible craving," or a "compul¬ 

sion." Thus the "folk science" of alcoholism was propagated.15 

But more important than the unappreciated scholarly nu¬ 

ances or popular exaggerations, it was the inadequacy of 

Jellinek's data that caused much of his classic work to fail 

the test of later scientific scrutiny. For all of Jellinek's findings 

and hypotheses, all his charts, diagrams, and statistics were 
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based on data obtained from A.A. members. Jellinek worked 

from questionnaires that A. A. had designed and distributed 

through its membership newsletter. The Grapevine. Jellinek's 

own caution about the limitations of his data is reflected in his 

noting that the questions were not adequate and that "essen¬ 

tial categories" were lacking. We must add that at that time 

A. A. was still a relatively small, self-selected group. 

In sum, Jellinek's highly influential articles were based on 

questionnaires completed by 98 male members of A. A. Of the 

158 questionnaires returned, Jellinek had eliminated 60, ex¬ 

cluding the data from some A.A. members who had pooled 

and averaged their answers on a single questionnaire because 

they shared their newsletter. Jellinek also excluded all ques¬ 

tionnaires filled out by women because their answers differed 

greatly from the men's. No wonder Jellinek spoke of the limi¬ 

tations of the data. And no wonder his data conformed so 

closely to the A.A. model. Even in 1960, Jellinek acknowl¬ 

edged the lack of any demonstrated scientific foundation for 

his proposals. Of the lack of evidence he remarked, "For the 

time being this may suffice, but not indefinitely."16 

In the late 1960s national surveys of heavy drinking began 

to appear that contradicted the sequence of phases described 

by Jellinek.17 Many people had problems with drinking, yet 

they reported no loss of control. Others claimed they experi¬ 

enced loss of control but reported that they had no problems 

with police, family, finances, employment, auto accidents, or 

social life. Such alcohol-related problems are now known to 

come and go in a wide variety of patterns: they do not cluster 

in any regular way, do not emerge in any uniform sequence, 

and do not show up at all in the lives of many heavy drinkers. 

Important, too, is the fact that many drinkers with numerous 

and severe problems "mature out" of trouble. The descent 

to the "bottom" is not inevitable, and a return from heavy 

drinking to moderation is common.18 

In the scientific community, then, Jellinek's hypothesis of 



22 The Classic Disease Concept 

alcoholism as a disease with a unique sequence of stages and a 

regular pattern of symptoms has failed to receive general as¬ 

sent: "[ Jellinek's] concept of a natural progression of the symp¬ 

toms underlying the 'disease' of gamma alcoholism endured 

for many years. In the past decade, however, there has ap¬ 

peared a compelling and coherent body of empirical work that 

contradicts belief in the orderly evolution of alcoholism."19 

Although no scientists in the field accept the classic disease 

concept, proper scientific differences of opinion do remain 

about the relevance of the term disease to some forms of chronic 

heavy drinking. We will examine these controversies in detail 

in Chapters 2 and 3. For now, it is sufficient to note that much 

of the debate concerns a semantic argument about competing 

definitions of the word disease as applied to behaviors that 

have some biological determinants. No one in the debate is 

seeking to resurrect the classic disease concept. 

The Politics of Alcoholism 

Unfortunately, the wealth of new and better studies that 

have soundly refuted the classic disease concept have so far 

had little influence on the general public. Almost everyone 

outside the scientific community still takes it for gospel that 

there is a scientifically proven, uniquely patterned drinking 

history peculiar to a disease called alcoholism. And despite 

the scientific evidence, the classic disease concept has been 

assiduously promoted by a variety of interest groups in the 

public and private sectors. 

I do not mean to imply that there has been a malign con¬ 

spiracy to suppress evidence. But political and economic 

pressures as well as various constituencies within the health- 

services field have played a powerful role in actively promot¬ 

ing the scientifically discredited classic disease concept. 

In the past ten years the treatment of alcoholism has be- 
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come a very big business. Each year over $1 billion in tax reve¬ 

nues and health-insurance coverage is spent on inpatient and 

outpatient alcoholism treatment programs run by public and 

private hospitals and health-services centers. To ensure con¬ 

tinued public support and funding, the alcoholism treatment 

programs have formed national, state, and local umbrella or¬ 

ganizations that publicize their efforts and lobby elected offi¬ 

cials and influential citizens. From the National Council on 

Alcoholism on down, these politically oriented organizations 

form a truly powerful and ubiquitous pressure group. And 

because the majority of the treatment programs are based on 

the disease concept of alcoholism, their lobbying, public rela¬ 

tions, and advertising efforts inevitably propagate the disease 

theme.20 

How can it be that the very treatment programs themselves 

are working from the scientifically untenable disease con¬ 

cept? One key factor is the widespread presence in the treat¬ 

ment and lobbying communities of paraprofessional staff 

members who define themselves as "recovering alcoholics." 

Indeed, the largest single category of direct service staff in 

programs specifically concerned with alcohol consists of coun¬ 

selors without professional degrees,21 many of whom were 

once heavy drinkers and now claim special qualification to 

help others by reason of their own experience. Since their 

own treatment was effected at a time when the classic disease 

concept of alcoholism was dominant, they tend to have faith 

in the old dogma and tend to perceive any challenge to the 

disease concept as a challenge to the validity of their own 

emotional ordeal and conversion to sobriety. 

Furthermore, because this group of service staff has not 

had the benefit of scientific or professional training, they tend 

to be—like most people who are not scientists—relatively un¬ 

concerned about the issue of scientific validity. In all sincerity 

they believe that the experiences and anecdotal information 

they offer as evidence for their beliefs constitute proof posi- 
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tive of their claims. Even as they reject genuinely scientific 

analysis as quibbling, they also insist that their doctrine is 

medically correct and scientific. In effect, within the treat¬ 

ment programs there is an ongoing internecine battle be¬ 

tween experiential and scientific approaches to alcohol abuse: 

The field of alcoholism has long been manned by paraprofes- 

sionals. They look on the influx of scientific professionals with 

some concern. If the paraprofessionals were to desert the field, 

most programs would grind to a halt; however, the lack of profes¬ 

sionals would have only a modest impact. Thus the field of treat¬ 

ment is dominated by paraprofessional values, attitudes, and 

concepts. This is leading to an ideological conflict between the es¬ 

tablished paraprofessional approach to treatment and new scien¬ 

tific approaches to treatment. . . . 
Paraprofessionals often see empirical scientific data as ob¬ 

scure, irrelevant, or contradictory to their personal experiential 

knowledge of alcoholism.22 

Why haven't we heard more from the scientists and re¬ 

searchers about this strife? Intimidation should not be dis¬ 

counted. The classic disease concept remains the cornerstone 

of traditional treatment and public opinion, the central prem¬ 

ise of media coverage and social debate, such that anyone 

who publicly doubts or challenges the disease concept is 

likely to be ignored, dismissed, or ostracized. In this ver¬ 

sion of the emperor's new clothes, truthfulness can threaten, 

block, or ruin the truthteller's career. 

A second factor is that all program staff, paraprofessionals 

and professionals, have a stake in their organizations' finan¬ 

cial survival. So in turn they have a stake in persuading gov¬ 

ernment, private funders, and potential clients and families 

of the truth of the organizational doctrine. With the dramatic 

increase in competition among public and privately operated 

programs (which are expected to generate revenues to cover 

deficits in other departments of the sponsoring hospitals and 

health organizations), the courting of potential clients has be¬ 

come particularly intense. Major advertising campaigns on 
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TV and in the newspapers only reinforce the disease concept 

in the public's mind. 

The economic factor is also powerful for researchers, who 

need major funding for complex long-term clinical studies. 

The royal road to public support and funding for research in 

contemporary American political life is the claim that the 

work bears on public health and the conquest of disease. Re¬ 

searchers whose work falls under a medical category are most 

likely to receive sustained major support. 

Thus the public relations and advertising undertaken by 

the treatment lobby serves the research community's ends by 

authenticating, at least in the public's mind, the claim that al¬ 

coholism research is medical research and therefore entitled 

to its share of government and foundation funds. 

Misleading the Public 
for Its Own Good 

Another important influence on the public conduct of sci¬ 

entists is the concern that revealing the bankruptcy of the 

classic disease concept might discourage heavy drinkers from 

seeking help. The essence of this rationale is that if chronic 

drinkers are told that there is no disease of alcoholism, they 

will see their drinking as a personal failing; out of guilt and 

shame, they will tend to hide or deny their problems. But 

however well-intentioned, this line of thinking can confuse 

the issue for the public. When scientists use the word disease 

in regard to alcoholism, the public naturally assumes that de¬ 

cisive scientific evidence justifies the usage. 

In technical publications unread by the general public, at 

least several scientists have discussed the social utility of clas¬ 

sifying alcohol abuse as a disease: 

In specific circumstances it may be desirable for sociocultural, 

legal, political, and therapeutic goals to label alcohol dependence 
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as a “disease," perhaps especially at the time of acute physical 

symptomatology. At the same time the alcohol-dependent per¬ 

son may appropriately be labeled as "sick." Such circumstances 

should be carefully delineated and limited in application to spe¬ 

cific situations. 

To have persuaded society to shift a particular type of deviancy 

from the bad role to the sick role could . . . whatever the logic, 

whatever the science, prove to be an event of importance. 

The decision as to when a syndrome is to be designated a disease 

is in large measure socially determined and must be congruent 

with wider cultural interests and habits. 

Calling alcoholism a disease, rather than a behavior disorder, is a 

useful device both to persuade the alcoholic to admit his alco¬ 

holism and to provide a ticket for admission into the health care 

system. I willingly concede, however, that alcohol dependence 

lies on a continuum and that in scientific terms behavior disorder 

will often be a happier semantic choice than disease.23 

Such tactics are proposed with good intentions. But to in¬ 

voke the mantle of science in this way, no matter how worthy 

the social goals, ultimately is a disservice, for it prevents the 

public from engaging in a free and open debate of truly con¬ 

troversial issues that involve millions of persons and billions 

of dollars. 

It is true that some researchers offer bona fide scientific 

reasons for continuing to characterize some heavy drinking 

as a specific disease, alcoholism. But, as we will see in subse¬ 

quent chapters, the concept of alcoholism they have in mind 

is very different from the classic concept; indeed it is at best a 

highly attenuated notion of disease. 

Other Motives and Other Players 

The liquor industry is another player in this story of how 

and why the classic disease concept of alcoholism continues 
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to be promoted and endorsed in the public arena. The classic 

disease concept admirably suits the interests of the liquor in¬ 

dustry: By acknowledging that a small minority of the drink¬ 

ing population is susceptible to the disease of alcoholism, the 

industry can implicitly assure consumers that the vast major¬ 

ity of people who drink are not at risk. This compromise is far 

preferable to both the old temperance commitment to pro¬ 

hibition, which criminalized the entire liquor industry, and to 

newer approaches that look beyond the small group diag- 

nosable as alcoholics to focus on the much larger group of 

heavy drinkers who develop serious physical, emotional, and 

social problems. 

The final major player in this charade, though largely pas¬ 

sive in its role, is the general public. We are a people who for 

the most part do not understand but profoundly trust the so¬ 

phisticated technology and science that produce daily miracles 

for us. So the prospect of a single medical "breakthrough" 

that will provide the physical remedy for a specific disease of 

alcoholism is both plausible and welcome.24 We resist the idea 

that there is no single remedy to heavy drinking. We prefer 

not to hear that heavy drinking and alcoholism are merely labels 

that cover a variety of social and personal problems caused by 

the interplay of many poorly understood physiological, psy¬ 

chological, social, and cultural factors. 

Our hunger for technical breakthroughs is readily fed by 

the hand of those who promote the classic disease concept. 

For decades newspapers, magazines, and TV shows have 

been reporting that one or another group of researchers ap¬ 

pears to be on the verge of discovering the cause or the cure 

for alcoholism. But it is a kind of intellectual pyramid scheme. 

Before the public has had a chance to realize that the prom¬ 

ised breakthrough has not been confirmed, a new break¬ 

through appears on the horizon. 

In 1985, for example, the New York Times Magazine featured 

a lengthy article entitled "A New Attack on Alcoholism."25 
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True to form, the reporter announced that "scientists appear 

to be on the verge of exciting breakthroughs," acknowledged 

that the research is "still in the experimental stage," and con¬ 

veyed the scientists' "hope" that important results will ac¬ 

crue. The columns of impressive technical detail were punc¬ 

tuated by qualifiers that alerted more conscientious readers to 

the fact that they were being served up the latest in well- 

educated speculation and optimism, not scientifically con¬ 

firmed truth. The promise of a "new attack" ever reassures us 

that progress is being made, and it reinforces our faith that 

medical technology will save us. 

Conclusions 

Such, then, in brief compass, is the story of how we as a 

society have come to believe in the convenient fiction of the 

classic disease concept. It is a remarkable story, and a dis¬ 

turbing one. No one has plotted an evil conspiracy to keep 

vital information secret; no one has censored information— 

indeed, the scientific literature fills bookshelves. Yet to all in¬ 

tents and purposes, the general public has been poorly in¬ 

formed, misinformed, and misled. Constructs formed on the 

basis of social and political ideologies have been repeated so 

many times that we take them as self-evident truths.26 Data 

that refute the creed are ignored, condemned, or spurned as 

nonsense or heresy. More than once when I've lectured about 

the scientific facts about alcohol abuse, I've been told by lis¬ 

teners, "Though these things may be true, you shouldn't 

spread the word because it will shake people's faith in a 

useful lie." But hiding our heads in the sand or repeating 

folkloric formulas certainly is not the best we can do, as indi¬ 

viduals or as a society, to respond to the personal, medical, 

social, and economic consequences of alcohol abuse. 
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CHAPTER 2 

Can Alcoholics Control 

Their Drinking? 

In this chapter I want to focus on the central premise of the 

classic disease concept of alcoholism, loss of control. The clas¬ 

sic disease concept proposes a simple hypothesis: Chronic 

heavy drinkers do not stop or limit their drinking—despite 

the medical, emotional, social, and financial problems they 

may encounter—because they cannot control their drinking, 

even when they realize that it would be prudent or preferable 

for them to do so. 

According to the classic doctrine, the breakdown of a drink¬ 

er's self-control mechanism is the key symptom of the disease 

of alcoholism. Or, as one of the A.A. primers puts it: "Alco¬ 

holism is a disease which manifests itself chiefly by the un¬ 

controllable drinking of the victim, who is known as an alco¬ 

holic." 1 In keeping with this definition of the problem, the first 

of the twelve steps of A. A. teaching requires drinkers to con¬ 

fess their lack of control: "We admitted that we were powerless 

over alcohol—that our lives had become unmanageable." 

31 



32 The Classic Disease Concept 

As we will see, the consensus among researchers today is 

to reject the classic idea of an alcohol-induced inability to con¬ 

trol drinking. Some researchers reject the entire notion out¬ 

right. Others use the phrase "loss of control," but they prof¬ 

fer highly attenuated (and dubiously scientific) definitions of 

the phenomenon. In order to understand the significance of 

the current debate, we need to review the classic notion of loss 

of control and explore the sorts of evidence that have scien¬ 

tifically discredited this still-popular cliche. 

What Is Meant by 

"Loss of Control"? 

Anyone who has ever observed the behavior of a chronic 

heavy drinker cannot help feeling a sense of powerful momen¬ 

tum at work. In some way the inclination to down another 

drink seems to escape the full reach of rational judgment and 

of cool and deliberate free choice. While all observers, both 

professionals and laypersons, have noted this momentum, 

its particular power—its strength, nature, and origin—re¬ 

mains a subject of debate. Advocates of the classic disease 

concept, for example, speak of alcohol as a dominating neces¬ 

sity for the alcohol-dependent person. A.A. theory posits 

that the alcoholic's ability to control his or her conduct in re¬ 

gard to drink is destroyed by a bodily malfunction. Just as 

someone with a cold cannot stop sneezing, or someone with 

nerve damage cannot control a paralyzed limb, alcoholics 

cannot voluntarily control their drinking behavior. In this 

view, alcoholics are victims of physiological and neurological 

abnormalities that cause uncontrollable behavior. 

As we noted in Chapter 1, Jellinek's earliest papers seemed 

to confirm this picture. But by 1960 Jellinek had distinguished 

two distinct forms of loss of control.2 In what he called delta 
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alcoholism, drinkers have no control over whether or not to 

drink, and they drink all day, every day, though usually with 

control enough over the amount to avoid becoming grossly 

intoxicated. This delta pattern was intended to describe the 

habits of the traditional French wine-drinker. The gamma 

pattern, though, was the one that Jellinek saw as characteris¬ 

tic of Americans. The gamma drinker's first drink is volun¬ 

tary, but once ingested it triggers a loss of control and the 

drinker is unable to refrain from continuing to drink, so long 

as liquor is available, until feeling too sick or too drunk to con¬ 

tinue. This gamma loss of control is the essence of what 

Jellinek had originally labeled "alcohol addiction," though in 

his more cautious moments he explained that loss of control 

did not mean that uncontrollable drinking was inevitable, 

only that it was very likely to occur. 

In sum, the disease of gamma alcoholism was alleged to 

cause the drinker to experience a physiologically based loss of 

control over drinking, an irresistible or overwhelming com¬ 

pulsion to drink once he had opened the gate by having one 

drink. But almost immediately after Jellinek proposed this 

theory, he and other responsible researchers began to qualify 

and revise the formulation. Everyone who worked with alco¬ 

hol abusers admitted that "One drink away from a drunk" 

was just a slogan used by A.A., but not a literal truth. Mark 

Keller, who was an early colleague of Jellinek's at Yale and has 

himself become an influential figure in alcoholism studies, 

explained: 

What is fascinating about that slogan is that nearly all the alco¬ 

holics I have known, including those who in all sincerity proclaim 

that slogan, have told me that, even during the course of the se¬ 

verest stage of their active alcoholism, they had a drink or two or 

three on many occasions and stopped without further drinking, 

until on some other occasion, days or weeks later, they did not 

stop. Some could take a drink or two daily for days or weeks 

without going off on a bout.3 
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Furthermore, Jellinek's gamma alcoholism posed a contra¬ 

diction for treatment programs. If the loss of control is trig¬ 

gered by the first drink, then the only hope for an alcoholic is 

to refrain from that first drink, that is, total abstention. But if 

loss of control is triggered only after the first drink, and not 

before, why should the alcoholic have any special difficulty 

mustering the self-control to simply avoid that first drink? 

Why should abstinence pose any special problem? In a lengthy 

discussion of the matter years after Jellinek enunciated the 

concept of gamma alcoholism, Keller acknowledged this fun¬ 

damental inconsistency and insisted that either loss of control 

had to exist prior to the first drink or else there could be no 

disease such as gamma alcoholism.4 

Do Alcoholics Really Lack Control? 

Even while the public and many courts have come to ac¬ 

cept the classic idea of loss of control as the central fact that 

explains chronic heavy drinking, researchers have been pub¬ 

lishing decisive evidence disproving the myth.5 

Beginning in the 1960s various experimental programs 

were initiated to test the loss-of-control conjecture and to es¬ 

tablish more accurately the patterns of drinking and control 

that chronic drinkers exhibit. One early major series of such 

studies broke the treatment taboo by allowing alcoholics to 

drink during their hospital stays; other researchers soon did 

likewise.6 

In one classic experiment, the subjects were allowed to per¬ 

form a trivially simple task (repeatedly pressing a button ac¬ 

cording to instructions) that would earn them credit toward 

measured amounts of alcohol. These subjects were accus¬ 

tomed to drinking a quart of whiskey a day, and they suffered 

withdrawal when they stopped. During the experiment they 

could earn an ounce of bourbon in anywhere from five to fif- 
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teen minutes, depending on their speed in pushing the but¬ 

ton. Though the task was monotonous, they could also watch 

TV, eat, or talk at the same time. The amount of bourbon 

served and the timing of it were up to the drinker. 

The subjects participated for one or two months, and at 

any time they could have earned enough to drink to become 

totally intoxicated. But in all the variations of the experi¬ 

ments, according to one cautious summary, "none of the sub¬ 

jects . . . attempted in a situation where they could determine 

the volume and pattern of their own drinking to drink them¬ 

selves into a state of unconsciousness or collapse." Moreover, 

the subjects actually demonstrated control over their drink¬ 

ing, in that: 

(i) they drank to maintain high but roughly constant BAC's [blood 

alcohol content] during shorter drinking periods; (ii) they did not 

drink continuously but spontaneously initiated and terminated 

drinking sessions over a longer experimental period; (iii) they 

tended to work for and drink moderate amounts of alcohol and 

did not consume it as soon as it became available; (iv) some sub¬ 

jects chose to taper off their drinking in order to avoid or reduce 

withdrawal symptoms following termination of the experiment; 

and (v) subjects chose to work over one- or two-day periods [with¬ 

out drinking] to accumulate alcohol rather than to drink to abolish 

partial withdrawal symptoms. 

From the experiments, the researchers could only conclude 

that "All these observations are inconsistent with the concept 

of loss of control in the sense of an inability to stop once 

drinking has commenced, and with the related concept of 

craving in the sense of an uncontrollable urge to consume 

more and more alcohol during a drinking session."7 

The researchers also found that the amount of alcohol con¬ 

sumed by their subjects was "a function of the cost of alcohol, 

measured by the degree of effort required to obtain it."8 In 

other words, individuals' patterns of drinking were found to 

depend significantly on the costs and benefits perceived by the 

drinker—an observation that radically contradicts the idea of 
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some overpowering inner drive that completely overwhelms 

all reason or choice. That drinking patterns are shaped by con¬ 

siderations of cost, convenience, benefits, or deprivations has 

been demonstrated in a number of other studies as well. One 

research team was able, by offering small payments, to get al¬ 

coholics to voluntarily abstain from drink even though drink 

was available, or to moderate their drinking voluntarily even 

after an initial "priming dose" of liquor had been consumed.9 

(The larger the "priming dose," the less moderate the subse¬ 

quent drinking, until a modest increase in the amount of pay¬ 

ment offered prompted a resumption of moderation.) 

In another experiment, drinkers were willing to do a lim¬ 

ited amount of boring work (pushing a lever) in order to earn 

a drink, but when the "cost" of a drink rose (that is, more 

lever pushing was asked of them) they were unwilling to 

"pay" the higher price. Still another experiment allowed alco¬ 

holic patients access to up to a fifth of liquor, but subjects 

were told that if they drank more than five ounces they would 

be removed from the pleasant social environment they were 

in. Result: Most of the time subjects limited themselves to 

moderate drinking.10 

During the 1970s the evidence continued to mount. In 1972 

an evaluation of a series of seven independent studies con¬ 

cluded that researchers "consistently reported no findings of 

phenomena such as physiological or psychological craving for 

further alcohol as a result of initial inebriation." And in 1977 a 

review of the scientific literature cited nearly sixty pertinent 

reports of experiments and clinical studies and concluded 

that "within a hospital or laboratory environment, the drink¬ 

ing of chronic alcoholics is explicitly a function of environ¬ 

mental contingencies."11 The reviewers noted that the sub¬ 

jects were able to control their consumption on their own and 

also when they were "rewarded" for doing so by special 

privileges, opportunities for socialization, or money. 
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True, these results were all obtained in special environ¬ 

ments (hospitals) with alcoholics who were often receiving 

special support and help. But if these drinkers were able to 

control their drinking in these special settings, one of two ex¬ 

planations must hold. Either (1) the careful observers in the 

special settings are noticing behaviors that careful observers 

would also detect in everyday situations or (2) the change in 

setting from home to hospital indeed radically affects alco¬ 

holics' self-control and drinking patterns. 

Either of these explanations undermines the classic loss-of- 

control conjecture. If the first explanation holds, then loss of 

control is a stereotype born of faulty observation and a mis¬ 

understanding of drinkers' behavior. If the second explana¬ 

tion holds, then it is the social setting, not any chemical effect 

of alcohol, that influences drinkers' abilities to exert control 

over their drinking. 

More broadly, in all these experiments the subjects' be¬ 

havior exemplifies the general principles of human motiva¬ 

tion that we all recognize. Given what they perceive as sub¬ 

stantial reasons to limit their drinking—money, sociability, 

privileges, or conveniences—these drinkers do limit their 

drinking. In these special settings, a drinker's self-control 

may also be reinforced by the absence of situations that prompt 

drinking at home, such as domestic or social frustrations, so¬ 

cial enticements, or job anxieties. But clearly it is each drinker's 

perception of the pattern of positive and negative motivations, 

and not an uncontrollable abnormal chemical-physiological 

reaction, that decisively affects the choice to drink, to abstain, 

or to drink in moderation. 

The reason that this element of choice has so often escaped 

notice is that the chronic drinker's perception of the advan¬ 

tages and disadvantages of drinking on a particular occa¬ 

sion—the weight the drinker assigns to the pros and cons— 

may often appear irrational to the detached observer. The 
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drinker's fears and anxieties, his sense of the consequences of 

certain choices, may be quite different or far more emotion¬ 

ally intense than the observer's. But although the drinker's 

anxieties may appear irrational, the choice to drink may be an 

intelligible attempt to deflect those anxieties. To the outside 

observer, however, it is the visible behavior—the drinking— 

rather than the drinker's anxiety that seems utterly irrational.12 

If we move from experiments conducted in special settings 

to real-life observation, we find the same principles at work. 

The consensus in the research literature is that even in their 

normal, everyday settings, chronic heavy drinkers often mod¬ 

erate their drinking or abstain voluntarily, the choice depend¬ 

ing on their perceptions of the costs and benefits. For ex¬ 

ample, in one court trial that I studied the defendant was a 

diagnosed alcoholic who was already on probation for drunk 

driving. While on probation he had regularly reported to his 

probation officer, who testified that the defendant always ar¬ 

rived sober, despite the fact that, as ample testimony from 

others revealed, he had not curtailed his overall drinking dur¬ 

ing the period in question. At the time he was running a pros¬ 

perous business and had every motive to stay out of jail. So 

he simply stopped drinking whenever the time to report 

approached.13 

This sensible self-control by a diagnosed alcoholic is not an 

unusual phenomenon. Many people who fit the alcoholic 

profile go through periods of extremely moderate use or ab¬ 

stinence: "In any given month, one half of alcoholics will be 

abstinent, with a mean of four months of being dry in any 

one-year to two-year period."14 Convincing anecdotal evi¬ 

dence repeatedly shows that alcoholics choose to moderate or 

abstain for reasons that are important to them.15 

Several recent general arguments still defend versions of 

loss of control, contending that the experiments and studies 

of the sort just discussed may not have used "true" alcoholics. 

Yet many of the subjects in these experiments were diagnosed 
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alcoholics. In over eighty studies in the past decade that report 

on alcoholics who return to some moderated form of drinking, 

at least half the subjects were diagnosed as gamma alcoholics. 

In the face of this evidence, the question of whether the sub¬ 

jects were "true" alcoholics seems a mere polemical device, 

not a sustainable objection to the conduct of the experiments. 

What Role Does Alcohol Play 
in Triggering Sustained Drinking? 

Another attack on the classic loss-of-control hypothesis 

is based on experiments that demonstrate that an alcoho¬ 

lic's drinking behavior is influenced by such factors as the 

drinker's subjective expectations or the social setting of the 

drinking. 

In one landmark experiment, the alcoholic subjects were 

divided into four groups. Members of each group were asked 

to compare and "taste-rate" three different brands of a bev¬ 

erage and were told that they could drink as much as they 

wanted from each of three large pitchers. One group was led 

to believe that they were being offered three brands of a 

vodka-tonic beverage, although in fact all three pitchers had 

pure tonic water. The second group was led to believe that 

their beverages were all brands of pure tonic water, although 

in fact each pitcher contained a mixture of vodka and tonic. 

The third group was given pure tonic, the fourth group the 

vodka-tonic mix, but both of these groups were told the truth 

about their beverages. The subjects were left alone to sample 

as much or as little as they chose. In this way the experi¬ 

menters hoped to observe whether the amount that these al¬ 

coholic subjects drank was related to how much alcohol they 

actually drank or to how much alcohol they thought they were 

drinking.16 

The results form a consistent pattern. The subjects who 
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were truthfully told that their pitchers contained only tonic 

water drank the least. They drank only enough to taste-rate, 

but no more. A significantly greater quantity of the beverages 

was drunk by those subjects who were truthfully told that 

their pitchers had vodka and tonic. 

The interesting twist is that the behavior of the two groups 

who were misled about their beverages depended on what 

they believed they were drinking and not on the drink itself. 

The subjects who mistakenly thought they were drinking pure 

tonic drank just about as little as the drinkers who did receive 

plain tonic. And the subjects who mistakenly thought they 

were drinking alcohol drank just about as much as the drink¬ 

ers who did receive alcohol. Thus, for these alcoholics, it was 

their beliefs about what they were drinking, not the actual al¬ 

cohol content of the drink, that prompted heavier drinking. 

Similar results have been obtained in other experiments, 

disproving the myth that the ingestion of alcohol biochem¬ 

ically triggers additional alcohol consumption by chronic 

drinkers. Quite to the contrary, as these experiments show, it 

is the drinker's mind-set, the drinker's beliefs and attitudes 

about alcohol, that influence the level of consumption.17 

It has been argued that such experiments are faulty be¬ 

cause the priming dose (the initial drink alleged to trigger loss 

of control) is often only the equivalent of a drink or two, a 

small amount for a heavy drinker. But since the classic dis¬ 

ease concept hinges on the premise that it takes only one 

drink to trigger loss of control, that after one drink the alco¬ 

holic can't stop himself, these experiments with a priming 

dose equal to a drink or two are exactly pertinent. 

Similarly, it has been argued that these experiments are not 

realistic because the eventual total amount drunk by many of 

the subjects was relatively moderate for an alcoholic. But 

since all the subjects had free access to additional liquor, the 

moderation was due to self-control, to the subjects' choice 

not to drink more. Whether because of specific incentives 
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to limit their drinking, the absence of factors that usually 

triggered their drinking at home, or their mistaken belief 

about what they were drinking—these diagnosed alcoholics 

showed no signs of uncontrollable drinking. 

"Craving" 

At various points, versions of the disease concept have 

suggested "craving" as the biochemical or psychological 

mechanism that prompts heavy sustained drinking. It has 

been proposed that alcoholics at times experience an irresist¬ 

ible physical desire for alcohol, a desire so intense and power¬ 

ful that no amount of reasoning or willpower can defeat their 

thirst for alcohol. This definition of craving has been criticized 

by various writers as an empty notion, a semantic trick or a 

pseudo-explanation.18 For this definition only leads us in 

circles. Whenever an alcoholic drinks in a grossly excessive 

manner, one can say it is an instance of loss of control caused 

by craving. But whenever an alcoholic doesn't drink or drinks 

moderately, one can only say there was on that occasion 

no craving. Since there is no independent way of deciding 

whether craving is or isn't present, the word becomes a syn¬ 

onym for—not an explanation of—excessive drinking. 

Some recent experiments have reported bona fide indepen- 

. dent evidence that alcohol consumption does generate a heavy 

drinker's craving for more alcohol.19 But in these studies crav¬ 

ing does not mean "an irresistible desire." In one study, for 

example, alcoholics were asked whether they experienced a 

strong or a mild craving for alcohol. Here, however, the modi¬ 

fier "mild" defeats the idea of urgency in the concept of crav¬ 

ing, suggesting a desire hardly so irresistible as to overwhelm 

all other considerations. Furthermore, asking such a question 

of an alcoholic who has been taught that "addicts" have a 

"craving" for the substance they are "addicted to" seems to 
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prejudice the results, especially since craving was not care¬ 

fully defined for the interviewees in these studies. Not much, 

in sum, can be learned by asking chronic heavy drinkers if 

they ever have urges, strong or weak, to have a drink. Once 

craving is redefined to exclude the notion of an irresistible de¬ 

sire, it cannot serve as the key to the classic concept of loss of 

control. 

Other studies have retained the meaning of craving as an 

intense desire and report a correlation between craving and 

drinking and a correlation between craving and physical with¬ 

drawal symptoms.20 The first correlation, that drinkers express 

a strong desire to drink prior to or during the act of drinking, 

is hardly surprising and even tautological, telling us that 

people who frequently drink heavily often have a strong de¬ 

sire to drink. As to the second correlation, we have already 

reviewed experimental evidence that shows that alcoholics 

often enough do not drink even when experiencing with¬ 

drawal distress. Thus even if some drinkers report having felt 

a craving for alcohol during withdrawal, the clinical observa¬ 

tions show that chronic drinkers often resist this craving and 

abstain or drink in moderation even as they are feeling with¬ 

drawal distress. That is, whatever feelings of craving were re¬ 

ported by one group, the behavior of the other group shows 

that the craving was far from irresistible. 

Several other advocates of the craving hypothesis present 

data that actually undermine their point. For example, one 

researcher approvingly quotes a study reporting that alco¬ 

holics given initial priming drinks exhibit a very much higher 

correlation of craving and drinking when they are in a condu¬ 

cive setting (bar-type atmosphere, peanuts, liquor bottles, 

etc.) than when they are in a nonconducive one (antiseptic¬ 

smelling lab).21 These craving effects were achieved even when 

subjects were given a placebo primer, that is, a beverage that 

had only a tiny bit of liquor floated on the surface to provide 

the liquor taste. In the conducive setting, the faked drink was 
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followed by a high degree of craving. Whatever craving may 

mean in this context, the lesson to be learned here is that the 

desire reflects crucially the social and psychological setting, 

and need not be a direct chemical result of consuming alcohol. 

Still other attempts to measure craving have relied on more 

objective signs such as hand tremors and increased rate of 

drinking, rather than on self-report. Although measuring 

these behaviors lends a new air of objectivity to the search, 

hand tremors and rate of drinking are not equivalent to the 

classical notion of craving. No one denies the existence of 

withdrawal symptoms such as hand tremors, but it is a long 

leap from observing hand tremors to deducing an irresistible 

desire. And certainly hand tremors do not cause chronic 

drinking, nor are they even inevitably a side-effect of it. 

Craving, then, is another myth. 

Revisions of the Disease Concept 

One extremely influential voice in the field of alcoholism 

studies is that of George Vaillant, a scientist of long experi¬ 

ence, now working at Harvard University. Vaillant still advo¬ 

cates characterizing alcoholism as a disease but, like many 

other contemporary researchers, his view differs markedly 

from the classic disease concept. Vaillant has been persuaded 

by the experimental and clinical studies that "in a laboratory 

setting, confirmed alcoholics can drink with moderation" and 

that "the concept of loss of the capacity for controlled drink¬ 

ing is, at best, a relative concept."22 Vaillant also acknowl¬ 

edges that an alcoholic's control over drinking is influenced 

by psychological factors and social setting, and that experi¬ 

ments confirm that "alcoholics can be successfully taught to 

return to social drinking in the community." 

Another influential group of research and clinical authori¬ 

ties who also support a highly modified disease concept of al- 
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coholism reject the classic stereotype in these words: "the 

person suffering from [the alcohol-dependence syndrome] is 

not an automaton in the grip of an all-controlling and patho¬ 

logical process which totally denies his self-responsibility."23 

A series of attempts have been made to salvage something 

from the classic loss-of-control hypothesis. Since drinking is 

not automatically triggered when alcohol enters the system of 

diagnosed alcoholics, it has been suggested that what is at 

issue is "inconsistency of control of drinking," or that loss of 

control is "relative and variable" as well as "multifactorial" 

(that is, it depends on social and psychological as well as bio¬ 

logical factors).24 

In Mark Keller's widely cited revision of the loss-of-control 

concept, he affirms that loss of control is not inevitable, but 

"if an alcoholic takes a drink, he can never be sure he will be 

able to stop."25 Keller also posits that the disease, and there¬ 

fore the loss of control, can go into temporary remission for 

periods of varying length or even indefinitely. 

This new approach to loss of control so emasculates the 

concept that it becomes useless in explaining or predicting 

drinking behavior. There is indeed a phenomenon involving 

the strong inclination to drink to excess, and it does need to 

be made intelligible if possible. But the attempt to account for 

this by reference to an on-again, off-again loss of control that 

follows no discernible pattern will not help anyone under¬ 

stand why heavy drinkers sometimes drink moderately and 

sometimes go on binges. 

Conclusions 

The public has been so indoctrinated by the idea of loss of 

control that few dare to seem naive by carefully observing al¬ 

coholic conduct and acknowledging that heavy drinkers often 

do moderate and limit their drinking. We may be close to 

people who have been labeled alcoholics, but we discount our 
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observations of the times they show self-control because we 

have been told that alcoholics have no control. Or if we do 

recognize evidence of control, we decide the drinker in ques¬ 

tion cannot really be a "true" alcoholic. We then minimize or 

discount that person's drinking problems because the labels 

"alcoholic" and "disease" don't seem to apply. Both reactions 

are wrong and unproductive, both in the personal sphere and 

in the sphere of public health and welfare policy. 

Where does this leave us, then, in regard to the idea 

that heavy drinkers—especially those who have been long¬ 

term heavy drinkers—have a hard time controlling their 

drinking? Let's recapitulate the basic facts that pose the puzzle 

of the heavy drinker's self-control. On any particular occasion 

the heavy drinker may drink heavily, or moderately, or may 

not drink at all, or may start drinking and then voluntarily 

stop. The choice depends on situational factors (such as the 

drinker's mood and feelings of frustration, satisfaction, threat) 

and the social setting. The choice also depends on the re¬ 

wards or deprivations the drinker believes will ensue, on his 

or her beliefs about the effects the alcohol will produce, on 

the cost or inconvenience of obtaining a drink, and so on—all 

the reasons and motives that affect anyone's decisions about 

personal conduct. In addition, as we will see in subsequent 

chapters, the choice depends on cultural, ethnic, religious, 

regional, and occupational factors, on social class and dynam¬ 

ics, age, and marital status. Thus, on any particular occasion, 

the drinker's choice will be influenced by the sorts of things 

that generally influence us all. And yet . . . 

And yet when we look beyond any one particular occasion 

and contemplate the heavy drinker's long-term pattern of 

conduct, we see that he or she chooses to engage, again and 

again, in drinking conduct that to most of us seems irrational, 

imprudent, harmful, and disruptive. We also see that some of 

these drinkers acknowledge the harm and are plainly in inner 

conflict; yet they repeatedly choose to drink. 

How can we make this combination of facts intelligible and 
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meaningful, rather than puzzling and paradoxical? We will 

take up this question in Chapter 5, but first we need to com¬ 

plete the critique of the classic disease concept. The evidence 

presented in that critique will point us toward the new per¬ 

spectives we need in order to understand heavy drinking. 
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CHAPTER 3 

What Causes Alcoholism? 

Before the classic disease concept of alcoholism was largely 

abandoned by scientists, a key question among its proponents 

was. What is the cause of the disease? This question may now 

seem pointless inasmuch as we have seen that the heart of the 

classic disease concept, loss of control, is a confused notion 

that is contradicted by a bookshelf of experimental evidence. 

But there is so much misinformation abroad—news of break¬ 

throughs in the discovery of the cause or cure of the disease of 

alcoholism—that one cannot help wondering if there is some 

fire where there is so much smoke. If we want to sort out the 

true from the false, we need to examine the theories about the 

causes of the so-called disease and also (in the next chapter) 

the treatments for it. 

Despite decades of imminent breakthroughs, the current 

dominant consensus among researchers is that no single ex¬ 

planation, however complex, has ever been scientifically es¬ 

tablished as the cause of alcoholism. As one leading research 

group summarizes the issue: "[the] causes of excessive drink- 
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ing are always multiple and interactive, and . . . any single¬ 

factor model of causation is not only wrong in theory, but in 

practice will lead to inappropriate responses to the individual, 

and to imperfect social policies."1 Nor, as we will soon see, 

has anyone proposed a scientifically accepted multiple-factor 

explanation. 

Alcoholism and Alcoholisms 

As one begins to read the literature on the causes of alco¬ 

holism, one notices that the words alcoholism and alcoholic 

have been, and still are, used to mean many different things. 

Regarding the twin problems of defining alcoholism and de¬ 

termining its cause, a commentator on the diagnostic criteria 

promulgated by the National Council on Alcoholism (NCA) 

puts these issues on the table: 

All attempts to identify and define “alcoholism" have failed be¬ 

cause the concept itself is fundamentally flawed. "Alcoholism" 

exists in our language and in our minds, but not in the objective 

world around us. . . . Like many other attempts to define "alco¬ 

holism," the [evaluation of the NCA] criteria and related studies 

fail because they are based on the erroneous supposition that a 

unique causal entity exists, which resides within certain alcohol 

users and somehow motorizes their ingestion behavior. An invis¬ 

ible, underlying factor has been invented and invoked to account 

for unacceptable drinking. Although this entity remains undiscov¬ 

ered, the observable behavior of drinking and its consequences 

are interpreted as signs of its existence. This reduces a complex 

variety of drinking sequences and associated effects to an over¬ 

simplified formula which is so widely accepted its denial may 

seem irresponsible or even absurd. So many words have been 

written and spoken about "alcoholism" that language alone "con¬ 

firms" it as a reality.2 

Much the same vagueness obtains in regard to the word dis¬ 

ease. In medical texts the word has only a loose, ill-defined al¬ 

lusive sense and is not used as a basis for rigorous scientific 



50 The Classic Disease Concept 

discussion. Or in Jellinek's words: "It comes to this, that a dis¬ 

ease is what the medical profession recognizes as such."3 

One reviewer summarizes the broad diversity of theories 

by noting that "the determination of the underlying causes of 

alcoholism has been even more intensely debated than its 

definition" and that "at least three major views of the etiology 

of alcoholism can be identified: (1) medical, (2) psychological, 

and (3) sociocultural."4 Which is a scholar's way of saying that 

every conceivable perspective has been adopted in trying 

to explain the causes of alcoholism and none of them has 

achieved general scientific acceptance. The reviewer then 

proposes that perhaps a little of each brand of hypothesis is 

true. So we are left with alcoholism as a disease that is "mul¬ 

tiple in origin and complex in development." Instead of a 

single disease and syndrome (cluster of symptoms), we have 

a continuum of behaviors ranging from teetotaling to chronic 

heavy abuse. 

The Department of Health, Education and Welfare's pub¬ 

lication Alcohol and Health epitomizes the consequences of the 

official inclination to use the term alcoholism as though it re¬ 

ferred to one definable condition: "The causes of alcoholism 

are so many and appear in such differing constellations from 

person to person that one cannot consider treating alcoholism 

as if it were a single illness with an identifiable and specific 

etiology, a known course, and a proven response to a particu¬ 

lar chemical agent or medical treatment."5 

Despite the fact that there is no general agreement about 

the definition of alcoholism, hundreds of hypotheses have 

been proposed about what causes it. In 1980 a monograph 

published by the National Institute on Drug Abuse discussed 

a selection of specially interesting theories—forty-three of 

them.6 The temptation to doubt that the theories could all be 

wrong must be balanced by the thought that, however plaus¬ 

ible they may seem, at least most of them must be wrong. 

After all, how many true explanations can there be? 
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Thus the best answer we have to the question. What causes 

the disease of alcoholism? is: There is no such single disease 

and therefore there is no cause. The very proliferation of 

widely diverging unsupported hypotheses is not characteris¬ 

tic of solid scientific research. It is characteristic of pseudo¬ 

science and faddism. 

Obviously, we can consider here only a few of the theories 

that have been proposed, those that contain the most plaus¬ 

ible elements of truth, or are the most widely believed, or the 

most truly informative from a scientific standpoint. At best 

any of these theories is only a partial explanation of some as¬ 

pects of heavy drinking. 

Genetic Hypotheses 

Genetic hypotheses have been widely discussed. On cru¬ 

cial points, however, most of the animal and human studies 

of genetic influences on alcohol abuse are acknowledgedly in¬ 

decisive.7 For example, studies of the children of alcoholic 

parents have shown that these children are statistically at sig¬ 

nificantly higher than average risk of becoming alcoholics. 

But this method of study cannot prove that heredity, rather 

than family environment, is responsible for the increased risk. 

Studies of alcoholism in twins have been far more strongly 

suggestive of a genetic factor.8 And several skillfully designed 

studies of adopted children have provided some insights into 

the nature versus nurture question. Representative of these 

studies is the pivotal work of Donald W. Goodwin and his 

associates.9 

Goodwin's study is based on a simple idea, though one ar¬ 

duous and complex to implement: Find children who were 

born to an alcoholic mother or father but who were put up for 

adoption very shortly after birth and thus were not raised by 

their biological parents; then see whether these children in 
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later life show a higher rate of alcoholism than a comparable 

group of adopted infants whose biological parents were not 

alcoholics. Any difference in the rates of alcoholism between 

the two groups could be attributed to heredity rather than 

rearing. And since both groups of children were adoptees, 

any relationship between alcoholism and being an adoptee 

should be the same for both groups and will, in effect, cancel 

itself out in comparisons between the two groups. 

Goodwin chose to study only male children, and in 85 per¬ 

cent of the cases the biological alcoholic parent was the father. 

This experimental design followed the lead of earlier studies, 

which suggested that father-son relationships were likely to 

show the strongest genetic influence. 

The difference in the incidence of alcoholism for Goodwin's 

two groups was statistically significant. The rate of alcoholism 

among the adoptees who had an alcoholic biological parent 

was 3.6 times greater than that among the adoptees whose 

biological parents were not alcoholics. What added extra per¬ 

suasiveness to Goodwin's results was that for the subset of 

sons whose adopting parents happened to be alcoholics, no 

statistically significant difference was apparent. It was consis¬ 

tently the case that only alcoholism in the biological parents 

was a statistically significant factor. 

Somewhat similar results have been obtained in several 

other studies.10 But taken together, these findings do not 

come anywhere near warranting the conclusion that there is a 

unique disease of alcoholism which is genetically determined. 

Besides the question of the differing definitions of alcoholism 

used by the various research teams, at best the studies sug¬ 

gest that heredity is one factor, among many, that pertains in 

a minority of cases. A second look at the data shows why 

these qualifications are necessary. 

In Goodwin's study, about 18 percent of the sons who had 

an alcoholic parent became alcoholics, compared to 5 percent 

of the sons of nonalcoholic parents. The hypothesis is that the 
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difference between these groups is attributable to heredity. 

But to see the full picture, let's turn the numbers around: 

82 percent of the sons who had an alcoholic parent—more 

than four out of five—did not become alcoholics. So if we 

generalize from Goodwin's results, we must say that about 

80 percent of persons with an alcoholic parent will not be¬ 

come alcoholics. Either the relevant genes are usually not 

transmitted or the genes are transmitted but are usually out¬ 

weighed by other factors. 

A second implication of Goodwin's study is easier to grasp 

if we construe a hypothetical example based on a ballpark 

guess about the percentage of alcoholics in the child-bearing 

adult population. We have no statistics on this issue, but 

everyone agrees that many more parents are nonalcoholics 

than are alcoholics. Let us make a very generous round guess 

that 10 of 100 child-bearing couples have one alcoholic mem¬ 

ber and that all 100 couples have two sons each. If 18 percent 

of the 20 sons born to the couples that have an alcoholic part¬ 

ner go on to become alcoholics, we will have about 4 alcoholic 

sons in this subset. If 5 percent of the 180 sons born to non¬ 

alcoholic parents go on to become alcoholics, we will have 9 

alcoholic sons in that subset. That is, only one third of the al¬ 

coholic sons will have been born of an alcoholic parent. 

Granted these are hypothetical numbers, and the propor¬ 

tions will vary depending on the numbers one picks. But this 

simple example illustrates how from Goodwin's data we can 

extrapolate the finding that by far most alcoholics have bio¬ 

logical parents who are not themselves alcoholics. When we 

put this together with our earlier observation that by far most 

children born of an alcoholic parent will not themselves be¬ 

come alcoholics, we see that any genetic factor must be but 

one possible factor among others and that this genetic factor 

makes a difference in only a minority of cases. 

I do not want to obscure the practical and scientific impor¬ 

tance of the data from genetic studies. People whose parents 
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or siblings are long-term heavy drinkers are "at risk" to some 

unspecifiable degree. And data on heredity are part of the 

complex total picture for research scientists. But no one should 

be misled into thinking that alcoholism is genetic. Not only is 

such a belief incorrect but also it often leads people to become 

apathetic or defeatist. It is of the highest practical importance 

for heavy drinkers and their families and friends to under¬ 

stand that whether a given person becomes a heavy drinker 

or not is not an issue settled by his or her genes. Even when 

parents or siblings are heavy drinkers, the fate of a particular 

person is crucially influenced by conduct, character, beliefs, 

and environment. 

Unfortunately, the significance of genetic factors is in gen¬ 

eral widely misunderstood. When we see very young children 

who have an exceptional talent for music or art or foreign lan¬ 

guages, we rightly suspect that genes play some significant 

role. But we don't conclude that each person's social destiny 

and occupation are rigorously and unalterably determined by 

his or her genes. Many other circumstances of life and per¬ 

sonality combine in infinitely many combinations to shape an 

individual. 

By the same token, as one authority explains, "It is com¬ 

mon to find that some genetic contribution can be established 

for many aspects of human attributes or disorders (ranging 

from musical ability to duodenal ulcers), and drinking is un¬ 

likely to be the exception."11 

A final important point is that even if genetic factors play 

a role in some drinking behavior, it does not necessarily fol¬ 

low that they play a role in generating the problem behaviors 

often associated with heavy drinking. How, for example, 

could genetic factors explain why almost half of adult males 

in our country who are heavy drinkers have no drink-related 

personal or social problems while almost half the adult males 

in our country who have serious personal and social prob¬ 

lems associated with their drinking are not heavy drinkers?12 
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The link between heavy drinking and serious personal and 

social problems is much looser by far than is generally sup¬ 

posed.13 And so, even if heavy drinking is in a minority of 

cases partly ascribable to genetic factors, such factors would 

not account for differences between problem and nonproblem 

drinkers. 

Metabolic Hypotheses 

We turn now to a group of theories that seek to explain the 

causes of the supposed disease of alcoholism by looking at 

human physiology, specifically at the way that our body chem¬ 

istry reacts to alcohol. The premise is that because of genetic 

factors or acquired physiological differences, some people's 

bodies respond to alcohol in an abnormal way that "causes" 

them to become alcoholics. 

One of the physiological hypotheses that made something 

of a sensation in the 1970s was the proposition that persons 

who are alcoholics and those identified as at higher than aver¬ 

age risk of becoming alcoholics tend to metabolize alcohol in 

distinctive ways.14 Some studies measured blood levels of 

acetaldehyde (an intermediate product in the complex metabo¬ 

lism of alcohol) and reported generally higher levels in alco¬ 

holics and alcoholism-prone subjects. But the conjecture that 

higher acetaldehyde levels somehow produce a physical de¬ 

pendence on alcohol has not been borne out. A review of the 

literature concludes that "the popular theory that the devel¬ 

opment of physical dependence upon ethanol [alcohol] is me¬ 

diated by acetaldehyde is not favored by much experimental 

evidence."15 

Other studies have suggested that certain morphinelike 

substances may be secreted during alcohol metabolism and 

that these substances significantly affect the way one experi¬ 

ences alcohol intoxication. The facts are so far incomplete; no 
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one has proved that there is a significant difference in the 

levels of these substances in alcoholics and nonalcoholics: "At 

present, these findings are only of theoretical interest and 

will require much more work before their validity can be es¬ 

tablished."16 But we can already see that even if a difference 

were found, it could not account for the drinking patterns of 

heavy drinkers but only for some aspects of how they experi¬ 

ence intoxication. Increased levels of morphinelike substances 

during the few hours that the body is metabolizing alcohol 

cannot explain why after a period of sobriety, when the body 

has been free of alcohol and its metabolic products, an alco¬ 

holic will resume heavy drinking. 

Tolerance and Withdrawal 

We turn next to what may be the most appealing type of 

explanation of how people become alcoholics. The various 

versions of this theory all derive from the fact that long-term 

heavy drinkers often develop a physical tolerance for alcohol 

and experience physical withdrawal symptoms when they 

cease drinking. These physical effects are presumed to pro¬ 

duce psychological effects that cause an irresistible craving for 

alcohol. 

A characteristic and widely known version of the theory 

goes like this: At some point the heavy drinker experiences 

physical withdrawal symptoms (nervous tension, jitteriness, 

sweating, and a general feeling of discomfort) when he stops 

drinking. He discovers that alcohol promptly alleviates these 

symptoms ("a bit of the hair of the dog"). So he takes a drink 

and the cycle begins again. Of course, this theory cannot ex¬ 

plain why, despite the danger signs, a person continued to 

drink heavily for a long enough time—it can take years—to 

develop physical withdrawal symptoms. Nor does it explain 

why after the drinker has had one or two drinks to alleviate 
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the withdrawal discomfort, he doesn't stop or at least moder¬ 

ate his drinking. 

To address these questions, a variation of the theory incor¬ 

porates an element of operant conditioning, the principle that 

if a behavior or a response is followed by a reward or benefit 

(positive reinforcement), a person will be more likely to re¬ 

peat that behavior or response. Since drinking liquor is fol¬ 

lowed by a positive feeling—relief of distress—drinking re¬ 

inforces the tendency to drink. As this conditioning repeats 

itself, the drinking becomes a stronger and stronger habit. 

But the drinker's ever more frequent intake of alcohol leads to 

an increasing physical tolerance for alcohol. That is, it takes 

more alcohol to achieve the same effect as previously. So, over 

time, the heavy drinker needs more and more alcohol to ob¬ 

tain relief from withdrawal distress. But drinking greater 

quantities in turn intensifies the withdrawal symptoms when 

drinking stops. 

The upshot is a vicious cycle: Each successive cessation 

of drinking induces ever greater withdrawal distress; the 

drinker must drink ever more alcohol to get relief; the relief, 

in turn, acts as further reinforcement of the conditioned re¬ 

sponse of drinking, as well as further increasing tolerance, 

and further intensifying subsequent withdrawal distress.17 

Ultimately, according to this theory, withdrawal distress be¬ 

comes so severe that it not only activates the automatic condi¬ 

tioned response of drinking but also induces a fully conscious 

and desperate craving for alcohol in order to dispel the torture 

of the withdrawal reaction. 

This blend of biochemistry and psychology may be appeal¬ 

ing, but several kinds of evidence undermine such explana¬ 

tions of alcoholism by reference to tolerance and withdrawal 

symptoms. 

First, a significant proportion of those drinkers classified as 

alcoholics do not develop tolerance and withdrawal symp¬ 

toms. One large-scale study found that 36 percent of diag- 
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nosed alcoholics did not have these symptoms, even when 

they were still drinking regularly.18 Second, as we saw in 

Chapter 2, many experiments have shown that alcoholics do 

not drink while suffering withdrawal distress. The actual be¬ 

havior of alcoholics simply does not follow the rigid habitual 

pattern that conditioning theory would lead us to expect.19 

Third, we cannot go along with the assumption that drinking 

is a positive reinforcement for the alcoholic because it always 

relieves tension. Clinical observation has revealed that for al¬ 

coholics drinking is often not followed by relaxation or eu¬ 

phoria, but frequently by depression or anxiety. As one spe¬ 

cialist in the biopsychology of alcoholism says: "We have 

developed convincing evidence regarding the complexity of 

alcohol's effect on the emotions, showing that a simplistic re¬ 

duction of tension does not explain what occurs."20 

Fourth, laboratory measurements of blood alcohol levels 

and withdrawal symptoms do not show the relationships that 

the theories predict. For example, according to the theory, 

withdrawal symptoms should decrease as blood alcohol lev¬ 

els rise. But this pattern does not regularly occur. Indeed, 

blood alcohol levels do not uniformly rise relative to the 

amount of alcohol drunk. Some drinkers can consume as 

much as a fifth of whiskey a day and still maintain low blood 

alcohol levels.21 And the weight of the evidence shows that 

"alcoholics do not drink consistently to maintain stable blood 

alcohol levels."22 
In sum, the phenomena of tolerance and withdrawal symp¬ 

toms cannot be viewed as the cause of alcoholism. The temp¬ 

tation to save the theory by increasingly speculative hypothe¬ 

ses remains strong, however. Some researchers have proposed 

that subtle residues of physical withdrawal or related bodily 

conditions may persist as long as six months after severe 

withdrawal is over, even if abstinence is maintained.23 But if 

there were such subtle residues, it is highly implausible to in¬ 

fer that they would produce an irresistible craving that over- 
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whelms all other motives and that compels abstinent alco¬ 

holics to resume drinking. 

The search to establish physical tolerance and withdrawal 

as the decisive cause of chronic heavy drinking has been 

abandoned by almost all researchers. There is evidence that, 

like genetic factors, these physical factors may play a role in 

influencing drinking behavior. But clearly many other factors 

must also come into play. After an extensive review of the 

data, one research team concluded that: 

The safest, indeed perhaps the only, thing that can be said is that 

under certain circumstances, tolerance and physical dependence 

may contribute to variation in [alcohol] consumption. . . . The 

question with which we are left is not really whether tolerance 

and physical dependence are important [in increasing the proba¬ 

bility of drinking], but rather how they compare in importance to 

a host of other factors that also control alcohol consumption.24 

At this point we need to clear up some popular misconcep¬ 

tions about the term physical dependence. Strictly speaking, 

physical dependence refers to the development of physical 

tolerance and withdrawal symptoms in a person who has 

used a particular substance over time. As we noted earlier, 

many long-term drinkers do develop a physical tolerance for 

alcohol and exhibit physical symptoms (tremors, anxiety, 

etc.) when they stop drinking. 

But in everyday conversation, these physical developments 

are misinterpreted to mean that the substance abuser has an 

urgent need, an intense desire, a necessary reliance on the 

substance such that he "can't live without it." There is no sci¬ 

entific evidence whatsoever for this popular redefinition of 

dependency. In no known respect does a person who experi¬ 

ences the physical symptoms of alcohol dependence require— 

either subjectively or objectively—a drink of alcohol. Rather, 

abundant studies show that drinkers who suffer physical 

symptoms of withdrawal will often, and of their own volition, 

refrain from drinking. 
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It is true that drinkers who develop the symptoms of physi¬ 

cal dependency are, other things being equal, more likely to 

continue drinking heavily than those who do not. The more 

severe the symptoms, the greater the likelihood of the drinker 

continuing to drink, and the lower the likelihood of returning 

to more moderate drinking. These general patterns have been 

documented in a four-year followup study of people admitted 

for inpatient alcohol treatment programs.25 But while this 

study suggests general trends, the followup data do not illus¬ 

trate any hard-and-fast relationships between physical de¬ 

pendency and subsequent drinking behavior. Of those drink¬ 

ers who showed severe physical dependence symptoms at 

the time of admission, 12 percent were drinking without any 

physical symptoms or social problems at the four-year fol¬ 

lowup, and another 23 percent had been abstinent for at least 

a year. Among those who on admission had dependence 

symptoms at low levels, 30 percent were nonproblem drink¬ 

ers four years later; another 20 percent had been abstinent for 

a year or more. And of those who on admission were absti¬ 

nent or without dependence symptoms, about 31 percent 

were nonproblem drinkers at the followup, and about 16 per¬ 

cent had abstained for a year or more. Despite the statistically 

significant correlations between physical dependency and 

subsequent problem drinking, the substantial overlap in all 

categories indicates that physical dependency, whether se¬ 

vere or mild, is not a trustworthy predictor of how any indi¬ 

vidual drinker will behave. 

A final point about this study raises an issue that always 

lurks in the background of efforts to relate physical depen¬ 

dency to subsequent behavior. As one might expect, the 

drinkers who had the stronger symptoms of dependency 

generally had been drinking much longer and more heavily 

than those who had mild symptoms or none at all. Thus the 

statistical correlations reported in this study may have far less 

to do with the effects of physical dependency than with the 
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simple proposition that people who have been drinking heav¬ 

ily for a long time are likely to have more difficulty in chang¬ 

ing their drinking behavior. Habits, associations, and life cir¬ 

cumstances would mitigate against the probability of radical 

change, all quite independently of any physical symptoms. 

Rather than being a cause of heavy drinking, the physical 

symptoms may be just one more consequence of it. 

Psychological Hypotheses 

Numerous attempts have been made to explain the alco¬ 

holic's patterns of drinking by reference to psychological con¬ 

structs: personality, inner conflict, anxiety, poor self-image, 

and so on. We need not review all these theories, none of 

which has been scientifically confirmed and none of which 

has earned general acceptance in the scientific community.26 

Most are highly speculative, often based on studies of limited 

samples or clinical interpretations of individual cases. 

In the late 1960s and early 1970s there was speculation that 

men drink heavily in order to hide self-perceptions of weak¬ 

ness, that their drinking represents a reaction against feelings 

of psychological dependency on others.27 Other studies sug¬ 

gested that certain personality traits are statistically associ¬ 

ated with a higher risk of becoming an alcoholic. But the sorts 

of traits in question are so broadly defined and are so com¬ 

mon among nonalcoholics as well—impulsivity, dependency, 

inadequate self-esteem—as to be of little practical use. As one 

reviewer succinctly put it: "Studies of the personality of alco¬ 

holics have consistently led to a rejection of an 'alcoholic 

personality.'"28 

Several psychosocial studies have, however, provided us 

with important statistical data on groups likely to be at risk 

for becoming alcohol abusers. Children of alcoholics are at 

higher risk in our society: Due to genetic and environmental 



62 The Classic Disease Concept 

factors, between 20 percent and 25 percent of males who have 

an alcoholic parent become alcoholics.29 The other side of the 

coin: this finding equally implies that 75 percent to 80 percent 

of individuals in this high-risk group do not become alco¬ 

holics, and that most alcoholics do not have alcoholic parents. 

So, while this at-risk correlation is statistically significant in 

predicting national rates of alcoholism, it is useless as a pre¬ 

dictor of any individual's destiny, since 75 percent to 80 per¬ 

cent of the time the "prediction" is not fulfilled. 

Of equal importance: Even if in some cases genetic factors 

play a contributing role, whether the child of an alcoholic 

grows up to become a heavy drinker depends largely on the 

individual's social environment and life history. 

Perhaps the most widely appealing types of psychological 

hypotheses are those proposing to explain long-term heavy 

drinking in terms of learning theory. The general premise of 

this approach is that people persistently drink heavily be¬ 

cause they have "learned" to handle certain of life's chal¬ 

lenges in this way. We have already discussed, and rejected, 

an operant conditioning hypothesis. Other applications of 

learning theory to alcohol abuse emphasize more complex 

phenomena such as cognition, emotion, and desire. 

Although the key behaviors associated with long-term 

heavy drinking have never been accounted for in rigorous 

and quantifiable terms derived from learning theory, the jar¬ 

gon of learning theory is loosely adopted in some quarters. 

One may read of responses, reinforcements, and operant re¬ 

wards, of learning schedules, cognitive-symbolic correlates, 

cognitive dissonance, personal attribution effects, and efficacy 

expectations. Sometimes these terms are used in a reasonably 

precise way to provide a context for an experiment or a the¬ 

ory. Often they are merely used as professional cliches for de¬ 

scribing how people trying to cope with difficult situations 

adopt and give up various kinds of activities and over time 

develop preferred and even habitual ways of acting. 
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Whatever the ultimate adequacy of these theories, we real¬ 

ize that we have left the realm of medicine, disease, and 

physiological abnormality. All the explanations of alcoholism 

in terms of learning theory presume that the drinker's basic 

capacities for learning and unlearning are normal. The "ab¬ 

normality" consists of the particular things they have learned 

to do—to repeatedly engage in conduct that has harmful 

or antisocial consequences—not of any impairment in their 

mental or physical learning capacities. In this context, therapy 

and treatment are medical-looking words that in substance re¬ 

fer to nonmedical procedures: to teaching heavy drinkers to 

do things other than drinking, and to have them learn to want 

to avoid heavy drinking. 

While some drinkers may be helped by this approach, it is 

worth noting that we do not have a science of how to teach 

imprudent people to change and live prudently. And if learn¬ 

ing theory should prove to provide a valid explanation for 

chronic alcohol abuse, then the medical issues of disease and 

cure, of psychological pathology, will be beside the point. 

Society and Culture 

It is well established that all the manifold forms and patterns 

of heavy drinking are substantially affected by social, cultural, 

economic, and political factors.30 The more one reads about 

the very different patterns of heavy drinking in various eras 

and cultures, the less plausible does it become that there is 

any one disease—one set of symptoms (a syndrome) uniquely 

associated with alcohol and its metabolism in the body—that 

could be the sole causal origin of chronic drinking.31 

We know, for example, that all drinking patterns, including 

chronic heavy drinking, reflect cultural and ethnic norms. 

Relatively high proportions of the Irish, Scandinavian, and 

Russian populations (especially the adult males) drink a lot 
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with some frequency. The French tradition, in contrast, has 

been one of drinking modest amounts at any one time but 

drinking frequently throughout the day, always remaining 

somewhat under the influence but rarely becoming visibly 

drunk, and eventually showing such physical signs as with¬ 

drawal. All sorts of cultural and subcultural norms, as well as 

such categories as geography and climate, socioeconomic 

class, and degree of urbanization have been significantly re¬ 

lated to differences in drinking patterns. 

Some cultures were first introduced to alcohol by the Euro¬ 

pean explorers and colonists. Others had traditional ritual 

patterns of drinking and getting drunk that differed markedly 

from European behavior. For example, among the Chichicas- 

tenango Indians of Guatemala, there are two very different 

ways of drinking heavily. When drinking ceremonially, in the 

traditional way, men retain their dignity and fulfill their cere¬ 

monial duties even if they have drunk so much that they can¬ 

not walk unassisted. But when drinking in bars and taverns, 

where secular and European values and culture hold sway, 

the men dance, weep, quarrel, and act promiscuously.32 

Similarly, in America today, we have different patterns for 

drinking at a formal dinner, at an informal meal in a private 

home, at a party, at a wedding, in a bar, with a group, and 

when alone. Social setting influences heavy drinkers as well. 

For example, one trained observer remarks that, in his experi¬ 

ence, "astonishingly few alcoholics drink during their stay in 

hospital, despite having ample opportunities to do so. Yet an 

equally astonishing number of treated alcoholics return to 

drinking within a brief period of discharge."33 

Another factor not commonly appreciated is economic: 

Under certain circumstances an increase in the cost of alcohol 

exerts a downward influence on the amount of drinking, in¬ 

cluding heavy drinking.34 The evidence that even chronic 

heavy drinkers respond to the price of alcohol is that as prices 

increase, mortality from liver cirrhosis declines. (This is a 
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useful indicator because liver cirrhosis occurs primarily among 

very heavy, very long-term drinkers, but it is quickly arrested 

if drinking stops.) We will return to the subject of pricing in 

Chapter 7, when we look at matters of public policy. 

Another point to be mentioned here and elaborated upon 

in Chapter 7 is that political conditions can substantially affect 

heavy drinking. For example, rates of liver cirrhosis dropped 

dramatically in France during World War II and in the United 

States during Prohibition, and heavy drinking rose dramat¬ 

ically in Sweden when more liberal liquor-sale laws were 

adopted.35 

Conclusions 

Research to date has shown that no one causal formula ex¬ 

plains why people become heavy drinkers. Indeed, the at¬ 

tempt to find a single catchall "cause" of a single "disease" 

has repeatedly led researchers astray. On the basis of all the 

available evidence, many scientists are challenging any theory 

that assumes "[a] sharp distinction between the determinants 

of ordinary drinking and harmful drinking."36 

There are, in short, many kinds of heavy drinking that 

arise from many different causes and produce many different 

patterns of associated problems. This recognition, after all 

these years of research, is not evidence of failure. It is an im¬ 

portant and productive discovery, for we now know that we 

can give up the search for an explanation of a disease that 

does not exist. We can then look at the realities of alcohol 

abuse in our society and begin to think constructively about 

the variety of people and problems associated with alcohol 

abuse. As one researcher wrote recently, "The greatest ad¬ 

vantage of the multivariate perspective is that it complicates 

the picture of alcohol-related difficulties and in so doing paints 

a picture that is credible and relevant to the needs of the indi- 
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vidual case."37 Instead of looking at heavy drinkers as victims 

of some wayward gene or physical abnormality, we can now 

see them in a truer light: as a diverse group of people who 

for diverse reasons are caught up in a particularly destruc¬ 

tive way of life. Although this depiction is messier than any 

single-factor theory, it has the advantage of being true to the 

observations of clinicians, and to those of many heavy drink¬ 

ers and their families and friends. Moreover, once alcohol 

abusers themselves realize that they have not been stricken 

by some unidentifiable physical or psychiatric condition, they 

may find new cause for hope and for a more realistic self¬ 

understanding. 
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CHAPTER 4 

Have "Alcoholism Treatments" 

Really Worked? 

"Alcoholism is a disease, and alcoholism is treatable/' 

That's the message conspicuously promoted by traditional al¬ 

coholism treatment programs* in their newspaper ads and 

TV commercials, on billboards and placards. This slogan is 

reinforced by the heartfelt testimonials of celebrities—poli¬ 

ticians, writers, entertainers, sports figures—who write books 

and appear on talk shows to praise their newfound sobriety 

and thank the treatment program that showed them how to 

cope with their disease. 

We have already seen that there is no scientific foundation 

for the first part of the slogan. No scientific research team has 

ever identified a biological cause that makes people become 

chronic heavy drinkers. 

* In this chapter I use traditional alcoholism treatment programs to refer to a va¬ 
riety of programs based on variants of the classic disease concept. The criti¬ 
cisms made in this chapter refer only to those disease-oriented programs, 
not to the newer programs described in Chapter 6. 
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Nonetheless, the war on the -supposed disease of alco¬ 

holism continues. The public hears a lot about newly opened 

treatment facilities; public support for government funding of 

treatment is strong; more drinkers are seeking treatment; and 

hospitals and private centers are doing a healthy business. 

Last year some 1.5 million Americans were seen in inpatient 

and outpatient treatment programs, with the bulk of their 

bill, about $1 billion, paid for by private health insurers.1 And 

a stunningly broad diversity of alcoholism treatment pro¬ 

grams are available: short-term and long-term programs; in¬ 

patient, outpatient, and mixed-setting programs; programs 

that focus on the drinker and the drinking itself, others that 

work with families and couples. Individual psychotherapy, 

group psychotherapy, confrontational tactics, dietary regi¬ 

mens, drugs, chemical aversion, biofeedback, relaxation train¬ 

ing, behavioral conditioning, rational-emotive techniques, re¬ 

education, indoctrination, and self-help groups—all these 

methods and others are called into action. 

What are we to make of this booming health-care industry 

that promises to treat a nonexistent disease? Could these pro¬ 

grams be effective or worthwhile despite their faulty prem¬ 

ise—that is, could they be doing the "right thing" for the 

"wrong reason"? Or are some or all of these programs playing 

on people's fears, spreading misinformation, and administer¬ 

ing treatments that are no better than placebos? 

For example, what are we to think of treatment programs 

whose advertisements compound myths, popular miscon¬ 

ceptions, and untruths? Here's an excerpt from a typical ad— 

three sentences that promulgate three falsehoods: 

Willpower and strength of character have nothing to do with 
overcoming alcoholism. 

It is a complex disease that sends five out of six sufferers un¬ 
diagnosed and unhelped to the grave. 

Call us today . . . because a drinking or drug problem rarely 
gets better by itself. 
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A persuasive piece of copywriting perhaps, but the consen¬ 

sus of scientific researchers is that willpower and personal 

strengths do affect the course of a heavy drinker's efforts to 

control his drinking: "Over and over we were impressed with 

the dominant role the patient, as opposed to the kind of treat¬ 

ment used on him, played both in his persistence in treatment 

and his eventual outcome."2 

Furthermore, about one third of all heavy drinkers, includ¬ 

ing those diagnosed as alcoholics, improve over time without 

any treatment. This "maturing out" rate is even higher among 

drinkers who belong to the higher socioeconomic classes and 

those who have relatively stable personal and social lives.3 

Certainly, instilling fear is a time-honored technique in ad¬ 

vertising. But in the ad cited here we have a web of untruths. 

No wonder the author of an editorial in the Journal of the 

American Medical Association chastised the "competitive hype" 

and "carnival-like atmosphere" of the current ad wars.4 

Yet the issues are far broader than bad faith in advertising. 

Are individual drinkers and their families being helped or 

hurt? Are public health-care funds and private medical insur¬ 

ance dollars being misspent on useless programs? Does the 

proliferation of treatment programs give us a false sense of se¬ 

curity and distract our attention from our society's wide¬ 

spread problems with alcohol misuse and abuse? 

"Alcoholism is treatable," the advertisements tell us. But 

what does this medical-sounding claim mean? Since the clas¬ 

sic disease concept posits alcoholism as an incurable disease, 

"treatable" means that the adverse symptoms of the disease 

will be significantly eased or eliminated if the drinker under¬ 

goes certain recommended procedures and follows a specific 

followup regimen. 

Moreover, the implication of "treatable" is that there is a 

scientifically proven cause-and-effect relationship between 

the therapeutic procedures and the subsequent course of the 

symptoms—in other words, that the treatment directly causes 
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an improvement. But what if the improvement were to occur 

independent of the recommended treatment program? What 

if there was as much improvement after an hour or so of 

sensible professional advice as from an intensive inpatient 

program? 

The current consensus in the research community is that 

by scientific standards of effectiveness the therapeutic claims 

of disease-oriented treatment programs are unfounded. The 

evidence is cumulative and consistent: None of these pro¬ 

grams has ever been demonstrated to achieve improvement 

superior to any other type of help. Indeed, it has not been 

clearly demonstrated that such programs add anything at all 

to the improvement that could be expected in the natural 

course of affairs without a drinker's having received any pro¬ 

fessional help whatsoever. The very label treatment thus seems 

a deceptive misnomer. Before turning to the relevant studies 

of specific treatment regimens, I want to raise some general 

issues about the methods and goals of treatment programs 

based on the disease concept. 

Incoherent Doctrine 
and Practice 

The aim of treatment programs based on the classic disease 

. concept is to bring the alcoholic to a complete, permanent ab¬ 

stinence from alcohol. Abstention must be complete and per¬ 

manent because, as the programs' literature emphasizes, the 

disease is incurable. That is to say, even after successful treat¬ 

ment the alcoholic is presumed to still have the same disease 

condition as when the symptom of uncontrolled drinking 

was manifest. But through treatment the alcoholic learns to 

refuse all alcohol, thus assuring that the deadly symptom of 

uncontrolled drinking will never be triggered by a first drink. 

Yet, one must then ask proponents of the disease theory to 
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explain why elaborate treatment programs are needed to 

enable or teach alcoholics to abstain from the first drink. 

Why, once sober, would an alcoholic take a drink? After all, 

people who are seriously allergic to some food need only to 

be informed of what triggers the allergic reaction in order to 

be motivated to avoid eating that food. Why do alcoholics 

need to learn how to refuse a serving of the substance that 

triggers the serious reaction of uncontrolled drinking? More 

puzzlingly, why do alcoholics repeatedly turn to the very sub¬ 

stance that triggers a loss of control? 

As we have seen, one response to this puzzle is the conjec¬ 

ture that the disease also causes a loss of control over the 

choice to take or not take the first drink. But this conjecture 

totally undermines a standard procedure of most disease- 

oriented treatment programs, which demand that the alco¬ 

holic voluntarily stop drinking as a condition of admission 

into the program. Here is a truly troubling paradox: If the al¬ 

coholic's ailment is a disease that causes an inability to abstain 

from drinking, how can a program insist on voluntary absten¬ 

tion as a condition for treatment? (And if alcoholics who enter 

these programs do voluntarily abstain—as in fact they gener¬ 

ally do—then of what value is the notion of loss of control?) 

As for the treatment itself, the medical terminology (dis¬ 

ease, symptom, treatment) implies that a medical regimen is 

used to address an essentially medical problem. One would 

therefore expect that the medical profession would have pri¬ 

mary authority and responsibility for the treatment of heavy 

drinking. And in labeling alcoholism a disease, the medical 

profession does lay claim to primary expertise and authority 

in helping alcoholics. Yet almost all alcoholism treatment pro¬ 

grams based on the disease concept use methods that do not 

belong to or derive from medical science or training. Alco¬ 

holics, of course, often need medical treatment for the dis¬ 

eases of the organs and the circulatory, nervous, and di¬ 

gestive systems that heavy drinkers exhibit at much higher 
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rates, age for age, group for group, than social drinkers.5 But 

clearly such medical treatments address the consequences 

of chronic heavy drinking, not the causes or the repetitive 

drinking behavior itself. 

These programs may call upon medical personnel and 

techniques during detoxification. Yet this short-term medical 

aid only relieves the immediate distress of acute withdrawal; 

it is not in any way a treatment for alcoholism. Furthermore, 

professional medical attention is usually not necessary during 

detoxification. Even for diagnosed alcoholics, most often non¬ 

medical aid—a restful setting and emotional support—is 

sufficient.6 Sometimes outpatient nursing aid and a moderate 

sedative are called for, but in fewer than 15 percent of all cases 

of withdrawal distress is medical intervention required. And 

hospitalization is necessary only if the detoxifying drinker ex¬ 

hibits gross physical and mental disorders (seizures, psy¬ 

chotic episodes, delirium tremens). 

Even in these cases, however, the medical aid is addressed 

to alleviating the specific symptoms that arise on the occasion 

of detoxification. None of this medical assistance is intended 

to treat alcoholism; that is, no aspect of the medical inter¬ 

vention attacks the pattern of heavy drinking itself nor the 

drinker's stubborn propensity to resume drinking after de¬ 

toxification. The role of medical doctors in treating the effects 

or symptoms of heavy drinking should not lead one to think 

that the medical profession has some special expertise in 

treating chronic drinking behavior. The truth is that medicine 

has had little or nothing to contribute in this regard. 

Here again, then, the disease concept of alcoholism in¬ 

evitably yields incoherences in theory and practice. Although 

the word treatment sounds like a medical term and many pro¬ 

grams include some medical components, these programs are 

not medically based approaches to the so-called disease they 

would treat. The language of disease and treatment thus does 

not accurately describe the procedures and regimens of these 
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programs; rather such language seems intended to legitimate 

a fast-growing health-services industry and to attract money 

and clients to it. 

Differences of opinion exist among research authorities, 

but the basic finding of diverse studies and reviews of the 

literature is that if traditional alcoholism treatment programs 

help at all, it is not because of any specific medical or non¬ 

medical regimen. Whatever value these treatment programs 

have is modest at best, and it seems to reside not in the pro¬ 

grams' particular techniques but in whatever practical advice 

and personal support they may give.7 

Thus, while each program touts its own methods, there is 

no scientific evidence that any one disease-oriented program 

is any more effective than another: 

There is little definitive evidence that any one treatment or treat¬ 

ment setting is better than any other. Furthermore, controlled 

studies have typically found few differences in outcome accord¬ 

ing to intensity or duration of treatment. . . . There is little evi¬ 

dence for the superiority of either inpatient or outpatient care. 

[A] review of other studies of continuous abstinence from alcohol 

following treatment shows that various types of treatment do not 

influence continuous abstinence rates, particularly when the sub¬ 

jects are assessed at 12 months after treatment.8 

The sole encouraging observation in these studies is the sug¬ 

gestion that some programs may be more effective for certain 

groups of drinkers and that matching the drinker to the most 

suitable program may yield better results. We will return to 

this conjecture in Chapter 6, but here must note that were it 

to be found true, some of the present disease-oriented pro¬ 

grams might be able to achieve better results, but they would 

have to fully abandon the classic concept of alcoholism as one 

disease that indiscriminately affects all its victims. 

Of course, some drinkers do improve during the course of 

a disease-oriented program, just as some drinkers improve 
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with no treatment. The issue is whether any of this improve¬ 

ment can be ascribed to the program itself. All the scientific 

evidence suggests that clients' improvement is not due to the 

treatment program nearly so much as to natural influences 

and background forces (socioeconomic status, social stability, 

motivation, family setting): “it seems likely that treatment 

may often be quite puny in its powers in comparison to the 

sum of these background forces."9 

After an extensive study of the literature, the authors of 

a report sponsored by the U.S. Congress, Office of Technol¬ 

ogy Assessment were willing to affirm only that “The conclu¬ 

sions of many of these reviews is that treatment seems better 

than no treatment." Even this cautiously qualified statement 

appears overly confident compared to the report issued by 

Vaillant after a highly ambitious and elaborate eight-year 

clinical experiment (CASPAR). Vaillant candidly concluded 

that “there is compelling evidence that the results of our treat¬ 

ment were no better than the natural history of the disease."10 

Nor could Vaillant find any evidence of any positive effect 

specifically due to treatment in five comparable clinical stud¬ 

ies that he carefully reviewed. Pessimistic, too, was his analy¬ 

sis of the results of ten long-term followup studies covering a 

wide variety of treatment methods. Two years after treatment, 

Vaillant explains, about 20 percent of the drinkers were absti¬ 

nent, 15 percent continued drinking but showed improve- 

, ment, and 65 percent were still abusing alcohol. Because 

these proportions were the same for a comparable population 

of drinkers who did not enter any treatment program, the 

best that can be said, Vaillant concluded, is that these pro¬ 

grams didn't make matters worse. 

In the aggregate, then, the strongest scientifically based 

claims that can be made by disease-oriented treatment pro¬ 

grams is that the staff try to be supportive and helpful and 

that doing something may perhaps be a bit more effective—or 
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at least no worse—than doing nothing for chronic heavy 

drinkers seeking assistance in controlling their drinking 

behavior. 

A Dose of Advice 

In the mid-1970s a team of researchers in Great Britain con¬ 

ducted a rigorously designed large-scale experiment to test 

the effectiveness of a treatment program that represented 

"the sort of care which might today be provided by most spe¬ 

cialized alcoholism clinics in the Western world."11 

The subjects were one hundred men who had been re¬ 

ferred for alcohol problems to a leading British outpatient 

program, the Alcoholism Family Clinic of Maudsley Hospital 

in London. The receiving psychiatrist confirmed that each of 

the subjects met the following criteria: he was properly re¬ 

ferred for alcohol problems, was aged 20 to 65 and married, 

did not have any progressive or painful physical disease or 

brain damage or psychotic illness, and lived within a reason¬ 

able distance of the clinic (to allow for clinic visits and follow¬ 

up home visits by social workers). A statistical randomization 

procedure was used to divide the subjects into two groups 

comparable in the severity of their drinking and their occupa¬ 

tional status. 

For subjects in one group (the "advice group"), the only 

formal therapeutic activity was one session between the 

drinker, his wife, and a psychiatrist. The psychiatrist told the 

couple that the husband was suffering from alcoholism and 

advised him to abstain from all drink. The psychiatrist also 

advised the husband to stay on his job (or return to it) and 

encouraged the couple to attempt to keep their marriage to¬ 

gether. There was free-ranging discussion and advice about 

the personalities and particularities of the situation, but the 

couple was told that this one session was the only treatment 
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the clinic would provide. They were told in sympathetic and 

constructive language that the "attainment of the stated goals 

lay in their own hands and could not be taken over by others." 

Subjects in the second group (the "treatment group") were 

offered a year-long program that began with a counseling ses¬ 

sion, an introduction to Alcoholics Anonymous, and pre¬ 

scriptions for drugs that would make alcohol unpalatable and 

drugs that would alleviate withdrawal suffering. Each drinker 

then met with a psychiatrist to work out a continuing out¬ 

patient treatment program, while a social worker made a 

similar plan with the drinker's wife. The ongoing counseling 

was focused on practical problems in the areas of alcohol 

abuse, marital relations, and other social or personal difficul¬ 

ties. Drinkers who did not respond well were offered in¬ 

patient admission, with full access to the hospital's wide range 

of services. 

Twelve months after the experiment began, both groups 

were assessed. No significant differences were found be¬ 

tween the two groups. Furthermore, drinkers in the treat¬ 

ment group who stayed with it for the full period did not fare 

any better than those who dropped out. At the twelve-month 

point, only eleven of the one hundred drinkers had become 

abstainers. Another dozen or so still drank but in sufficient 

moderation to be considered "acceptable" by both husband 

and wife. Such rates of improvement are not significantly 

better than those shown in studies of the spontaneous or 

natural improvement of chronic drinkers not in treatment. 

Or, as Vaillant once ironically remarked: "The best that can be 

said for our exciting treatment is that we are certainly not in¬ 

terfering with the normal recovery process."12 

Though the sophistication and elaborateness of the design 

and resources of this British experiment have made it a land¬ 

mark project, a similar experiment with sixty alcoholics had 

been reported in 1969. The results were of the same kind: 

After one year there was no evident difference between 
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drinkers who had received intensive treatment and those 

who had received minimal treatment and had been told that 

the patient, not the program, had to deal with the problem. 

Such experiments suggest that anything more than an 

hour or two of commonsense advice from an authoritative 

person may be a waste of time, money, and resources.13 But, 

as we noted earlier, it may be that these large-scale studies 

oversimplify matters. Perhaps the effectiveness of treatment 

for some drinkers is statistically canceled out by the treat¬ 

ment's lack of effectiveness for others. If one method is used 

for different sorts of people and problems, and that method 

produces benefits for some, setbacks for others, and little or 

no effect on still others, the overall statistical data would 

show a net zero effect. In other words, perhaps some pro¬ 

grams would prove effective if only they were administered 

to the right drinkers. 

Factors That Bias 

Claims of Effectiveness 

If the scientific evidence does not support the effectiveness 

of disease-oriented programs, how do some programs and 

studies arrive at their claims of impressive success rates? For 

example, one British study reported that about 60 percent of 

the alcoholics who completed hospital programs showed sub¬ 

stantial improvement one year after finishing the program.14 

These results appear significantly better than anything that 

could be attributed to natural improvement, which would 

predict progress for roughly 30 percent of the group. Further¬ 

more, drinkers who enter hospital programs tend to have 

more severe symptoms of physical dependence—a point that 

makes the success rate look even better. 

But, as the authors of the report note, the drinkers in these 
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hospital programs were usually selected to enter the special 

treatment regimens because they were considered well moti¬ 

vated for treatment and showed no severe personality, physi¬ 

cal, or neurological disorders. Thus the most severe cases— 

drinkers who had developed deteriorating physical or mental 

conditions—were screened out. In the judgment of the re¬ 

port's authors, then, the inpatients were not typical; in effect, 

"the cards [were] stacked" to produce good results. Had the 

inpatients been a typical group, the authors estimate that 

favorable results would have dropped to about 20 percent to 

30 percent—well within the range of natural improvement. 

Another influential factor unrelated to the actual treatment 

regimen is the fact that many drinkers enter a treatment pro¬ 

gram precisely at a time when their drinking problems have 

become particularly acute. They finally come for help because 

they have reached a low point. In a sense, they have nowhere 

to go but up; on a purely statistical basis, their entry at a low 

point strongly increases the probability of a significant im¬ 

provement on the average at a later followup.15 Moreover any¬ 

one with the motivation to voluntarily endure the rigors of 

such an intensive inpatient program is, all else being equal, 

statistically more likely to show improvement than someone 

not as motivated.16 Once having gone through the program, 

those who improve will ascribe their improvement to the or¬ 

deal endured and will tend to become ardent advocates for 

that particular method. 

Another factor that biases claims about improvement rates 

is that programs typically publicize the rate of improvement 

for drinkers who complete the program. But the dropouts— 

often quite a few—are typically not included as failures. Nor 

do most programs follow up on their dropouts to see if any of 

them succeed despite having left the program. When long¬ 

term followup studies are conducted of program graduates, 

persons who have died of causes related to resumed drinking 



82 The Classic Disease Concept 

are often not counted among the graduates, and so their fail¬ 

ure to control their drinking does not figure in the "survivor 

improvement rate."17 

One recent study, for example, found that among 677 cases 

of alcoholics followed up two years after a hospital admission 

for alcoholism treatment, the death rate for those who con¬ 

tinued to misuse alcohol was 60.4 per 1,000 persons, eight 

times greater than the 7.7 per 1,000 that would have been ex¬ 

pected for nonabusers matched for age, sex, and race.18 If the 

alcohol-abusing deceased and 46 non-traceable cases (some of 

whom may have been unfindable because of alcohol misuse 

or death from alcohol-related causes) were added to the fail¬ 

ure rate, the hospital program's sucess rate would drop from 

the reported 46 percent to 30-35 percent, within the range of 

natural improvement. 

If an alcoholism treatment program draws from well- 

educated, middle- or upper-class whites who are married, 

employed, and middle-aged or older, the reported success 

rates will look particularly good. Such persons have roughly 

twice the natural improvement rate of drinkers of low socio¬ 

economic status.19 Since individuals with higher socioeco¬ 

nomic status and more socially stable lives tend to predomi¬ 

nate among the patients in the more elaborate and expensive 

treatment programs, the success rates for such programs often 

look very good: many clients do improve. But the treatment 

per se will have had little or no measurable effect on the pro¬ 

gram's clients, the same number of whom would have pre¬ 

dictably improved without treatment. 

The key role of the personal characteristics of drinkers en¬ 

tering treatment is highlighted in studies of the Schick-Shadel 

program.* Early reports of high success rates for this program 

* The cornerstone of the Schick-Shadel program is a form of conditioning by 

negative reinforcement: At intervals over a five-day period, the drinker is 

offered liquor to taste or smell while he is under the influence of a powerful 

nausea-inducing drug. The premise is that the drinker will thereafter as- 
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noted that almost all of the drinkers treated had paid substan¬ 

tial sums for the program, which implies that they were highly 

motivated and of at least moderate socioeconomic status. In 

contrast, "over a hundred charity cases [were] treated, but 

the result [was] discouraging."20 

A sympathetic account of the high success rates for the 

Schick-Shadel and Raleigh Hills programs summarizes the 

issues this way: 

Why do these outcome data appear to be so much better than 

those from other approaches to alcoholism? One answer is that 

alcoholics undergoing chemical aversion treatment now, as in the 

1940s, probably enter treatment with better prognoses than those 

who enter most other kinds of treatment. To begin with, patients 

entering chemical aversion programs (which are costly) must 

have substantial private financial resources or health insurance, 

both of which would require them to be either recently or still em¬ 

ployed. Recent or current employment suggests a modicum of 

ability to function adequately in the world. Further, these pa¬ 

tients also differ in educational and socioeconomic level from 

alcoholics treated elsewhere, additional indications of their supe¬ 

rior treatment potential. Finally, patients who complete a chemi¬ 

cal aversion treatment sequence must be highly motivated to 

change their drinking behavior because the treatment is both ex¬ 

pensive and extremely unpleasant. It is well accepted, of course, 

that positive treatment motivation is one of the most important 

predictors of successful treatment.21 

Distorted success rates also appear in studies that use short 

followup times. Especially if abstinence is the program goal, 

the rate of relapse rises significantly subsequent to the first six 

months after leaving the program. An eighteen-month follow¬ 

up seems a more reliable indicator of long-term results.22 

Unfortunately, the accurate assessment of drinkers on ad¬ 

mission to a program and the evaluation of success rates over 

long periods of time require elaborate experimental designs. 

sociate the nausea with the liquor and his urge to drink will decline or 

disappear. 
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implementation, and followup.23 The expertise and expense 

are beyond the resources of the typical treatment program. 

Moreover, program staff often do not have the expertise to 

appreciate the shortcomings of their program's informal self- 

evaluation nor the value of carefully conducted assessments 

that appear in the scientific literature. For even professional 

staff members are primarily treatment-oriented and are gener¬ 

ally not trained or interested in research methodology. They 

may be expert practitioners, but nonetheless be quite naive 

about the conduct and evaluation of scientific research. 

Thus the program staff may put their hearts and souls into 

their work and be genuinely convinced that they are achiev¬ 

ing outstandingly successful results. And their genuine con¬ 

viction persuades nonpractitioners. But research scientists in¬ 

sist on higher and more objective standards when evaluating 

the outcome of a treatment program. And their consensus is 

that any treatment can look good on paper but still lack valid¬ 

ity: "Reflecting . . . spontaneous improvements or responses 

to informal and nonspecific interventions, any treatment can 

look good. The field is full of stories of new 'cures,' seemingly 

effective when offered as part of an uncontrolled investiga¬ 

tion, only to be proven later to be no better than a placebo."24 

Having examined some of the social, statistical, and experi¬ 

mental factors that influence and distort measures of a treat¬ 

ment's success rate, we can now look at a few specific treat¬ 

ment methods. 

Disulfiram (Antabuse) 

One of the widely used methods of treatment for alcohol 

abuse is the administration of the chemical disulfiram, mar¬ 

keted under the trade name Antabuse. After a dosage of An¬ 

tabuse, any ingestion of alcohol will cause nausea, vomiting, 

breathing difficulties, and profuse sweating. Indeed, the reac¬ 

tion is so strong that Antabuse must be prescribed with cau- 
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tion; it can produce lasting harm or even death if taken in 

sufficient doses by people who have heart conditions or cer¬ 

tain other ailments.25 

The use of Antabuse seems intuitively reasonable: the 

chemical effectively makes it impossible for anyone to drink 

any beverage with alcohol in it. Even the description of the 

violent reaction can be enough to frighten a patient from try¬ 

ing to take a drink. 

But the success of Antabuse depends entirely on the drink¬ 

er's willingness to consistently take the drug. That is, the 

chemical provides a prop for a drinker who is already, for other 

reasons, strongly enough committed to abstention to remain 

on a schedule of doses of Antabuse. If a drinker does not have 

a strong will to stop heavy drinking, he may resist a casual 

impulse to drink because of the Antabuse he has already in¬ 

gested, but he could also skip several doses and then resume 

drinking. In a nutshell, Antabuse eliminates drinking, but the 

drinker can always decide to eliminate the Antabuse. 

One careful study reported that a tiny, pharmacologically 

inactive dose of Antabuse produced abstinence rates as high 

as the full active dose.26 This finding confirms the view that 

the belief one is taking Antabuse, and no doubt the fear of the 

effect, is as effective as taking the chemical itself. Drinkers 

in this study who attended the outpatient clinic more regu¬ 

larly—a voluntary activity—were more likely to continue the 

Antabuse and to remain abstinent; but drinkers who wanted 

to drink simply stopped taking the Antabuse for three or 

more days. Subjects who were employed were more likely to 

stay with the Antabuse and thus remain abstinent. So, once 

again, initial motivation and socioeconomic stability bear on 

the likelihood of the choice to remain abstinent.27 This study, 

one of the most positive in the literature, concluded that any 

specific effect of the Antabuse was at best limited. 

More generally, the reviews and summaries of the relevant 

scientific literature fail to support the method: 
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Although disulfiram has been used in treatment of alcoholism for 

almost 35 years, problems in designing an adequate experiment 

make it difficult to say just how useful it is. Controlled studies are 

few, and in those which have been carried out the difference be¬ 

tween disulfiram and those given placebo are minimal.28 

Similarly noncommittal results were reported in a recent 

large-scale study conducted in nine Veterans Administration 

hospitals around the nation.29 Nevertheless, Antabuse con¬ 

tinues to be widely and confidently used as a mainstay of al¬ 

coholism treatment. 

Psychopharmacology: 

Antidepressants and Tranquilizers 

Antidepressants and tranquilizers are also used in alco¬ 

holism treatment programs, and a large number of private 

physicians who treat alcoholism prescribe drugs of some 

kind. Physicians who assume that depression underlies heavy 

drinking prescribe antidepressant drugs; those who assume 

some other psychiatric condition, perhaps neurotic anxiety or 

schizophrenic processes, prescribe one or another kind of 

tranquilizer. 

As we have seen, however, there is no scientific evidence 

that heavy drinking is caused by a specific psychiatric condi¬ 

tion. There is therefore no sound medical rationale to treat al¬ 

coholic patients generally with antidepressants or tranquil¬ 

izers. Indeed, almost three-fourths of diagnosed alcoholics do 

not show significant signs of any psychiatric disorder; these 

drinkers are said to have "primary alcoholism."30 For drinkers 

diagnosed as having "secondary alcoholism" (chronic heavy 

drinking specifically associated with an independently diag¬ 

nosed mental disorder), drugs may be needed to treat the 

mental disorder, and alleviating that disorder may in turn fa¬ 

vorably affect the drinking behavior. But in such cases, the 
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persistent heavy drinking is not a symptom of a specific dis¬ 

ease of alcoholism, but is instead a secondary effect of an in¬ 

dependently treatable mental disorder. 

In any case, the data do not substantiate any overall suc¬ 

cess of drug therapies of any kind in preventing or ameliorat¬ 

ing heavy drinking. One review of eighty-nine studies of pro¬ 

grams using drugs to treat alcoholism concluded that "no 

drug has been proven to be better than a placebo in the treat¬ 

ment of chronic alcoholics."31 This reviewer also observed 

that 95 percent of the programs that did not use a control 

group claimed some success, but only 5 percent of the pro¬ 

grams that did use a control group for comparison made the 

same claim. Here again, careful experimental design makes 

the difference. In the absence of a control group (a compa¬ 

rable group of subjects who do not receive the treatment 

but are monitored along with those subjects who do receive 

the treatment), any treatment program can claim success for 

drinkers whose recovery was due to natural improvement. 

Alcoholics Anonymous (A.A.) 

A.A. seems to call for special comment because it is so 

widely recommended by professionals of all orientations, so 

fervently testimonialized by its members, and so prominent 

in the public mind. The A.A. model has also had enormous 

influence on the organization of self-help groups for relatives 

and children of alcoholics and for gamblers, overeaters, and 

others whose behavior seems to fit the "addictive" pattern. 

A.A. groups provide individual members with powerful 

moral and emotional support, as well as practical aid and ad¬ 

vice—provided the member conforms to the key expectations 

of the group. There are frequent meetings, with a strong con¬ 

fessional element. Members are encouraged to search their 

souls and their memories, and they are expected to gradually 
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discover therein a personal history that by and large conforms 

to the A.A. picture of the course of alcoholism. Members 

whose memories or understanding of their experiences are in¬ 

consistent with A. A. doctrine may be confronted and charged 

with denial. The group exerts a powerful form of peer pres¬ 

sure on new members to see themselves and explain them¬ 

selves in terms of the A. A. picture of an alcoholic. 

Members who would fully participate must therefore ac¬ 

knowledge that they have an incurable progressive disease, 

which they are powerless as individuals to overcome. They 

must accept total abstention as their only hope. They must 

profess their reliance on a Higher Power and commit them¬ 

selves to helping fellow members discover these truths and 

fight off drink. The emotional pitch and the sense of com¬ 

radeship, in both despair and hope, can be intense. Not sur¬ 

prisingly, those who become regular A.A. members do learn 

to believe in an autobiography that exemplifies A. A. teaching 

and to gloss over or ignore experiences and feelings that are 

contradicted by the teaching.32 For them, A. A. often becomes 

an alternative way of life, which is as intensely focused on ab¬ 

stinence as their former lives had been focused on alcohol. 

This passionate and complete reorientation is not a unique 

phenomenon; it is rather like what critics of sects would 

call ideological re-education or a modest form of elective 

brainwashing. 

Despite the ubiquitous good opinion of A.A., there are no 

satisfactory data to justify the widespread confidence in it, in 

part because A.A. has long been reluctant to gather or pub¬ 

lish statistics. The evidence of A.A/s success is thus anec¬ 

dotal, impressionistic, and suffused with sectarian fervor. But 

disinterested researchers have observed and studied the orga¬ 

nization in efforts to evaluate its therapeutic claims. 

A key factor in assessing A.A/s efficacy is the program's 

highly self-selective nature. Estimates made in 1974 put A. A. 

membership in Canada and the U.S. at no more than about 
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5 percent of all alcoholics. While this small percentage repre¬ 

sents a sizable number of people, as one researcher notes, it is 

"well known to everyone actively engaged in the field . . . 

[that] the A.A. programme of recovery is simply not accept¬ 

able or attractive to the majority of people suffering problems 
from drinking."33 

As we have seen, selectivity in the kind of drinkers who 

enter a treatment regimen biases the outcomes and precludes 

any generalization about the regimen's success with heavy 

drinkers or problem drinkers at large. Drinkers who become 

active participants in A. A. are those who are willing to affirm 

themselves as alcoholics under the A.A. definition; drinkers 

who do not fit or will not acknowledge fitting the pattern 

drop out. 

The public is often impressed by the argument that drink¬ 

ers who do persist in A. A. remain abstinent. But a number of 

researchers lean toward the converse: Drinkers remain in 

A. A. only if they are able to remain reasonably abstinent and 

also accept the A.A. way of life. The vast majority of heavy 

drinkers never try A.A., and most who do join drop out. 

For example, one large-scale study of alcoholics in treat¬ 

ment centers in the U.S. found that 71 percent of their sub¬ 

jects had attended A. A. at some point; but at eighteen-month 

and subsequent followups only 14 percent to 18 percent were 

attending.34 Moreover, the rate of problems was higher for ir¬ 

regular A.A. attenders than for either regular attenders or 

nonattenders. Among those who were regular A. A. attenders 

at the time of the initial interview, only 22 percent consis¬ 

tently maintained abstention up through the thirty-month 

followup interview, and over 33 percent had not only re¬ 

turned to drinking but also showed alcohol-related physical 

symptoms and life problems. A review of the literature about 

"slipping" from abstinence concluded that among A. A. mem¬ 

bers "slipping is a normal and frequent activity."35 

Vaillant, one of the leading researchers most sympathetic 
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to A. A., nevertheless acknowledges that "at present the actual 

effectiveness of A.A. has not been adequately assessed."36 

Perhaps as fair a summary as any of the relevant scientific 

literature was prepared by the U.S. Congress, Office of Tech¬ 

nology Assessment: 

AA is regarded by some as the most effective form of treatment of 

alcoholism—more effective than any of the approaches that pro¬ 

fessionals offer. Various problems with specifying the population 

that uses AA and a lack of data make such conclusions regarding 

AA's effectiveness difficult to verify or discount. Baeklund (1977), 

in his review of literature about AA, reports a 34% success rate— 

much lower than some of the earlier figures. 

Other reviewers have reported abstinence rates from 45% to 

75%, depending on the length of the reporting period (Leach and 

Norris, 1977). The problem in evaluating A A is that its members 

probably differ from the general population of alcoholics, but 

data supporting this statement as well as other data about AA are 

difficult to obtain (Baeklund, 1977). Although a substantial num¬ 

ber of regular attendees are abstinent (AA, 1972), it is unclear 

how this relates to the number who try the program. Because 

nonabstainers may be subjected to ridicule and reproach by other 

members, it is probably more likely than not that those who re¬ 

main in AA for long periods of time are those who have achieved 

sobriety. It seems clear that some aspects of AA programs have 

useful therapeutic roles (e.g., getting alcoholics to acknowledge 

their problem, providing a support system), but AA may only be 

applicable to some categories of alcoholics and alcohol abusers.37 

It deserves note, as a final word on A.A., that while 

the group's doctrine holds that alcoholism is a disease, the 

practice of A.A. is entirely nonmedical. A.A. is not a treat¬ 

ment, but a new way of life for those who choose to become 

involved. Members join a community that fosters intense 

emotional bonds, provides an integrated set of values and 

priorities, with powerful symbols and rituals, and offers fre¬ 

quent social activities and an active network of communica¬ 

tion. For regular members the A. A. campaign against alcohol 
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comes to replace drinking as an activity central to their daily 

lives and identity. 

This view of A.A. as essentially a new way of life, rather 

than as a treatment program, recalls remarks that Vaillant 

made after the failure of his elaborately designed treatment 

program. He wondered if what many heavy drinkers needed 

was to participate in an "emotionally charged but commu¬ 

nally shared ritual, and a shared belief system," one that 

offered confidence, faith, and hope—although "hope is un¬ 

scientific."38 Not medicine, then, he suggests, but a new form 

of social organization and communication might lead heavy 

drinkers to a new way of life. In Part Two we will return to 

this theme of personal and social life patterns. But here we 

must note that there is no evidence that the particular way of 

life advocated by A.A. is the only, or even the most effective, 

application of this theme. The A. A. way of life is one way, but 

the proposition that alcoholism is one all-encompassing and 

selfsame disease to be defeated only by one all-healing alter¬ 

native is a barrier to progress for most heavy drinkers. 

Conclusions 

The claim that alcoholism is a treatable disease turns out to 

be fraught with ambiguity and vagueness, and there is no sci¬ 

entific evidence to support it. Among members of the treat¬ 

ment establishment, there may seem to be agreement on the 

highly generalized claim that alcoholism can be successfully 

treated. But if we press the inquiry, we find even as profes¬ 

sional and paraprofessional treatment staff roundly agree that 

we now know how to treat alcoholism, adherents of compet¬ 

ing programs routinely challenge one another's facts, findings, 

and conclusions. In the absence of any scientific evidence to 

support their claims, treatment staff and administrators fall 

back on partisan loyalty to their own programs. 
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Every year a certain proportion of heavy drinkers do mod¬ 

erate their drinking or choose abstinence for shorter or longer 

periods of time. But neither the rate nor the duration of this 

natural improvement is predictably affected by participation 

in a traditional alcoholism treatment program: "Many long¬ 

term studies of the course of alcoholism concur that treatment 

has little if any lasting effect." Or, in the words of another 

leading scientific researcher: "For all that has been said, writ¬ 

ten, and done about the treatment of alcohol problems, we 

still appear to be at the beginning of the beginning."39 

That disease-oriented treatment programs have failed to 

prove their effectiveness is only part of the story, however. 

The very prevalence of the disease concept has had a range of 

adverse effects on all aspects of society's efforts to understand 

or help heavy drinkers. First, the disease concept focuses dis¬ 

proportionate resources on the small minority of heavy drink¬ 

ers who are diagnosed as having the so-called disease, all the 

while providing heavy drinkers who do not fit the pattern of 

symptoms with a rationalization for denying that they have 

serious drinking problems. 

Second, the disease concept mistakenly focuses attention 

on medical intervention as the key to treatment; evidence 

about the role of social, psychological, and other nonmedical 

factors is largely ignored. In turn, this medical approach re¬ 

duces the drinking behavior of the chronic drinker to a physi¬ 

cal symptom, thereby both encouraging the heavy drinker to 

evade responsibility for drinking and also encouraging the 

drinker and others to interpret the drinking as a reflexive 

symptom imposed by a disease, rather than to understand 

the drinking as a meaningful though maladaptive activity. 

Finally, the disease concept poses a frustrating paradox for 

drinkers who do seek treatment: They are told that they are 

the unwilling victims of a disease that destroys their ability to 

manage their drinking and yet that they must strive to exert 

absolute self-control, that only total abstinence can save them. 
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CHAPTER 5 

Understanding Heavy Drinking 

as a Way of Life 

Once we free ourselves of the discredited classic disease 

concept, we no longer limit our attention to a relatively small 

group of diagnosed alcoholics whose drinking behavior al¬ 

legedly derives from a single causal origin and follows a single 

inexorable course. Instead we perceive a much larger and 

more diverse assortment of individual heavy drinkers who 

have little in common except that (1) they drink a lot, (2) they 

tend to have many more problems in life than nondrinkers or 

moderate drinkers, and (3) they show a puzzlingly inconsis¬ 

tent ability to manage their drinking. 

As researchers continue to put together all the scientific 

evidence, scientists have come to see that no one explanation 

of alcohol dependence can account for all the behavior of all 

these drinkers. As one reviewer puts it, 'The search for the 

'magic bullet' has given way to the recognition that the dis¬ 

order is as complex as the person who suffers it."1 

99 



100 New Approaches to Heavy Drinking 

The broad interpretation that best fits the evidence is that 

heavy drinkers are people for whom drinking has become a 

central activity in their way of life. By "central activity" I 

mean any hub of activity (job, religious practice, serious 

hobby, family or community role) that in part defines and in¬ 

spires a person's identity, values, conduct, and life choices. 

For example, in some people's lives religion is a central ac¬ 

tivity, a main thread around which life is woven, while for 

others religion is merely a traditional Sunday churchgoing 

routine, an incidental decoration, as it were. For some people 

food or gambling are valued pleasures and recreational activi¬ 

ties, but their role is circumscribed; whereas for others life 

comes to revolve around food or around gambling. Just so, 

for some people having a drink or two is a pleasant occasional 

practice, but for the long-term heavy drinker life has come to 

center on drinking—life is pervaded by a preoccupation with 

drinking, shaped and driven by the quest for drink, drinking 

situations, and drinking friends. 

Central activities exert far more power on our conduct and 

have far stronger implications for behavior than one might as¬ 

sume. In order to clarify this power and influence, I will at 

each point in the following discussion offer an example of a 

central activity that does not concern alcohol before applying 

the insight to heavy drinking. 

Central Activities 

and Ways of Life 

Each of us has developed a particular way of life. For most 

of us, our way of life is not all of a simple, neat, coherent 

piece—there are loose ends, worn spots, and some weakly 

patched-together seams. The warp and woof of one's way of 

life are the various activities that one engages in and one's in¬ 

dividual way of performing these activities. 
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For example, I am a university professor and devote a good 

portion of my time to teaching, talking to students, reading, 

and writing. My professional roles and responsibilities are 

outlined for me by my university and yet I fulfill them in my 

own style, at my own pace and rhythm, and according to my 

own values and attitudes. And just as my professorial activi¬ 

ties affect and color much of the rest of my life, so too do my 

other central activities color my professional conduct. My 

family life and my professional life continuously inform and 

influence one another. 

To say heavy drinking is a central activity for someone is to 

say that it is an activity of the same order for that person as 

my vocation is for me. Our central activities tell something 

about what we each do with a meaningful portion of our 

time. Yet far more is at stake than the appropriation of time. 

For a central activity affects the style and nature of all aspects 

of our lives and interacts with all our other central activities. 

Let's take reading as an example. For people who consider 

themselves avid readers, reading is a focal activity that oc¬ 

cupies much of their thinking and conversation, that plays a 

role in their choice of friends and occupation. Even the fur¬ 

nishing of the reader's home will reflect the importance of this 

central activity: chairs and reading lights, bookshelf-lined 

walls, tables stacked with magazines. Similarly, a person's 

central activities exclude certain types of phenomena. Avid 

readers tend to avoid ways of life that leave no time for read¬ 

ing, just as nonreaders tend to avoid bookish settings, book¬ 

ish people, and bookish occupations. Thus, in an important 

sense, though each of us initially makes choices that even¬ 

tually determine our central activities, once an activity be¬ 

comes central it influences, inspires, or even seems to de¬ 

mand certain other choices that further define who we are, 

how we act, where we go, and what we value. 

In an analogous way, as heavy drinking becomes a central 

activity in the drinker's life, it shapes his or her daily sched- 
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ule, friendships, domestic life, and occupational choices. 

Heavy drinkers tend to organize their lives to minimize con¬ 

tact with people who frown on drinking or condemn exces¬ 

sive drinking. And they tend to seek out people and situa¬ 

tions that evoke and stimulate drinking—choices reinforced 

by various socially acceptable settings, rituals, and justifica¬ 

tions for drinking. 

Now, one may ask how a person comes to choose certain 

central activities but not others. Among my faculty colleagues 

and their career choices, no one answer holds. One of my col¬ 

leagues took an academic career for granted because his par¬ 

ents were both professors; another was the child of immi¬ 

grants who wanted professional careers for their children as a 

sign of having "arrived"; a third was captivated by a certain 

field of study and found that she had the talents to match her 

interests; a fourth sought the academic life as a form of retreat 

from the workaday world. These core motives were, of course, 

influenced by a host of other factors: a particularly inspiring 

professor who served as one's mentor, an appreciation of the 

high social status generally conferred on academics, the avail¬ 

ability of fellowships and teaching posts, the encouragement 

of friends, and so on. 

If we now look at heavy drinkers in the same light, our 

answer to the question of why some people become heavy 

drinkers is that there is no one general answer. Heavy drink¬ 

ers are people who have over time made a long and complex 

series of decisions, judgments, and choices of commission 

and omission that have coalesced into a central activity. 

But why, one asks, would someone make decisions that 

lead to a way of life so self-destructive and so injurious to 

others? The same sort of question can be asked in one respect 

or another of most of us. Why do we come to live in ways that 

are imprudent, harmful, or self-defeating? (And who does 

not do so in at least some aspect of life?) Why does someone 

repeatedly overspend and’ continually borrow ever greater 
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sums in order to cover debts coming due? One choice, one act 

leads to another. We do not foresee, we do not intend the 

long-term pattern, but a series of individual quick-fix solu¬ 

tions may lead us into one. 

These are profoundly important matters for each of us, but 

there is no one reason that motivates all our self-defeating 

conduct. The general truth is this: Human beings do not al¬ 

ways respond wisely and with foresight; we often drift, un¬ 

witting, into a tangled web of decisions, expectations, habits, 

tastes, fears, and dreams. The chronic heavy drinker is no ex¬ 

ception—no more mysterious, no less vulnerable. For the 

person challenged by personal problems, heavy drinking is 

one of the culturally available responses, however imprudent 

and self-destructive. 

Thus, instead of positing an invisible breakdown in the 

machinery of self-control, we must start to look at heavy 

drinkers as people who are living—sometimes obliviously, 

sometimes quite consciously and painfully—with the conse¬ 

quences and ramifications of one of their central activities. In¬ 

stead of viewing heavy drinkers as the helpless victims of 

a disease, we come to see their drinking as a meaningful, 

however destructive, part of their struggle to live their lives. 

This approach will enable us to better understand the heavy 

drinker's difficulties in acknowledging there is a drinking 

problem, or in making a resolution to control the drinking, or 

in abiding by that resolution. 

The Momentum of 
Central Activities 

We have briefly illustrated some of the ways in which cen¬ 

tral activities intersect and contribute to one's total way of 

life. An even more profound phenomenon is how our way 

of life influences our perceptions of the world. For example. 
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suppose there are three people approaching a downtown 

building: a real estate investor, an architecture buff, and a pa¬ 

tient arriving for minor surgery at a doctor's office. Each of 

the three perceives the building in an entirely different way. 

The investor sees a piece of property in an up-and-coming 

neighborhood that represents a good business opportunity; 

the architecture buff pauses to appreciate a fine example of 

Louis Sullivan's influence on early-twentieth-century sky¬ 

scrapers; the anxious patient may barely notice anything but 

the clock near the elevators. 

At times, like the nervous patient, we find that our re¬ 

sponses to the world are influenced by the exigencies of a 

particular situation. But most of the time we are like the in¬ 

vestor or the architecture buff, with our central activities con¬ 

tinuously conditioning our perceptions of persons, places, 

and events. Our way of life is not simply something we bring 

to situations; over time, our way of life develops its own 

power and momentum in defining situations and our re¬ 

sponses to them. 

So a heavy drinker arrives for an informal party at a friend's 

house. While the other guests scan the room to seek out the 

host or to notice the decor or the food, the heavy drinker 

immediately searches for the bar and winces if it is poorly 

equipped. And as guests begin to circulate to see who else 

has arrived, the heavy drinker notices one crony who has on 

occasion joined him for a few rounds at the neighborhood 

bar, and an eagle-eyed friend of his brother's, one who's sure 

to report disapprovingly on how much drinking went on at 

the party. 

When we speak of the momentum of a way of life, we are 

using a convenient label to refer to the cumulative impact of 

many long-cultivated and interrelated habits of mind, heart, 

soul, and body. For most of us, it is only when we are con¬ 

templating a serious change in some central activity that we 

come to consciouslv realize the momentum the activity has 

acquired. 
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We feel that we ought to be able to accomplish this one lim¬ 

ited change without our lives falling apart, but the change 

turns out to be not so limited after all. Changing our type of 

career or our style of social life, deciding to do some serious 

reading instead of watching TV, to worry less about ourselves 

and more about others, to eat less, to save more—all these 

require changes in all sorts of other routines, attitudes, and 

ways of behaving. Even if we desire the end result of the pro¬ 

posed change—higher salary, trimmer figure, more security, 

a better quality of life—the change suddenly seems far more 

disruptive than we could have imagined. At this point we 

may feel in the grip of some alien opposing power that is try¬ 

ing to prevent us from doing what we rationally want to do. 

But the obstacle is not in truth an alien power. It is our 

deeply rooted habit-bound self opposing the fragile reed of a 

new desire to be other than who or what we have been. And 

the more genuine our desire to change, the more tense and 

intense the conflict. To others, our difficulty in making the de¬ 

cision to change may seem puzzling, for why would we not 

want to commit to a change that we say is attractive and that 

has obvious advantages over our present situation? 

This perplexity brings us directly to the puzzling quality of 

the heavy drinker's behavior. It is not that some innerspring 

of self-control is broken, but that for the heavy drinker the de¬ 

cision to drink or not to drink is far more than a matter of 

reaching or not reaching for a bottle or a glass. Like any of us 

contemplating a major change in a central activity, the heavy 

drinker cannot simply reshape his or her life at will. Internal 

and external factors—bodily constitution and age, intellect 

and education, cultural and ethnic norms, economic and do¬ 

mestic circumstances—limit one's potential for change and 

one's alternatives. 

Of course, neither are we helpless to reshape our lives in 

significant ways. What I have to do (if not I, who?) is to take 

responsibility within the limits imposed by my life for select¬ 

ing and achieving realistic goals. There are no guarantees, no 
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techniques or treatments that assuredly work for all. This is 

basic common sense, not anything peculiar to heavy drinkers. 

In talking about heavy drinking in this way, I am simply 

translating into everyday language the key concepts of the 

recent research literature. Much of what I have been saying 

was summarized, for example, over ten years ago in the fol¬ 

lowing terms: 

There is no single entity which can be defined as alcoholism. 

There is no clear dichotomy between either alcoholics and non¬ 

alcoholics, or between prealcoholics and nonprealcoholics even 

though individuals may have differing susceptibility to both the 

use of alcohol and the development of alcohol problems as a re¬ 

sult of genetic, physiological, psychological, and sociocultural 

factors. 

The . . . sequence [in which] adverse consequences [develop] ap¬ 

pears to be highly variable. 

There is no evidence to date for a basic biological process that pre¬ 

disposes an individual toward [abuse] of alcohol. 

The empirical evidence suggests that alcohol problems are revers¬ 

ible. 

Alcohol problems are typically interrelated with other life prob¬ 

lems.2 

Unfortunately for the sake of the general public, scientists 

and researchers often conduct their discussions in almost un¬ 

readable technical language. For example, in the journals 

published for specialists, one may read that: 

alcohol-related problems [are] understood best as behavioral dis¬ 

orders which are established and maintained as a result of the 

unique, direct, and reciprocal interactions of behavioral, discrimi¬ 

native, incentive, and social elements, all of which function with 

varying degrees of cognitive mediation. Within the framework of 

this multivariate approach, it is assumed that each of these ele¬ 

ments or dimensions is interactive and yet each is sufficiently dis¬ 

crete to preserve its own, albeit cognitively mediated, locus of 

control. Such a multivariate approach permits an assessment 
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of both the nature and the extent of the involvement of each of 

the elements (behavioral, discriminative, incentive, and social), 

which are variously integrated within the overall cognitive func¬ 

tioning of the individual and which account for that person's "al- 

coholismic" behavior.3 

This arcane language tells us essentially the same things that I 

have been explaining in everyday language: there is no one 

cause of alcoholism; alcohol abuse is the outcome of a range 

of physical, personal, and social characteristics that together 

predispose a person to drink to excess; and episodes of heavy 

drinking are triggered by immediate events in a person's life. 

From the basic perspective we have been outlining, specific 

elements of a heavy drinker's way of life are not symptoms of 

a disease but rather clues to the character of that life. For ex¬ 

ample, morning drinking has been labeled a symptom of alco¬ 

holism. Viewed against our cultural norm of not drinking 

early in the day, morning drinking is indeed a noteworthy 

event. And it is a behavior far more typical of heavy drinkers 

than social drinkers. 

But although morning drinking is a meaningful clue about 

a drinker's way of life, to call it a symptom imputes a disease 

and connotes a medical phenomenon. By way of analogy: If 

we heard a person frequently discussing business over break¬ 

fast, we would not call this activity a "symptom" of an am¬ 

bitious commitment to business. But we might consider this 

breach of cultural norms regarding polite breakfast conversa¬ 

tion to be a reliable sign of some significant dimensions of the 

speaker's way of life. 

A similar point needs to be made about secret drinking, 

which has also been labeled a symptom of alcoholism. Again 

the very word symptom takes a nonmedical event and turns it 

into a medical one. Yet few of us broadcast our failings and 

shortcomings; rather, we tend to be secretive about any of our 

activities that we feel deviate from social norms, especially if— 

despite our behavior—we still believe in those norms. It seems 
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perfectly natural and human that some combination of shame, 

guilt, or prudence leads us to hide our nonconforming be¬ 

havior. The tendency of heavy drinkers to hide their drinking 

is thus a fully intelligible expression of human propensities. 

And what we hide from others we also sometimes try to 

hide from ourselves. Self-deception is a universally welcome 

solace that everyone engages in at times to maintain self- 

respect.4 Denial may not be an ideal way to handle life's prob¬ 

lems, but neither is it a symptom of a disease. Yes, drinkers 

often deny their problems, but as one committee of research¬ 

ers put it: "Of course, the problem of facing worrying facts is 

not unique to drinking. If someone is frightened or ashamed 

of his behavior, he is likely to hide or deny what he is doing; 

this is an understandable defensive strategy."5 

The drinker's motives, then, are no different than anyone 

else's, though they often lead to self-destructive ends. Like 

all of us, drinkers struggle to defend and rationalize their 

choices in life. The scenarios, motives, and defense mecha¬ 

nisms are infinitely many and various. 

Consider, for example, a husband who is hurt and angered 

by what he perceives as his wife's indifference toward him. In 

this situation one man might become visibly angry and con¬ 

front his wife with his grievances. But another man might feel 

himself unable to speak out; fear, guilt, low self-esteem or 

other emotions may block an overt confrontation. Instead, he 

may adopt evasive, ultimately unconstructive ways of han¬ 

dling the situation. He may simply sulk, and let his mo¬ 

roseness be his sullen revenge. Or he may seek the company 

of other women. Or he may get drunk and then act out his 

anger, hiding behind the culturally sanctioned excuse that 

people are not fully responsible for their behavior when they 

are drunk. This evasion of responsibility helps appease his 

conscience; he is contrite when sober and claims he "hardly 

knows what he is doing" when drunk. He even claims a cer- 
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tain sympathy for his propensity—eventually his "disease" 

or his "compulsion"—to drink and to lose control of himself. 

Thus he comes to see himself as the victim, even though it is 

his wife who has to endure his drunken outbursts. 

Some people catch themselves in the act of dodging their 

problems and difficulties and call a halt to their evasive tac¬ 

tics. But at times any of us may find it easier to avoid a prob¬ 

lem than to face it squarely. We find ourselves repeating the 

avoidance activities to maintain the evasion, and slowly the 

avoidance activities take on a momentum of their own. Even¬ 

tually, the avoidance pattern becomes easier and easier, more 

and more spontaneously favored in response to a wide vari¬ 

ety of threatening or anxiety-producing situations. Over time, 

an avoidance response like overeating or gambling or drink¬ 

ing may in itself become a focal activity for a small number of 

people. 

Thus there is no one story of how people become heavy 

drinkers. Nor is there some mysterious demon afoot—at each 

point the heavy drinker's conduct is an intelligible version of 

normal cognitive and emotional behaviors. 

Willpower and Responsibility 

Once we view heavy drinking as a central activity, we can 

better appreciate how deeply interwoven drinking is in the 

fabric of the drinker's life. We will no longer try to detach the 

drinking from the drinker's entire way of being in the world: 

Anyone who has had experience with the treatment of alcoholism 

will realize that the drinking problem does not exist in isola¬ 

tion. . . . [I]t is a person who is coming for help, with an essential 

sense of being a person with various troubles and perplexities 

which exist in their own right, and which may predate the exces¬ 

sive drinking, or cause it, or intertwine with it, or exacerbate it.6 
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To focus only on the drinking behavior, in isolation from all 

else, is to miss the point that a central activity reverberates 

throughout a person's way of life. 

Thus for a heavy drinker to make a major change in his 

drinking patterns requires a reconstruction of his way of 

life. The drinker must learn over time to see the world in dif¬ 

ferent terms, to cultivate new values and interests, to find or 

create new physical and social settings, to develop new rela¬ 

tionships, to devise new ways of behaving in those new rela¬ 

tionships and settings.7 Many heavy drinkers do this on their 

own initiative, "maturing out" of heavy drinking with no pro¬ 

fessional help. They are often aided by the moral support of 

others around them. Often the process is closely linked to a 

change, perhaps fortuitous, in a drinker's life circumstances, 

such as a new job, a change in domestic or personal relation¬ 

ships, or the greater self-discipline that often emerges as one 

grows older. Also important are changes in others' attitudes 

and responses to the drinker. A person's way of life, after all, 

is not an isolated, purely individual affair but is to a great ex¬ 

tent responsive to the behaviors of others. 

The drinker's development of new attitudes, new values, 

and new skills cannot be a matter of making an isolated deci¬ 

sion or of mere willpower. But resoluteness and willpower are 

a necessary first step. That willpower alone may not be suffi¬ 

cient to achieve the desired goal should not mislead anyone 

into discounting willpower or into assuming that the will¬ 

power of heavy drinkers has been irreparably impaired by 

alcohol. 

On this particular issue Vaillant, for example, overreacts 

and oversimplifies when he says that "willpower is inferior 

to behavior modification," that is, that the drinker's will to 

change must be continually reinforced by a program of incen¬ 

tives and disincentives intended to reliably condition the 

drinker's choices.8 Vaillant is correct insofar as merely to an¬ 

nounce firmly to oneself and others that one is resolved to 
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change is not enough. But inner resolve is not inferior as a 

force for reconstruction; choice is not magically effective, but 

neither is it a mere illusion.9 One can insist that a drinker can 

and must assume some responsibility for change, even while 

admitting that this commitment alone will not turn the tide. 

Thus we must put aside both the old simplistic moralism, 

which taught that a sincere resolve was enough, and the loss- 

of-control hypothesis, which viewed each failure of willpower 

as proof that the drinker's will had been incapacitated by dis¬ 

ease. Let us instead view willpower as we do the signing of a 

contract. Signing a contract does not get the job done, but 

neither do we think that contracts are pointless, meaning¬ 

less statements. They are necessary and important elements 

within a sequence of events that may or may not result in the 

fulfillment of the intended transaction. 

In sum, any efforts that heavy drinkers take to change their 

drinking activities must be predicated on an acceptance of 

personal responsibility. This resolve, in turn, must be fol¬ 

lowed by actions intended to achieve a reshaping of their way 

of life that fosters change and precludes situations that frus¬ 

trate the will to change. And because heavy drinking as a cen¬ 

tral activity has many meanings for the drinker, the recon¬ 

struction of life must go well beyond eliminating the drinking 

activity to building new and satisfying ways of meeting life's 

challenges. 

Conclusions 

If we genuinely understand the meaning of heavy drinking 

as a central activity, we will feel compassion for chronic drink¬ 

ers, their struggles to cope with human stresses and strains. 

There is no reason to see heavy drinking as a symptom of ill¬ 

ness, a sign of persistent evil, or the mark of conscienceless 

will. Rarely do people wickedly choose a destructive or self- 
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destructive way of life. On the contrary, we shape our lives 

day by day, crisis by crisis, often only in retrospect able to see 

the pattern that was evolving. We each share the propensity 

to choose opportunistically when under stress. So, on a series 

of occasions, a drinker chooses what seems the lesser evil, the 

temporarily easier compromise, without a clear appreciation 

of the long-run implications. 

If our righteous condemnation is not in order, neither is 

our cooperation in excusing heavy drinkers or helping them 

evade responsibility for change. Compassion, constructive 

aid, and the respect manifest in expecting a person to act re¬ 

sponsibly—these are usually the reasonable basic attitudes to 

take when confronting a particular heavy drinker who is in 

trouble. The drinker is responsible for paying attention, for 

caring, for taking individual measures, often small ones that, 

like the small rudder on a large ship, are intended to crucially 

redirect a life. There is no more validity to putting the entire 

burden of successful change on the drinker's goodwill than in 

absolving him of all responsibility as though he were helpless. 

Clearly, more than compassion is in order. Heavy drinkers 

need moral and psychological support, sound advice about 

their situation, and help in self-understanding. In the next 

chapter we will apply our new perspective directly to the 

issue of helping individual heavy drinkers. And in the last 

chapter I will discuss several social policies that could prevent 

or curtail heavy drinking. 

One may feel a certain frustration that no one has found 

one single explanation of one uniform ailment. On the other 

hand, perhaps the single most positive outcome of the new 

perspective on alcohol abuse is that we no longer restrict our 

efforts to achieving an all-or-none outcome with a relatively 

small proportion of heavy drinkers, the supposed "true alco¬ 

holics." We can devise ways of helping a far wider needful 

population and we can do so with greater realism and flexi¬ 

bility. We can also address the social aspects of drinking, and 
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the class, ethnic, cultural, economic, and religious dimen¬ 

sions. The very complexity of the causes and courses of alco¬ 

hol abuse encourages us to draw upon the insights and meth¬ 

ods of many disciplines. This redefinition of the problem and 

our approach to it thus offers hope, though it does not prom¬ 

ise easy answers. 
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CHAPTER 6 

Helping the Heavy Drinker 

As we saw in Chapter 4, traditional alcoholism treatment 

programs tend to view individual differences among heavy 

drinkers as largely irrelevant to the treatment regimen, though 

these differences are acknowledged to affect rates of recovery. 

In theory at least, the disease-oriented programs affirm that 

all their patients are suffering from the same disease, an ail¬ 

ment so powerful that it overwhelms individual differences. 

In contrast, the central premise of all the approaches de¬ 

scribed in this chapter is that heavy drinkers are a widely di¬ 

verse group and that an appreciation of individual differences 

is fundamental to any efforts designed to help alcohol abusers. 

Therefore, no one method of treatment or help can be expected 

to prove effective for all drinkers. People who seek help need 

a program tailored to their personal characteristics (age, sex, 

marital status, socioeconomic and occupational class, cultural 

background), their particular drinking patterns and behavior, 

and their motives for drinking or ceasing to drink. 

Thus before initiating any type of counseling or therapy, 

114 
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one would want to understand the drinker's personal history 

and situation. Among the relevant questions: On what occa¬ 

sions, in what settings, and with what frequency does this 

person drink heavily? In what kind of moods, and with what 

sorts of expectations? How long has this person been drink¬ 

ing heavily? With what physical and psychological effects? 

What purposes does drinking serve for this person? 

Furthermore, because drinking is a central activity inter¬ 

woven throughout the fabric of the drinker's life, these new 

approaches do not view the excision or suppression of drink¬ 

ing activity as a realistic or sufficient goal. The aim is to help 

the drinker begin to develop an integrated and satisfying way 

of life in which heavy drinking will no longer be central. 

Most of the techniques described in this chapter are still 

being field-tested. Carefully done studies and experiments 

have been sufficiently confirmatory to justify optimism, but 

not all the needed data are in, and several studies have raised 

important questions and controversies. Thus while I am cau¬ 

tiously sympathetic to these newer approaches, their efficacy 

has not yet been fully demonstrated. I believe that the evi¬ 

dence entitles us to hope, but at this stage we cannot leap 

from hope to certainty. 

Matching 

One general strategy that opens up many opportunities for 

individualized help is matching, the principle of pairing drink¬ 

ers with the kind of program best suited to their personal his¬ 

tory and way of life.1 Matching seems a rather commonsense 

idea, but it also may resolve the troublesome issue raised in 

Chapter 4: that the results of many programs do not exceed 

the rate of natural improvement because their success with 

some kinds of drinkers and their relative ineffectiveness with 

other kinds causes a "statistical washout." As we have seen. 
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"if the same treatment is indiscriminately applied to all pa¬ 

tients, the results on balance do not improve upon the results 

achieved [merely by giving] advice."2 The matching principle 

suggests that the overall success rates might improve if drink¬ 

ers seeking help were carefully paired with the most suitable 

program. 

The ultimate applications of matching would entail the 

creation of a vast database derived from many large-scale 

studies that measured the effectiveness of different treatment 

regimens with specific categories of heavy drinkers. For ex¬ 

ample, for each drinker in these studies, the following kinds 

of information would be collected: 

personal characteristics (age, sex, occupation, and socio¬ 

economic status) 

drinking history and patterns (length, frequency, motives) 

assessment of physical and mental health on admission to 

treatment 

nature of the treatment (inpatient or outpatient, length of 

the program, techniques used, style and personality of 

therapist, degree of structure) 

drinking behavior at followup (abstinence, moderate 

drinking, or heavy drinking; amount and frequency of 

drinking) 

overall health and behavior at followup (job stability, days 

of work missed, police or domestic incidents). 

All this information would be statistically analyzed to pro¬ 

duce a menu of probabilities indicating which treatment pro¬ 

grams best achieve which outcomes with which kinds of 

drinkers. 

The creation of such an immense and detailed database is 

still years away. And while the concept is gaining adherents 

in the research community, one careful review of the litera¬ 

ture on matching concludes that the results—in both alco¬ 

holism treatment and psychotherapy in general—seem little 
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better than those that common sense would have afforded.3 

Some of the objections and criticisms, however, may be re¬ 

solved as clinical and statistical techniques reach a higher 

level of refinement. 

The potential of matching is hinted at by a study that corre¬ 

lated drinkers' performance at followup with two measures of 

the style of the treatment they had received.4 The treatment 

program under study had not intentionally tried to match cli¬ 

ent and therapist—that is, the matches or mismatches de¬ 

tected by the research study had occurred naturally during 

the program, which involved counseling, psychotherapy, and 

psychodrama. 

Ninety-four diagnosed alcoholics who had completed the 

program were extensively interviewed and tested twelve to 

sixteen months later. At this followup, the drinkers' drinking 

behavior was rated on a 4-point scale: no improvement, some 

improvement, mostly abstinent, fully abstinent. Drinkers in 

the latter two categories were considered to be recovered. 

At the followup each drinker was also rated on a 4-point 

scale. Conceptual Level, devised by the researcher as a gen¬ 

eral indicator of personality: 

1. poorly socialized, egocentric, impulsive, cognitively 
simple 

2. dependent and compliant 

3. independent, questioning, self-assertive 

• 4. interdependent, empathic, and cognitively complex. 

All the program's therapists were also assigned a rating on 

this scale. (As one might expect, none of the therapists were 

rated at the lowest level; but a match between drinker and 

therapist at level 1 would not have been desirable.) 

Finally, each drinker's aftercare setting was rated as high or 

low in structure, depending on the amount of contact and 

counseling the drinker had had since completing treatment. 

These data were than analyzed to determine how strongly 
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recovery was correlated with matches or mismatches between 

the drinker's Conceptual Level and the therapist's Conceptual 

Level, and with matches or mismatches between the drinker's 

Conceptual Level and the structuredness of the aftercare 

setting. The variances were large enough to be statistically 

significant: 

Recovery Rate 

Drinker and therapist matched 70% 
Drinker and therapist mismatched 50% 

Drinker and setting matched 71% 
Drinker and setting mismatched 49% 

Drinker, therapist, and setting matched 77% 
Drinker, therapist, and setting mismatched 38% 

The comparative advantage in recovery rates for the "match" 

groups is quite impressive, although clearly these few simple 

measures of compatibility merely skim the surface. But re¬ 

sults such as these tend to confirm commonsense proposi¬ 

tions about the relationship between people's motivational 

style and their need for more or less structure, or about the 

advantages and disadvantages of personal compatibility be¬ 

tween therapist and client. 

Individualized Behavioral 

Approaches 

Many of the new approaches are called behavioral because 

they consider heavy drinking as an activity—rather than an 

ailment—that plays a part in a way of life.5 The word be¬ 

havioral, however, should not mislead anyone into thinking of 

the crude, now obsolete methods that relied on behavioral 

conditioning after the pattern of Pavlov. While dogs may be 

trained to salivate on cue, human beings are far more com¬ 

plex, and "there is not and never has been any convincing 
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evidence for the unconscious, automatic mechanism in the 

conditioning of adult human beings."6 

Further, these new behavioral approaches should not be 

confused with other older forms of classical behavioral meth¬ 

odology. For example, at one time the administration of an 

electric shock immediately after a drinker took a drink was 

considered a theoretically promising application of operant 

conditioning. In the absence of evidence supporting its long¬ 

term effectiveness, this method has been abandoned, though 

chemical aversion programs (Schick-Shadel, for example) that 

rely on the same negative-reinforcement principle are still 

widespread.7 

The new behavioral methods under consideration here, 

in addition to matching, appear under a variety of names 

and labels: Individualized Behavior Therapy, broad-spectrum 

therapy. Relapse Prevention Therapy, behavioral self-control 

strategies, and so on. Too, so many variants are emerging that 

we can give only an impressionistic sketch here.8 

Individualized Behavior Therapy, for example, emphasizes 

the analysis of the individual heavy drinker's way of life and 

the role drinking plays in it. Drinker and therapist identify the 

settings and circumstances in which drinking goes on and 

then jointly try to devise new practical ways of responding to 

those situations, new ways of living that avoid such situa¬ 

tions, and new ways of addressing the social, situational, and 

physical motivations to drink. One technique is for the drinker 

and therapist to set up a realistic drinking setting—perhaps a 

room fixed up like a public bar—that allows the drinker to 

practice new ways of handling invitations and opportunities 

to drink.9 Or the drinker is asked to imagine a situation in 

which he or she would typically drink, but to role-play the 

situation of saying no. The roles and the solutions are worked 

out by the drinker and the therapist to fit the drinker's par¬ 

ticular situation, capacities, and opportunities. 

Other so-called broad-spectrum approaches combine ad- 
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vice, counseling, teaching, role-playing, aversive therapy, and 

self-analysis. In one successful therapy for a young man who 

fit the medical criteria for alcohol dependence (alcoholism) 

the selected techniques included: teaching him better ways to 

conduct an argument with his wife, encouraging him to pay 

off his debts, counseling him to learn a marketable skill after 

going back to school, and carefully instructing him about how 

to make decisions about drinking in a variety of contexts.10 

Another important approach to helping heavy drinkers is 

called Relapse Prevention. The key idea is the recognition 

that a commitment to changing the way one lives is a learning 

process, a process in which slips and errors may occur in the 

early phases but should become less frequent as learning 

progresses. Thus, instead of the do-or-die attitude of the 

disease-oriented programs, with their stress on total and per¬ 

manent abstention as the only alternative to disaster. Relapse 

Prevention gives drinkers specific practical help in avoiding 

slips, but also in overcoming slips and learning from mistakes. 

This approach is supported by experimental and theoretical 

research into the dynamics of self-change viewed as a gradual 

learning process rather than instant and total conversion.11 

It is too soon to tell how confidently these various tech¬ 

niques can be applied. For the attempt to help a person re¬ 

shape a way of life is a chancy affair. The old way of life has, 

by its very nature, a powerful momentum that staunchly re¬ 

sists change. Moreover, whether the drinker's family, friends, 

and co-workers are aware of it or not, they may be acting in 

ways that thwart the drinker's efforts to change. Even though 

the intimates of the drinker may not do the drinking, they are 

integral parts of the way of life that centers around drinking. 

In some cases family members and friends are unconsciously 

a part of the problem and not merely victims of it. Today 

some disease-oriented programs also involve the drinker's 

family in efforts to understand and improve family dynamics. 
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although this is somewhat inconsistent with the premise that 

alcoholism is a disease afflicting the drinker. 

Flexible Measures of Success 

One of the major, and most controversial, implications of 

these new approaches is that it is totally unrealistic to view a 

drinker's efforts to change his or her way of life as an all-or- 

none affair. Instead of looking only at changes in drinking be¬ 

havior, one needs to look at all the changes that the drinker is 

trying to make. And instead of judging success in changing 

drinking behavior solely on the criterion of total abstinence, 

one looks to see if there is a substantial reduction in the num¬ 

ber of drinking days a month, or a major reduction in the 

amount typically drunk at any one time, or a marked reduc¬ 

tion in days off the job, or of weeks in the hospital, or of fights 

or squabbles with others. Any of these outcomes can consti¬ 

tute a significant and highly desirable change, even if the 

drinker still drinks or even drinks heavily. 

The measurement of such outcomes and the acknowledg¬ 

ment of the achievements they represent do not mean that 

these outcomes need be set as goals. It is not inconsistent or 

unconstructive to set abstinence as a goal, but to measure in¬ 

termediate events that show a reduction in drinking or a de¬ 

crease in problems caused by drinking. Conversely, once a 

drinker's overall quality of life is used as one of several mea¬ 

sures of success, total abstinence in and of itself is not neces¬ 

sarily a sign of success. 

In many cases a heavy drinker's quality of life is improved 

by abstention, but there is mixed evidence about the effects 

of abstinence on this score. Merely ceasing to drink may 

cause serious psychological or stress-related physical prob¬ 

lems if other aspects of the drinker's way of life have not also 
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changed.12 One cannot simply and without consequences for¬ 

sake a central activity, abandon a preferred coping strategy, 

or disable a defense mechanism—however costly it has proven 

to be. 
Thus to note only whether a heavy drinker achieves absti¬ 

nence or not is to miss a large part of the picture. If after treat¬ 

ment the drinker takes an occasional drink or develops a pat¬ 

tern of abstinence over most of the year with perhaps two or 

three scattered episodes of heavy drinking, these significant 

changes should not be deemed failures. 

New definitions of success also affect the evaluation of 

disease-oriented treatments. A recent large-scale study of Ant¬ 

abuse, for example, showed Antabuse to produce no signifi¬ 

cant increase in the rate of continuous complete abstinence 

over twelve months.13 Assessed by the criterion of total absti¬ 

nence, then, this study was merely the latest in a series that 

have shown Antabuse to be a failure. But these researchers 

also measured the number of days during the year on which 

the nonabstinent drinkers drank, and they found that those 

drinkers who had been prescribed the regular Antabuse regi¬ 

men drank on significantly fewer days than the others. The 

interpretation of this result is difficult because other factors 

were also associated with reduced drinking. But, surely, if 

heavy drinkers will continue to drink, it is preferable that 

they do so on significantly fewer occasions. 

Similarly, a four-year followup study of some 780 alco¬ 

holics in eight alcoholism treatment centers reported that 

while about 30 percent of the subjects achieved long-term 

abstinence, significant decreases were found in the rate of 

drinking (down by 70 percent), physical dependence symp¬ 

toms (down by 60 percent), and problem drinking (down 

from over 90 percent to 54 percent).14 To ignore such out¬ 

comes or to place the less frequent, lighter drinkers and the 

more frequent, heavier drinkers in the single category of "fail¬ 

ure to abstain" is counterproductive, both for the drinkers 
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who are trying to improve their lives and for researchers who 

are seeking better ways of helping heavy drinkers. 

Another part of the process of redefining measures of suc¬ 

cess is redefining measures of problem drinking. If a former 

heavy drinker still drinks, but much less than before, and also 

gets a divorce, should the divorce be tabulated as an alcohol- 

related domestic problem? Perhaps the divorce was part of 

the drinker's solution to deeper underlying problems. Thus 

the notion that certain events (divorce, quitting a job, leav¬ 

ing town) are per se evidence of problems oversimplifies the 

meaning of the event in the life of a particular individual. 

Inevitably, the new flexibility opens up much room for 

disagreement. Once one discards the dichotomy of absti- 

nent-nonabstinent, one faces difficult distinctions in deciding 

which behaviors, attitudes, and events are to be considered 

positive outcomes for a particular drinker. For example, one 

research team, in analyzing the results of treatment of a large 

number of heavy drinkers, used the category "returning to 

normal drinking."15 The team was criticized in several quar¬ 

ters because the criteria for this category were implausibly 

high: individuals were classified as "returning to normal" 

even if they were having as many as six or seven drinks a day 

and had in the preceding month as many as two blackouts, 

two days missed from work because of alcohol, and four epi¬ 

sodes of morning drinking. For Vaillant, among others, "even 

one of these symptoms in a year would be considered evi¬ 

dence of alcohol abuse."16 

A reanalysis of the data segregated all those originally clas¬ 

sified as "returning to normal drinking" into two groups: those 

showing any physical symptoms or alcohol-related adverse 

consequences at the followups and those showing no symp¬ 

toms or adverse consequences related to drinking. Slightly 

more than half of those originally classified as normal drink¬ 

ers under the original, more generous definition showed no 

physical symptoms or alcohol-related problems either at the 
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eighteen-month or four-year followups, despite their continu¬ 

ing to drink. After four years, 12 percent of those who were 

physically dependent at admission to treatment were non- 

abstinent and yet drank without any problems, as did 30 per¬ 

cent of those who at admission were somewhat physically de¬ 

pendent.17 Such figures, which are broadly consistent with 

the ranges reported in other studies, suggest that—contrary 

to the orthodox position of A.A. and other disease-oriented 

approaches—physical dependency does not rule out a return 

to moderate drinking. 

The discovery that at least some heavy drinkers are able to 

drink in moderation has also sparked a bitter controversy 

about whether, at least for some drinkers, a form of moder¬ 

ated or controlled drinking might be preferable to abstinence 

as a goal. 

Controlled Drinking 

Controlled drinking has become the umbrella term for the 

notion that abstinence need not be the only reasonable goal 

for the heavy drinker seeking help.18 One study, for example, 

compared a treatment program that was abstinence-oriented 

with another that had controlled drinking as its goal.19 Judged 

by the criterion of total abstinence, the two approaches were 

equally successful: about one third of each group remained 

abstinent for a year after treatment. But among those subjects 

who did not maintain abstinence, the differences were strik¬ 

ing. On an overall index of posttreatment drinking, which 

used pretreatment behavior as a baseline, the drinkers in each 

group were roughly comparable directly after treatment, at 

about the 50 percent level. By the third month after the pro¬ 

gram, the average level of drinking for those in the abstinence- 

oriented group had climbed to 70 percent of their pretreat¬ 

ment drinking level, while the group that had been taught 
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strategies for controlled drinking were at about the 20 percent 

level. By six months, the respective figures were about 50 per¬ 

cent and 5 percent, and at twelve months about 35 percent 

and 10 percent. Thus, over time the controlled-drinking group 

on average reduced their drinking far more than the absti¬ 

nence group. 

The fear prevalent among alcoholism treatment profes¬ 

sionals and staff is that controlled drinking may all too easily 

give way to uncontrolled drinking. Some have called the 

adoption of controlled drinking as a treatment goal "danger¬ 

ous and irresponsible."20 The most virulent opponents have 

publicly stated that even the publication of scientific studies 

on the possibility of controlled drinking can "literally kill 

alcoholics."21 

The controversy began in 1962, when D. L. Davies called 

attention to the accumulation of reports on diagnosed alco¬ 

holics who had shifted to controlled drinking.22 Davies was 

sharply criticized; an unprecedented seventeen commentaries 

were published by the journal that had originally printed his 

article, and critical remarks were widely published in the 

press. An even more excoriating response, including a hostile 

and dramatic press conference called by the National Council 

on Alcoholism, was prompted in 1976 when an extensive na¬ 

tional study reviewed the rapidly growing literature on con¬ 

trolled drinking and added confirmatory results.23 Unfortu¬ 

nately, legitimate criticism of the study was lost in the barrage 

of condemnation, with some declaring the report dangerous 

or undeserving of notice and others wondering aloud if the 

report should have been suppressed. 

In between these two battles in the war over controlled 

drinking, in 1972, Mark Sobell and Linda Sobell issued their 

groundbreaking report detailing the successful results of their 

elaborate and carefully evaluated program of controlled drink¬ 

ing.24 A decade's worth of reasonable debate about the So- 

bells' work exploded into controversy in 1982 when Mary 
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Pendery and her coauthors published a highly critical review, 

which appeared in Science and was widely reported in the 

press.25 The fireworks led to the appointment of a scientific 

commission to review the Sobells' study and, because the 

Sobells had received federal funds, a congressional staff in¬ 

vestigation. The final reports of both the commission and the 

investigation defended the integrity of the Sobells' work. 

Pendery's study itself was subsequently criticized at length 

by other researchers for having cited data out of context.26 For 

example, Pendery stressed the grim fact that four of the sub¬ 

jects the Sobells had reported as successful controlled drink¬ 

ers had died within ten years after completing the program; 

the resumption of heavy drinking was suspected as a con¬ 

tributing cause in these deaths. But Pendery failed to mention 

that in the equivalent comparison group, which received or¬ 

thodox abstinence-oriented treatment, six subjects had died 

within the ten-year period. Placed in context, then, the mor¬ 

tality rate for the controlled drinkers showed that controlled 

drinking has its risks and failures, but that it may prove to be 

a significantly more successful method than abstinence for at 

least some drinkers. 

One of the studies often cited to discount the usefulness of 

controlled drinking as a goal is a report on a controlled drink¬ 

ing program in which none of the subjects were successful.27 

But these subjects started with a poor prognosis, and the re¬ 

searchers took the worst day during a four-year followup pe¬ 

riod as the measure of success. Thus if a subject drank heavily 

once during the four years, he or she was counted as a total 

failure. 

Despite the objections and criticisms, the literature on the 

numbers of former heavy drinkers who maintain moderate 

drinking continues to grow. A recent rigorous study reports 

that among socially adjusted former heavy drinkers, the ma¬ 

jority were social drinkers rather than abstainers.28 From the 

statistical data, researchers are beginning to extrapolate por- 
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traits of those drinkers who profit most from therapies that 

teach controlled drinking. For example, most heavy drinkers 

aged forty or older who show signs of severe physical depen¬ 

dence and who acknowledge themselves to be alcoholics tend 

to do better in programs aimed at abstinence, while heavy 

drinkers under forty who have moderate physical symptoms 

may be more successful if they learn to drink moderately 

rather than aim at abstention.29 

These generalizations, of course, are quite broad, and a 

host of other factors must be taken into account in setting 

goals for an individual drinker. Indeed, within every statis¬ 

tical category (for instance, age, socioeconomic status, drink¬ 

ing history) a significant proportion of drinkers diverge from 

the overall pattern. Thus again, as we have noted before, no 

one approach can be expected to be effective for all heavy 

drinkers. 

As we move from large-scale statistics to the individual 

drinker in search of help, four additional issues arise. First, 

putting aside the question of long-term effectiveness, some 

researchers who are sympathetic to controlled drinking stress 

the value of the concept in encouraging heavy drinkers to 

seek help and to moderate their drinking. In contrast, drink¬ 

ers who have been misinformed that a return to moderation is 

always impossible, that the only alternative is total absten¬ 

tion, may be so discouraged or frightened by the immensity 

of the goal that they reject any thought of seeking help.30 

Second, for heavy drinkers who are trying to address their 

problems, the concept of controlled drinking can have the 

salutary effect of acknowledging human fallibility. If back¬ 

sliding is viewed as a normal event in the difficult effort to de¬ 

velop new habits, attitudes, and responses, then mistakes 

along the way are not viewed as devastating failures but as 

natural missteps in discovering a new path. 

Third, at this time global conclusions about the practicabil¬ 

ity of controlled drinking as a goal are premature. We need to 
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develop more specific and nuanced ways of categorizing, 

measuring, and discriminating different patterns of drinking 

and associated phenomena. It is simply too soon for us to 

know how to respond to qualified objections like the follow¬ 

ing: "We do not challenge the reports of Sobell and Sobell that 

individuals with alcohol dependence can become controlled 

drinkers, although even here the concept of controlled drink¬ 

ing needs elaboration. We do doubt, based on our own clini¬ 

cal experience and a review of the literature . . . that many 

gamma alcoholics with significant physical dependence can 

become controlled drinkers."31 

Fourth, the question of what constitutes controlled drinking 

for a given drinker remains a point of controversy. Some re¬ 

searchers find controlled a misnomer for drinking that is still 

relatively heavy and erratic in frequency and duration. 

Finally, it is worth noting that controlled drinking pro¬ 

grams for problem drinkers are routinely available in other 

countries, especially the United Kingdom, Canada, and Nor¬ 

way. In the United Kingdom, for example, three-fourths of 

the clinics offer controlled drinking as an alternative.32 But in 

our country, the ideological preoccupation with the disease 

concept of alcoholism has forestalled the establishment of 

programs with goals other than total abstinence.33 

Conclusions 

The new perspective on heavy drinking suggests that all 

aspects of treatment—methods, goals, measures of success— 

must be carefully chosen to reflect the individual drinker and 

his or her way of life. For to alter one's drinking behavior is a 

complex achievement that often requires a difficult struggle to 

reorganize one's life and learn to live differently. But, as the 

data show, heavy drinkers who are motivated to change and 

who are persistent in the face of setbacks can change if they 
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are given the appropriate tools and strategies for reshaping 

their lives.34 

All the newer approaches also emphasize that the drinker 

must accept responsibility and play an active role in bringing 

about the desired change. No longer is the heavy drinker 

viewed as a victim of disease, a passive patient who will be 

treated by an expert: "In contrast with the disease model and 

its emphasis on the uncontrollable . . . self-control theorists 

have emphasized that the individual is capable of exercising 

control and assuming responsibility."35 However, it seems 

equally crucial that heavy drinkers assume such responsibili¬ 

ties "without berating themselves for their role in creating 

these problems."36 As one author puts it, heavy drinkers 

must learn to accept "[that] imperfection exists, that negative 

feelings will return, that slips will occur, and that insoluble 

problems and a sense of inadequate rewards will never dis¬ 

appear entirely. . . . [0]nly those who are willing to tolerate 

the uncertainty of a life without the addiction and who be¬ 

lieve they can tolerate it will succeed in doing so." 37 
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CHAPTER 7 

Social Policies to Prevent 

and Control Heavy Drinking 

In addressing the prevalence of alcohol abuse in our coun¬ 

try, programs that offer assistance and guidance to individual 

drinkers are obviously only part of the solution. Clearly, 

society will never be able to persuade all the drinkers who 

need help to seek it out. And if even a fourth of those who 

need help were to seek it, the therapeutic resources—staff, 

administration, and public health or private insurance fund¬ 

ing—would be strained well past their limits. Furthermore, 

as we noted earlier, most of the drinkers who encounter se¬ 

rious problems associated with alcohol are not long-term 

heavy drinkers. Programs have generally not been designed 

to assist these problem drinkers; nor can we expect these 

drinkers to seek help in time, before they fall into trouble. 

Thus, in addition to encouraging heavy drinkers to seek 

help and providing the most effective kinds of services, we 

need to consider how best to prevent people from becoming 

heavy drinkers in the first place and how to discourage ex- 
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cessive consumption by people who have already started 

abusing alcohol. Since we now know that even the heaviest 

of drinkers do moderate their drinking in response to such 

disincentives as increases in cost or inconvenience (see Chap¬ 

ter 2), we can begin to contemplate new social policies specifi¬ 

cally intended to depress consumption. 

The new perspective on heavy drinking as a way of life, 

and not a faceless disease, opens up new avenues for educa¬ 

tional, legal, economic, and political measures that could in¬ 

fluence the choices of current and prospective heavy drinkers 

by affecting their perceptions of the short-term and long-term 

costs and benefits of drinking. 

At the same time, we must be realistic. No set of social poli¬ 

cies, however broad or imaginative, will eliminate alcohol 

abuse because "drinking is an important and ineradicable 

part of [our] society and culture."1 The task at hand is not to 

solve a problem once and for all, but to continuously manage 

a perennially challenging social predicament. In a nation of 

some 240 million people, any measure that influences the 

drinking behavior of even 1 percent of teenagers or adults will 

each year save thousands of lives and prevent countless epi¬ 

sodes of alcohol-related personal, medical, and social distress. 
The progress that our nation has made in the past twenty 

years in reducing cigarette smoking can serve as an inspiring 

example of the combined overall effect of many measures, 

each of which may seem relatively limited. The percentage of 

the population that smokes has significantly declined, in part 

because many smokers have quit and in part because fewer 

nonsmokers are taking up smoking. Contributing factors to 

this cheering result include: 

adverse publicity generated by the Surgeon General's 
reports 

prohibition of cigarette advertising on television and 
radio 
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mandatory health warnings on each package of cigarettes 
and in each print ad or billboard 

increases in price and in taxes on cigarettes 

increase in public service advertising against smoking 

dissemination of new research on the health risks of 
smoking, particularly for pregnant women and people 
who have ailments such as high blood pressure or heart 
disease 

dissemination of new research on the hazards of second¬ 
ary smoke to nonsmokers and subsequent redefinition 
of smokers' and nonsmokers' rights in the workplace 
and in other public places. 

Similarly, we have seen broad national changes in other 

health-related daily activities. On the average we are eating 

less beef and more fish, fewer eggs and more grains; and 

more of us are exercising more regularly than Americans did 

thirty years ago. 

Drinking as an 

Influenceable Behavior 

The overall theme that must guide social policies on heavy 

drinking is that we are not dealing with an illness but with an 

activity that—like bad diet, lack of exercise, or smoking— 

tends to cause illness. The main line of attack must focus on 

the imprudent forms of behavior that become importantly en¬ 

meshed in a person's way of life and that may later lead to ill¬ 

ness. If we can prevent or reduce the harmful behavior, the 

medical problems will never arise. 

Studies sponsored by the National Research Council have 

pioneered the domain of large-scale, mass-oriented measures 

to manage our nation's alcohol problems. As one of these re¬ 

ports argued, "The possibilities for reducing the [alcohol] 
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problem by preventive measures are modest but real and 
should increase with experience; they should not be ignored 
because of ghosts from the past/'2 (Surely, one of these 
ghosts is the classic disease concept, with its emphasis on 
heavy drinking as a medical problem.) Although experts still 
disagree about which techniques are the most promising, 
support for the measures described in this chapter is wide 
enough to warrant their serious consideration.3 

One cluster of techniques is aimed at reducing the avail¬ 
ability of alcohol. No one is proposing that we reenact Pro¬ 
hibition—although during its tenure alcohol consumption 
and the incidence of alcohol-related illness declined. The 
issue, rather, is whether alcohol should be as conveniently 
and cheaply available as it now is in many states. Might in¬ 
creasing liquor taxes, reducing the number of stores licensed 
to sell beer and liquor, or mandating an earlier closing time 
for bars reduce alcohol abuse without interfering too much 
with the preferences and pleasures of social drinkers? Let's 
look at the evidence on the likely effects of specific measures. 

State and federal liquor taxes, a key component of retail 
liquor prices, have not increased at anything like the rate of 
inflation since the 1950s. Thus the real cost of liquor has 
dropped. As a number of studies have shown, a decrease in 
the real cost of alcohol tends to be followed by a rise in con¬ 
sumption levels; and an increase in the real cost tends to 
lower consumption levels. Moreover, moderate changes in 
cost affect consumption throughout the drinking population, 
including long-term heavy drinkers.4 

Calculations based on prices in 1981 tell us, for example, 
that an increase of sixteen cents in the cost of a fifth of liquor 
would reduce liver cirrhosis mortality by 1.9 percent—or, 
since about 30,000 people in the U.S. die from this liver dis¬ 
ease each year—by about 600 deaths. On this same basis, 
doubling the federal liquor tax from $1.68 per fifth of liquor to 
$3.36 would decrease cirrhosis mortality by about 6,000 cases 
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each year. And we should note that had the federal liquor tax 

kept up with inflation since 1951, today the tax would be 

about $5.00 per fifth of liquor.5 

Of course, even among the heaviest drinkers, only a mi¬ 

nority die of liver cirrhosis. But at least one researcher affirms 

that "it is a reasonable assumption that changes in cirrhosis 

mortality reflect changes in all those problems that result 

from the chronic heavy use of alcohol."6 If indeed this is true, 

a decline in cirrhosis would be a bellwether of declines in 

other alcohol-associated illnesses, accidents, and deaths. Fur¬ 

thermore, any drop in consumption by drinkers who are 

not long-term heavy drinkers would also yield positive bene¬ 

fits, especially since this group is far larger than the chronic 

alcohol-abusing population. 

Most unfortunately for the purposes of public understand¬ 

ing, deaths or accidents that are prevented by sound public 

policy are measured in statistics that cannot be filmed for 

TV, that do not appear on hospital records or police blotters, 

and are not the subjects of news stories. There is no easy way 

to dramatize the great human suffering and family tragedies 

that do not take place but would have had it not been for an 

increase in the price of alcohol. And while our intuition may 

tell us that sixteen or sixty cents can't make much difference, 

minimal price increases do produce real effects. 

Other aspects of alcohol availability also seem to influence 

consumption. A case in point: When legal restrictions on li¬ 

quor purchases were greatly liberalized in Finland in the 1960s, 

alcoholic beverage consumption rapidly doubled. While other 

influences were at work as well, there was a significant causal 

relation between the liberalized availability and the rise in 

consumption.7 

The number and diversity of retail alcohol outlets is gov¬ 

erned by state licensing, and states could take it upon them¬ 

selves to experiment with limits on the number and location 

of distribution outlets and their hours of service. In turn, the 
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demand for licenses is influenced by the profitability of li¬ 

quor sales, and steps could be taken to modestly reduce prof¬ 

itability—enough to make a marginal difference—without 

being oppressive or confiscatory.8 The goal of such measures 

should not be to massively curtail liquor sales, only to provide 

a bit of added inconvenience that might marginally discour¬ 

age purchases. 

Legitimate questions have been raised by experts about the 

adequacy of the evidence for these approaches.9 But mea¬ 

sures to control the availability of alcohol are at least worthy 

of a public hearing and, if nothing else, they can turn the 

course of public debate toward the notion that modest mea¬ 

sures—rather than grand sweeping solutions—are the best 

tools we have. 

Of course, the liquor interests generally oppose any regu¬ 

lations aimed at reducing overall levels of consumption, and 

even the most modest proposals on pricing or licensing will 

elicit intense lobbying. The fate of any effort to pare liquor 

sales will therefore require a broad political coalition con¬ 

vinced that minor adjustments in the liquor laws can achieve 

a positive marginal effect. 

That such measures will only affect casual drinkers, that 

heavy drinkers are oblivious to price hikes or reduced avail¬ 

ability, is a fallacious residue of the disease concept of alco¬ 

holism, a ghost from the past. 

Social Norms 

The National Research Council study also recommends that 

broad educational, advertising, and public information cam¬ 

paigns be undertaken to change our society's drinking cus¬ 

toms and attitudes. The alcoholic beverage industry spends 

$1 billion a year on advertising and receives what amounts to 

free advertising whenever television programs or movies 
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show attractive people in attractive settings routinely drink¬ 

ing, often heavily, as an integral part of their activities. (On 

television the beverage most often consumed is distilled li¬ 

quor, even though in real life only about 16 percent of the 

beverages drunk by Americans are alcoholic.)10 

Recent public service advertising seems already to have 

had an effect on shaping opinion and attitudes.11 In the past 

few years there has been a significant shift away from the 

harder liquors to low-alcohol and nonalcoholic beverages. 

Legal Liability 
and Social Responsibility 

Other specific efforts have been aimed not so much at the 

drinker but at the server, the host at a private party and the 

bartender at the neighborhood pub. New programs for train¬ 

ing those who serve liquor to the public, for example, are in¬ 

tended to give servers a new sensitivity to and sense of re¬ 

sponsibility for their customers' drinking and subsequent 

behavior.12 

Although refusing to serve a visibly intoxicated person 

may initially seem socially awkward or intrusive on the rights 

of drinkers, the extension of social and legal responsibility to 

private hosts and bartenders is only one more example of 

contemporary social expectations about the liabilities that fall 

to the providers of goods and services. In all areas, manu¬ 

facturers and distributors are required to attend to product 

safety, which includes the design, manufacturing, and label¬ 

ing of products, and they are required to warn buyers of po¬ 

tentially dangerous products about the hazards of misuse. Of 

course, the individual drinker must be held to account for ir¬ 

responsible conduct, but others who negligently contribute 

to that irresponsible conduct can no longer consider them¬ 

selves blameless. 
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Increasingly, the courts are therefore holding bars and res¬ 

taurants liable for damage committed by patrons who drank 

excessively and then caused harm while drunk. Recognizing 

that no one can be infallible in judging when to refuse service, 

state legislatures are moving to protect bartenders who com¬ 

plete server's intervention training from legal liability. 

Changing attitudes and customs are also encouraging pri¬ 

vate hosts to assume some responsibility—moral, if not le¬ 

gal—in serving alcohol to their guests. Again, the goal is not 

to preach abstention, but to curtail excessive drinking. Hosts 

need not hover over guests, but neither should they feel that 

ignoring obvious intoxication is correct etiquette or socially 

gracious behavior. 

Protective Measures 

Another set of social policies is intended to minimize the 

harms associated with heavy drinking. The core strategy re¬ 

sembles our approach to traffic safety. Even though we en¬ 

courage every driver to be careful, a certain number will on 

occasion drive recklessly. We hold these drivers responsible 

for any harm they cause, but we also take practical measures 

to prevent or minimize the damage. We know that traffic 

lights at dangerous intersections are more effective than signs 

urging people to drive more carefully; that road bumps are 

more effective than posting a speed limit of five miles an 

hour; and that freeway median barriers are more effective 

than double yellow lines in preventing head-on collisions. We 

also press for better safety features in the automobiles we 

drive and stronger enforcement of traffic laws. 

In sum, we try to prevent negligence and recklessness but 

also to minimize the damage to the innocent, and even to the 

guilty, from the accidents that do occur. Along this line, we 

could reduce the carnage associated with excessive drinking 
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by demanding more research on simple and cheap devices to 

prevent the operation of dangerous machinery—automobiles, 

trucks, cranes, trains, buses—by anyone who falls below a 

certain level of muscular and mental coordination due to in¬ 

toxication.13 At least four states now require ignition-lock de¬ 

vices on the cars of convicted drinking-driver offenders to 

prevent the car from being started by a driver who fails to 

pass a breathalyzer test. Evaluation of the long-term practical 

efficacy of such devices in forestalling drinking and driving 

remains to be done, but even a 10 percent reduction would be 

considered a success by the authorities.14 The proper question 

is not whether these devices are foolproof, but whether they 

produce some significant results, however modest, that pre¬ 

vent some traffic fatalities and injuries. 

The costs of these protective measures have to be related to 

the moral and financial costs of the accidents that would 

otherwise have occurred. But just as insurance reimburses the 

victims of carelessness instead of relying solely on the care¬ 

less offender to pay, social measures can be adopted to reduce 

harms caused by careless or reckless drinkers.15 

Conclusions 

I could continue to list all the important social strategies in¬ 

tended to reduce alcohol abuse in this country: increasing 

traffic penalties for drunk driving, instituting random road 

checks, enforcing the prohibition of sales to minors, rewriting 

the regulations governing advertising, and a host of other ap¬ 

proaches. But this is not a book about the entirety of alcohol 

use and abuse in modern America. 

Rather, my aim has been limited to calling to the reader's 

attention the scientific evidence that disproves the classic dis¬ 

ease concept of alcoholism and encourages an alternative 

perspective: seeing heavy drinking as a meaningful part of 
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a drinker's way of life. Once we leave behind the disease 

concept, which emphasizes medicine and individual treat¬ 

ment for a supposedly involuntary symptom, we can adopt a 

broader view: that what takes place in the drinker's environ¬ 

ment may be more important than what takes place in the 

drinker's body. 
Thus in this chapter I have not attempted to present a com¬ 

plete inventory of social experiments. But I trust that I have 

offered enough empirical evidence and authoritative opinions 

to establish the principle that social strategies can have an 

effect even on so-called addicted drinkers, as well as a salu¬ 

tary influence on potential heavy drinkers. Just as we hope 

that troubled individual drinkers can reshape their ways of 

life, so too can we as a society begin to reshape our attitudes, 

beliefs, and behaviors concerning alcohol abuse. 
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AFTERWORD 

I wrote this book out of a sense of urgency, believing it was 

imperative to inform the general public of the latest research 

on heavy drinking and of the sea change that has occurred in 

professional scientific circles. Because I knew that outdated 

and often false ideas were firmly rooted in most people's 

minds, I felt that this was not an occasion for pussyfooting 

around the evidence nor for presenting a numbingly detailed 

analysis of every bit of the evidence. But I have tried to use 

the sources responsibly and fairly, if somewhat confronta- 

tionally, to illuminate the central issues that ought to concern 

the general public. 

As we have seen, scientists are far from agreeing on an ex¬ 

planation of why some people become heavy drinkers, and 

there is no unanimity about how best to help chronic heavy 

drinkers. But whatever specific views seem most persuasive 

to you about the causes or treatment of heavy drinking, there 

are some broad premises and conclusions we all must accept. 

Clearly, we can never hope to prevent all alcohol abuse in our 

society. Social drinking is pervasive in our history and cul¬ 

ture, and every social activity is subject to abuse. Nor should 
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we expect that anyone will develop a therapeutic regimen 

that will help every heavy drinker change his or her way 

of life. 

Yet we need not throw up our hands in despair. Although 

we must surrender all utopian dreams of a technological 

breakthrough that will make the problem disappear, we can 

take heart in several of the findings reported in this book. 

First, to some degree the problems of heavy drinkers are self- 

limiting; that is, many heavy drinkers, without any formal in¬ 

tervention, do return to moderate drinking or abstinence. 

Second, researchers are continuing to learn more about ways 

to help heavy drinkers who do seek assistance. Third, we 

have recently seen a healthy increase in local and national ex¬ 

perimentation with social policies designed to discourage ex¬ 

cessive drinking. 

I suspect that many of you know someone who is a heavy 

drinker or a problem drinker and that you are wondering 

what can be done to help that person. At this time, there 

are no simple answers. Heavy drinkers can and do learn to 

change their ways of life—and far more often than the adver¬ 

tisements for disease-oriented treatment centers would have 

us believe. But there is no guaranteed technique, no magic 

formula that will prompt or produce this change. 

I know that this answer is not the one most people want to 

hear. Yet rather than succumbing to the promises of the latest 

fad, we need to be candid about our knowledge and our igno¬ 

rance. I hope that in this book I have made a start in that di¬ 

rection by debunking some of the myths and mistruths that 

have so long dominated the discussion of heavy drinking. 
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