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MEDICAL PRACTICE

Alcohol and Alcoholism

Overture to the alcohol debate

RICHARD SMITH

When World Medicine asked six well-known doctors how they
should spend their last minutes if the nuclear bombs were
dropping four of them in the few sentences allotted mentioned
drinking alcohol.' Though the feature was hardly serious, it is
one illustration of how important alcohol is today. In the last
20 years alcohol consumption in Britain has roughly doubled
(figure) and the same trend has been seen in most Western
countries.2 From 1960 to 1972 world production of beer
increased by 68"', of spirits by 61°, and of wine by 19°U.' The
drink industry two years ago was predicting that this trend would
continue: whisky consumption was expected to rise between
1978 and 1991 by 6-32°0 and beer consumption by 2100
between 1977 and 1988.* Associated with the increase in
consumption has been an increase in the many forms of
individual and social damage associated with alcohol.2 Also
rising is the concern of those most closely associated with
alcohol problems, and a bandwagon to reduce the harm is
rolling.

Alcohol problems have moved on to the agendas of many
international, professional, and governmental committees. In
the last four years the World Health Organisation Expert
Committee,4 the Department of Health and Social Security
Advisory Committee on Alcoholism,5 the House of Commons
Expenditure Committee,6 the Royal College of Psychiatrists,2
and, most recently, the Central Policy Review Staff (the
Government "think tank")7 have considered the problem. All
have reached similar conclusions and have recommended that
the Government at the very least should not allow alcohol
consumption to rise any further. No radical action has yet been
*In fact, in the second quarter of 1981 beer production in Britain was down
by 7-8 compared with the same quarter for 1980. Wine consumption
increased by about 11 in 1980, however, and spirit consumption rose by
about 5 %o. The Brewers' Society thinks that beer production has fallen
because of the recession, continuing inflation, tax increases, and the poor
weather early this summer. It does not think that the fall will continue, but
prediction is a difficult art in such uncertain times.
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taken, however: indeed the think tank report was suppressed.
But if alcohol consumption and harm continue to rise then the
Government may eventually be obliged to act.
These committees have begun to consider alcohol problems

not only because alcohol-related harm is increasing but also
because our understanding of alcohol problems has undergone
a revolution in the last 20 years. In the years after the second
world war consumption and damage were both comparatively
low, and in the heady days of the first antibiotics and the
appearance of the National Health Service few health workers
or scientists in Britain were much interested in alcohol problems.
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Alcoholism was assumed to be a disease that affected only a

small proportion of the population, who were peculiar in some

genetic, biochemical, or psychological way. This idea was

acceptable to both alcoholics, who were better off being thought
sick rather than bad, and the drink trade, who could push alcohol
sales confident that most people could not be harmed. No
evidence was available to support this concept of alcoholism-
it was simply assumed to be so.

Alcohol is what matters

Now that data have become available from around the world
on how individuals and societies use alcohol these old ideas have
changed. Separating alcoholics from non-alcoholics has proved
to be impossible. The drinking pattern of many groups has been
surveyed, and graphs showing how much people drink are

always unimodal: there is no discrete population of individuals
who drink more than everybody else.8 Furthermore, longitudinal
studies have shown that individuals can begin to drink more

and move into a phase where they have symptoms associated
with alcohol dependence, and, conversely, if they begin to drink
less they can move out of this phase.9 Certainly some people
and some groups-for example, women-are more vulnerable
than others to damage by alcohol but it seems as if everybody,
given sufficient alcohol, is capable of becoming dependent.

Another reason for health workers, researchers, and govern-

ments to concentrate on alcohol rather than alcoholism is the
great range of alcohol-associated damage. As well as the physical
and mental damage agsociated with long-term alcohol abuse
there is all the damage associated with intoxication. Many of
the people killed in accidents on the road, in the home, and at

work are not alcohol addicts-they may be only occasional
drinkers. Alcohol is also associated with suicide, crime, violence,
family breakdown, self-poisoning, and various cancers: alcohol
misuse is a social disease with medical complications. Few of
these problems result directly from alcohol, however, and a

society that consumed less alcohol would not necessarily have
less suicide, crime, or violence.

But it does seem that most of the various measures of alcohol
damage do correlate with a society's consumption of alcohol.
Indeed, the French demographer Ledermann was so impressed
by survey data showing the relationships between amount of
alcohol consumed, the number of heavy drinkers, and the degree
of alcohol-associated damage in various populations that he
developed a mathematical model to explain the relationships.10
His mathematics have since been criticised,8 1112 and patterns

of alcohol damage within groups found to depend on more than
the total amount consumed.13 Nevertheless, virtually everybody
who studies alcohol problems is agreed that the more alcohol a

group consumes the more alcohol-associated damage will result.
This important idea (the details of which will be discussed in
the next article), which has probably changed thinking on

alcohol problems more than any other, has led to proposals
that the answer to alcohol problems lies less with health and
social workers and more with politicians.'4

Costs and benefits of alcohol

In these days of financial stringency, when an issue becomes
a political one a cost-benefit analysis is called for. The aim
seems to be to convert every plus and minus to one measure-

money-and then hope that the best policy will become clear.
This is a difficult exercise for alcohol because the forms of
damage are so diverse, the data are weak, and both costs and
particularly benefits are hard to measure in money terms.

Cost-benefit analyses of alcohol tend to concentrate on costs.

Most people in Britain drink (as opposed, for example, to

Ireland, the United States, and Scandinavia, where about

20-40% of the population does not drink) and presumably are

aware of the benefits. Those people who drink a little live longer
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than those who do not drink at all.;) 16 Whether this means there
is benefit to be had from moderate drinking or whether those
people who do not drink at all are odd in some way is not
entirely clear, but some researchers believe that moderate
drinking protects against heart disease.'6 17

Benefits to individuals may be hard to define, but hard
figures can be put on the benefits to the British economy. In
1979 terms Britain spent C9000m on alcohol-8"'/, of all
consumer outlay.'" The drink trade provides about 700 000 jobs,
the Government raises C3500m in revenue from alcohol, and
a balance of trade surplus of C500m results from alcohol.'8 With
alcohol providing so much revenue, jobs, and exports, the
Government is understandably unwilling to take any political
action to limit consumption.

Yet the costs of alcohol are not only a formidable amount of
suffering, but also very real economic ones incurred through
treatment programmes, social services, lost productivity, damage
due to accidents, and policing and legal costs. (These activities
too employ many people, a cynic might observe.) A DHSS
study group added up these costs-necessarily making some
bold guesses in the process-and came up with a total annual
cost for 1977-78 of£650m.'9 And this, as the authors explain
and the Office of Health Economics agrees,'8 is a conservative
estimate that does not attempt to put a figure on suffering. An
American Government estimate of the community cost of
alcohol was $43 billion in 197520-about C25 000-130000m in
1981 terms.18 An Institute of Medicine study group has
suggested that even these figures were an underestimate, and it
thinks a more likely figure for 1978 was $60 billion.

Human costs

Whatever the exact economic cost, the human costs of
alcohol abuse are enormous. Estimating the number of people
dependent on alcohol is difficult: the two main problems are
defining what constitutes dependence and discovering how
much people drink. One San Francisco study showed that a
strict definition of alcoholism produced a prevalence rate of
three per 1000, while criteria that included any drinking problem
past or present gave a prevalence rate of 272 per 1000.21 Clearly,
where the epidemiologist draws his line makes a big difference.
Generalising from figures obtained in one group in one area to
produce figures as to how many alcoholics or problem drinkers
there are in Britain is also unreliable. Consequently, estimates
of the number of alcohol-dependent people in England and
Wales vary from 70 000 to 240 000 and those for the number of
problem drinkers from 500 000 to 1 300 000.18
Adding up deaths caused by alcohol is also difficult. Alcohol

plays a prominent part not only in deaths from cirrhosis,
accidents, and suicide but also in some deaths from cardio-
vascular, infective, respiratory, and gastrointestinal conditions.
Alcohol abuse probably also contributes to the perinatal
mortality rate and the incidence of malformations.22 The Office
of Health Economics estimates that alcohol causes about 5-
10 000 premature deaths annually in Britain.18
But unlike cigarette smoking, alcohol abuse contributes much

more to morbidity than mortality. To know the number of
hangovers a year in Britain and how many people work below
capacity because of alcohol problems would be fascinating, but
these figures are not available. The DHSS study group, however,
estimated that sickness absences from work due to alcohol cost
about /200m annually in 1977-78.'8 About 70 000 individuals
were found guilty of drunkenness on roughly 110 000 occasions
in 1980.1 7 Finally, alcohol misuse is associated with crime,
mental illness, and violence in ways that are hard to explain or
measure.

So what kind of response can be made to this tide of problems,
all of which have been increasing for the last three decades ? The
traditional response has been to try to help the individuals
damaged by alcohol rather than prevent the problem at source
(although precedents exist of the Government acting to reduce
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alcohol consumption-for example, in 1751, 1828, and 1914).
But there are serious problems with this treatment response.

Firstly, a considerable gap seems to exist between the number
of people in the community who have alcohol problems and the
number who receive any treatment. One study in south London
found a prevalence rate of 3 5 "

0 of people with alcohol problems,
while in that year only 016)(, had received any treatment for
alcohol problems.23 This difference is due in part to one figure
being a prevalence and the other an incidence; also not all of
the problems concerned in the prevalence study would need or
deserve treatment. Nevertheless, many people who have
problems do not receive any treatment. Studies in general
practice have supported this finding.21 These "unknown
problem drinkers" raise serious logistic problems for the
treatment agencies. As it is the agencies in Britain are over-
stretched and underfunded.26 If they were suddenly asked to
treat thousands more patients they would not be able to cope
-as they could not when a Health Education Council campaign
in north-east England encouraged people with drinking problems
to come forward for treatment. Many came forward and
swamped the available services.

Secondly, doubts exist whether treatment makes much
difference to outcome.27 Martin Plant, somebody who has spent
a long time researching the use and misuse of alcohol, said to
me: "Whatever kind of drug addiction you consider treatment
doesn't seem to matter much-whatever the treatment a third
get better, a third stay the same, and a third get worse."
Edwards's well-known study presents some support for this
generalisation28: 50 alcohol-dependent men treated intensively
with all the facilities of an alcohol unit did just as well (or
badly) after one year as a control group simply given a solemn
warning. One of the main conclusions from a large review of
outcome studies was that it was easier for incorrect treatments
to retard recovery than for proper ones to hasten it.29

In some ways the results of these studies are encouraging.
They might be taken as meaning that a general practitioner
could do a great deal to help patients with alcohol problems in
a short time and with limited resources. Russell et al have shown
that general practitioners effectively help patients stop smoking,30
and perhaps a similar study for alcohol patterns would give
equally encouraging results. At the moment general practitioners
seem to be pessimistic about the results of treating people with
alcohol problems.31 This pessimism about outcome, rather than
because general practitioners are not detecting patients with
alcohol problems, may be the reason why general practice is
making so little impact on the current tide of alcohol problems.
Another way of helping problem drinkers is at work, and this

has become popular in the United States.'2 The advantages are
that problems can be detected at an early stage and that both
employees and employers are strongly motivated to co-operate
when livelihoods are at stake. Some impressive treatment results
have been seen in some industries in the United States,'2 but
British companies have been slow to develop alcohol pro-
grammes, partly because of traditional British inertia and partly
because unions have been worried that the programmes may
deteriorate into devices for sacking employees with drink
problems. The Government, however, believes that work-based
treatment programmes will be important and gave a considerable
boost to the recent booklet produced jointly by the Health and
Safety Executive, Health Departments, and Department of
Employment, The Problem Drinker at Work." How much this
is real committment and how much just a desire to be seen to
be doing something about alcohol problems will become clearer
with time.
Most of these treatment programmes are aimed at drinkers

who have not yet damaged themselves irreversibly. The Health
Service is still left to treat patients with severe physical disease
and trauma resulting from alcohol abuse, and the social services
are left to pick up the pieces of families, marriages, and lives
wrecked by drink. Some of these disillusioned and overworked
people are the ones who argue most strongly for a comprehensive
programme of prevention.

Prevention predictably better than cure

Education about alcohol problems is the least painful form of
prevention, and yet there is little evidence that it can lessen
morbidity or mortality. Finding an example of an educational
campaign that has worked is hard. But then any one campaign
cannot be expected to have much effect; few campaigns have
been well evaluated; and most of the campaigns waged so far
in Britain have started with limited resources and confused aims.
Participants have disagreed over whom the campaigns should
aim at and what message they should deliver.

Dissatisfaction with treatment and education programmes has
led many to suggest political strategies for prevention. Those
suggested include raising the real price of alcohol, banning
advertising, changing the licensing laws, reducing the number
of outlets for alcohol, and increasing the penalties for drunken
driving and similar offences. Like most political strategies these
threaten vested interests and promote fierce controversy about
both the morality and the effectiveness of such moves. A
Sunday Times34 poll last December showed that although most
of the population would favour tougher sentences for drunken
driving they would also oppose large increases in the price of
alcohol.

Alcohol research

One last theme I want to develop in this overture to a series
of articles on alcohol is that alcohol research is underfunded.
The changes in thinking about alcohol problems have resulted
from what in many ways has been only the most preliminary
research. Reviews of alcohol studies-particularly epidemio-
logical studies, which have produced rich rewards-always
mention the inadequacy of the data. Britain and even the United
States have relatively few alcohol researchers, and the Institute
of Medicine in the US has produced figures (table) showing
how little is spent on alcohol research compared with the costs
incurred by alcohol abuse. Similar figures do not exist for

Amount spend on research into various problems in relation to the economic cost
of the problem in the United States

Estimate of
research Estimate of Research dollars

Problem expenditure economic cost per thousand
in 1978 in 1975 dollars of cost
($m) ($000m)

Alcohol abuse .. . 16 43 0 4
Cancer . . 627 19 30
Heart and vascular disease 284 46 6
Respiratory disease 69 19 4

Source: Institute of Medicine.2'

Britain, but there is every reason to suppose that they would
show a similar pattern. More money does not, of course,
automatically mean more effective research, but money is
essential and these American figures provide a strong argument
for increasing financial support to alcohol research.

This is the first in a series of articles on alcohol.
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Clinical Topics

Asthma -xpiratory dyspnoea?

M J MORRIS

Recent work suggesting that expiration is passive even in severe
airflow obstruction' 2 led us to question the generally held belief
among doctors that expiration is more difficult for the asthmatic
patient than is inspiration. To pursue this, we asked 119
asthmatic patients whether they found inspiration or expiration
more difficult during an asthmatic attack (questionnaire I (fig 1)).
We then asked 106 doctors to answer questionnaire II (fig 2) to
determine what most doctors thought patients felt during an
attack of asthma.

Methods

Patients attending an adult asthma clinic were handed questionnaire
I (fig 1) and asked to answer it while they were in the clinic. Question-
naires were mailed to 30 asthmatic children (between 12 and 17 years)
on the health visitor's list, and 23 returned the completed question-
naire. Questionnaire II was sent to each of 106 physicians, these being
all the medical consultants and post-registration junior physicians in
the Radcliffe Infirmary, Churchill, and John Radcliffe Hospitals,
Oxford. Seventy-two questionnaires were completed and returned.

Department of Chest Diseases, Churchill Hospital, Oxford OX3 7LJ
M J MORRIS, MD, medical assistant

Results

Only 22 patients (19% ) found expiration more difficult than inspira-
tion during an asthmatic attack (table I). On the other hand, 56
doctors (78°,) expected that asthmatic patients would find expiration
more difficult (table II). Analysis of the doctors' reasons for thinking
this showed that 660% of them did not base this belief on a history
taken from their patients or their own experience of an asthmatic
attack, but on their understanding of the physiology of airflow
obstruction backed up by the appearance of the patient (table II,
reasons 3, 4, and 5). Four doctors chose breathing out for reasons 4 or
5 or both (table II), but added handwritten reservations on their
questionnaire forms such as "Some patients say breathing in."

Discussion

The pronounced discrepancy between the answers received
from patients and doctors is disquieting. A limited historical
review of medical textbooks shows that the id-a of expiration
being more difficult than inspiration was probably first intro-
duced in the 1920s and has gradually been discarded since 1970.
In Osler's first edition 18923 the "asthma fit" is described as
follows: ". . . the patient is aroused with a distressing sense of
want of breath and a feeling of great oppression in the chest.
Soon the respiratory efforts become violent, all the accessory
muscles are brought into play, and in a few minutes the patient
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