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Preface and Acknowledgments

We have written this book for two audiences. The first is alcoholics, their families, and those who are involved with alcoholics as physicians, counselors, employers, co-workers, or friends. This group includes 25 percent of the American population. The second is all those who seek to understand the complex interactions of the brain and behavior in compulsive disorders.

Our first goal is to illuminate the nature of alcoholism, which still is a subject of intense controversy, and to explore its human costs. Our second goal is to report on scientific advances that have provided new insight into the causes of alcoholism, and on research pathways that offer real promise of eventual prevention or cure.

After twenty-five years of studying alcoholism, I find profound satisfaction in knowing that productive research on addiction is accelerating in many allied disciplines, and that every month brings new insights of potential value to the clinician and the public. (The “I” in the book is Kenneth Blum, the scientist, but the work has been a collaboration, in the finest sense of the word, between James Payne and me.)

I recognize the importance of psychological research; for example, advances in learning theory and conditioning, and new understandings of group interaction which have brought powerful new tools to the psychiatrist and counselor.

I recognize also the importance of sociological concepts: For example, the view of alcoholism as a way of life which, in itself, colors the alcoholic’s judgments and decisions, leading to a rejection of cultural norms and values.

But the growing weight of laboratory and clinical findings leaves no doubt in my mind that alcoholism is a physiological disease process, largely genetic in origin, that can be triggered or complicated by psychological or sociological influences. Consequently, although I will briefly discuss psychological and sociological views, my main focus will be on the pioneering neurophysiological, pharmacological, and biogenetic investigations that have been carried out in the past five decades.

The book is divided into two sections: The Problem, and The Search for the Solution. It presents the research findings that, in my judgment, have contributed most to our current understanding of the causes and progression of the disease of alcoholism. This is the first time that such a comprehensive effort has been made, and James Payne and I have found it an enormously exciting and gratifying adventure.

For a closer look at the work under way in this rapidly changing field, Payne and I traveled ten thousand miles and visited 26 laboratories and 9 treatment centers throughout the United States. In addition, I visited colleagues in Canada, England, France, Italy, Germany, the Orient, and Russia. After we returned, Payne went through Family Week at a local treatment center as a participant, and attended some two hundred meetings of Alcoholics Anonymous, Al-Anon, and CODA, an organization similar to Al-Anon. At the end of this period we began a two-year writing program, working together at the computer to translate the science into language understandable to a general audience.

To those colleagues who were so generous with their time when we visited their laboratories or clinics, or who through interviews—quoted throughout the book—shared their ideas and unpublished research, we express our sincerest thanks:

Michael Aldrich, Fritz-Ludlow Library, San Francisco; Zalman Amit, Department of Psychiatry, Concordia University, Montreal; William Banks, Tulane University, New Orleans; Henri Begleiter, Department of Psychiatry, State University of New York; Gerald Cohen, Department of Neurology, Mt. Sinai School of Medicine, New York; Michael Collins, Department of Biochemistry, Stritch School of Medicine, Loyola University, Chicago; Tommie Dahlmann, Certified Counselor, San Antonio; Virginia Davis, Veterans Administration Hospital, Houston; Ivan Diamond, Department of Neurology, University of California at San Franciso; Clyde Elliott, Glenwood Regional Medical Center, West Monroe; B. A. Faraj, Emory University School of Medicine, Atlanta; Gian Gessa, Instituto di Farmacologia, Universita Cagliari, Cagliari; Christina Gianoulakis, Department of Psychiatry, McGill University, Montreal; Donald Goodwin, Department of Psychiatry, University of Kansas Medical Center, Kansas City; Enoch Gordis, National Institute on Alcohol Abuse and Alcoholism (NIAAA), Rockville; Alessandro Guidotti, Fidia-Georgetown Institute for the Neurosciences, Washington; Albert Herz, Max Planck Institute, Munich; Paula Hoffman, NIAAA, Rockville; Norman Hoffmann, CATOR, St. Paul; Daryl Inaba, Haight-Ashbury Free Medical Clinic, San Francisco; Yedy Israel, Addiction Research Foundation, Toronto; E. Roy John, Brain Research Laboratory, New York University Medical Center, New York; Harold Kalant, Department of Pharmacology, University of Toronto, Toronto; Philip Knowles, Republic Health Systems, Dallas; Wayne Kritzberg, Certified Counselor, Austin; Frederick Lemere, Schick Shadel Hospitals, Seattle; Horace Loh, Department of Pharmacology, University of California at San Francisco; Earl Marsh, Addictionologist, San Francisco; Robert Maslansky, Department of Psychiatry, Bellevue Hospital, New York University Medical Center, New York; Gerald McClearn, Pennsylvania State University, University Park; Robert D. Myers, Department of Pharmacology and Psychiatry, East North Carolina University, Greenville; Claudio Naranjo, Department of Psychiatry, University of Toronto, Toronto; Ernest Noble, Department of Psychiatry, University of California at Los Angeles; Charles O’Brien, Department of Psychiatry, University of Pennsylvania, Philadelphia; Nicholas Pace, Pace Health Services, New York; Meg Patterson, Addictionologist, London; Stephen Paul, National Institute of Mental Health, Rockville; David Ross, Department of Pharmacology, University of Texas Health Science Center, San Antonio; Kenneth Roy, Woodland Hills Hospital, New Orleans; Marc Schuckit, Department of Psychiatry, University of California at San Diego; Peter Sheridan, University of Texas Health Science Center, San Antonio; Eric Simon, Department of Psychiatry, New York University Medical Center, New York; David Smith, Youth Projects, San Francisco; James Smith, Schick Shadel Hospitals, Seattle; Solomon Snyder, Department of Pharmacology, Johns Hopkins University Medical Center, Baltimore; John Stark, Woodland Hills Hospital, New Orleans; Larry Stein, Department of Pharmacology, University of California at Irvine; Paul Sze, Department of Pharmacology, Chicago Medical School, Chicago; Boris Tabakoff, NIAAA, Rockville; M. K. Ticku, Department of Pharmacology, University of Texas Health Science Center, San Antonio; Joseph R. Volpicelli, Department of Psychiatry, University of Pennsylvania, Philadelphia; John Wallace, Edgehill-Newport Hospital, Newport; E. Leong Way, Department of Pharmacology, University of California at San Francisco; Sharon Wegscheider-Cruse, Onsite Training and Consulting, Inc., Rapid City; Lawrence Wharton, Faulkner Treatment Center, Austin; George Woody, Department of Psychiatry, University of Pennsylvania, Philadelphia.

We also want to express our special gratitude to A. H. Briggs, Chairman, Department of Pharmacology, University of Texas Health Science Center, San Antonio; to the staff of the Health Science Center library; to Jeffrey Blum and Nicholas Montfort for their diligent assistance in literature searches; to Marjorie Payne for her painstaking and invaluable editorial assistance; to Cleo Murphy, Roberta Case, and David Smith of the Faulkner Center in Austin for their insight as counselors that helped us understand the treatment experience; and to Schick Shadel Hospital, Fidia Pharmaceutical Corporation, and NeuroGenesis, Inc., for their grant support.

Finally, we want to pay a heartfelt tribute to Laura Wolff for her original contribution to the conception of the book, and to our editor Susan Milmoe and her staff for their insight, patience, unfailing encouragement, and wise criticism at every stage of the project.

We are also grateful to Charles Whitehead at the University of Texas Health Science Center, San Antonio, for preparing the artwork.


SECTION ONE
THE PROBLEM AND EARLY ATTEMPTS TO DEFINE AND COPE WITH IT







1
Introduction: From Stigma to Solutions


Alcoholism is one of the most disruptive problems in our society. The following careful estimates place it in perspective:

 	
In the United States, more than 15 million adults are believed to experience problems as a direct result of their own alcohol use. At least 9,171,000 are considered alcohol dependent, and another 5,929,000 are considered alcohol abusers.


 	
Nearly half of the violent deaths from accidents, suicide, and homicide are alcohol related.


 	
Approximately half of all automobile crash fatalities involve alcohol. It is estimated that the risk of a fatal crash, per mile driven, is at least eight times higher for a drunk driver than for a sober one.


 	
Alcohol abuse is associated with a wide range of diseases and disorders, including liver disease, cancer, and cardiovascular problems. Cirrhosis of the liver, alone, caused primarily by heavy drinking, was responsible for nearly 27,000 deaths in 1986.


 	
The estimated cost of health care in the United States for accidents and illnesses related to alcohol abuse in 1986 was $16.5 billion.


 	
The total cost to the country as a whole for alcohol abuse, including lost employment and reduced productivity, was an estimated $128.3 billion.1





The social effects are equally severe. In the United States, at least 40 million wives, husbands, children, and close relatives suffer from the alcoholic’s destructive behavior. In the community, other millions of friends, teachers, employers, and co-workers are similarly, though less directly affected. It is no exaggeration to call alcoholism a social plague.

Against this background the figures on research spending take on stark significance. According to information provided by the National Institute on Drug and Alcohol Abuse Clearing House, the National Institute of Heart and Lung Disease, and the National Cancer Institute, estimated spending in the United States for 1989 was:

 	
Cancer research: $1,186,320,000


 	
Heart and vascular research: $929,981,000


 	
Alcoholism research: $69,560,000





These figures reflect a deep-seated social and personal conflict about alcohol. We rhapsodize about the taste and bouquet of fine wines, and have built a cultural mystique around the tavern and bar. We use alcohol as a personal reward after hard work or to relax after a trying day, and as a social lubricant during the business lunch, cocktail hour, and holiday dinner.

On the other hand we recognize, in a general way, the dangers of alcohol; for example, drunk driving and violence. We attach a powerful stigma to those individuals, particularly women, who habitually drink too much; and, as shown in chapter 2, periodically we rise up and write laws to limit the sale of alcohol or actually prohibit its use—yet we provide only minimal support for research into the causes and treatment of alcoholism.

Positive and negative attitudes toward alcohol have alternated at intervals in most Western societies throughout history. Complicating this conflict have been two blind spots. First, as described in chapters 2 and 3, as long as we can, we refuse to face the fact of alcoholism in ourselves, our families, our neighbors, and among our fellow workers. When we think of the “alcoholic” we tend to think of the Bowery bum, the wife beater, or the party clown who passes out under the table. We try to ignore the self-destruction going on in those alcoholics we love or with whom we are associated. If the individuals are relatives, friends, or co-workers, we are likely to do serious harm by covering up for them, literally enabling them to develop and maintain their habit.

Second, despite a hundred years of accumulating scientific and clinical evidence that has often been reported in the press and in popular books, many people—including some physicians and psychiatrists—still resist the idea that alcoholism is a disease, or a serious physiological disorder. Somehow, we prefer to believe that “those people who drink too much” are simply weak-willed or morally deficient, and could change their behavior if they wanted to—an attitude that was reflected in the recent ruling by the U.S. Supreme Court in which alcoholism was characterized as willful misconduct.2

This attitude enables us to regard alcoholism as an embarrassment, and not a national medical problem—at a level with cancer and heart disease—that must be solved.

Because of this attitude, too, most nonalcoholics, and many members of alcoholic families in the past have shied away from learning the truth about alcoholism, and consequently have remained uninformed about its causes and profoundly ignorant of the disastrous effects that alcohol addiction has on the individual, the family, and the society. This lack of knowledge and insight further lowers the social priority of research and treatment.

For the alcoholic, however, the biopsychic nature of the disease is all too real. There may be denial, but as the addiction develops, life becomes a nightmarish progression of periods of short-term release and euphoria, followed by anxiety, guilt, anger, or depression; growing physical disability; loss of competence, self-esteem, love, and friendship; increasing alienation growing out of self-distrust and self-disgust; and—if untreated—death.

In the family, as shown in chapter 2, the alcoholic individual and the other family members interact to make home life unpleasant or unbearable. The alcoholic defends his or her habit angrily and stubbornly, denying the addiction and seeking to shift the blame. The family members try to control the drinking by pleading, getting angry, making accusations, and bargaining, knowing that the effort will fail, but feeling compelled to try. And in the midst of arguments, abuse, or outright physical cruelty, they all cooperate in an effort to hide the drinking and its consequences from friends, neighbors, and employers. The operative words are concealment and silence.

Add to this tragic drama the high probability that the children in the family are genetically at risk of becoming alcoholics in their turn, and the seriousness and scope of the problem become apparent. Even if they do not develop a drinking habit, some or all of the children are likely to exhibit various types of irrational anxiety, anger, and depression characteristic of the alcoholic, helping to make the family even more dysfunctional.

Members of the alcoholic family generally are driven by the need to control destructive behavior and suppress or hide feelings of guilt and shame. More importantly, perhaps, the children have no satisfactory role model.

Development of effective treatment for alcoholism has long been hindered by the failure to understand its nature. There were occasional speculations that alcoholism might be approached as a medical problem, but not until late in the eighteenth century did this viewpoint begin to be respectable. In 1785, a Philadelphia physician named Benjamin Rush published a temperance tract entitled An inquiry into the Effects of Ardent Spirits upon the Human Mind and Body in which he made the blunt statement that alcoholism is a disease. In that same year, a British physician named Thomas Trotter published a tract in which he also advanced this point of view.3

This disease concept stimulated the development of a wide variety of new treatment methods during the nineteenth and early twentieth centuries. The better ones combined medical treatment for the direct physiological effects of alcoholism with some form of psychological counseling to cope with associated behavioral problems.

Beginning in 1935, a new, nonprofessional movement called Alcoholics Anonymous (AA) came into being. It was to develop side by side with professional treatment programs, and has become a major force in coping with alcoholism, as shown in chapter 3. AA members meet in small groups, provide encouragement and support for each other, strive for total abstinence, and follow a Twelve-Step program that encourages religious faith and self-honesty. AA subscribes to the disease concept of alcoholism. Two related groups called Al-Anon and Alateen were formed later. Al-Anon is primarily for spouses and children of alcoholics; Alateen is for teenage children of alcoholic families. Independent groups called Alatots have also been formed around the country to serve children from 4 to 12 years of age.

Not until the mid-twentieth century, however, was a serious effort made to develop a systematic description of alcoholism that reflected clinical observations. As explained in chapter 6, E. M. Jellinek, director of the Yale University Center of Alcohol Studies, advanced a theory of five types of alcoholism, beginning with psychological addiction and ending with binge drinking. He classed two of these types as belonging in the disease category, two as not belonging in it, and one as problematical. He saw the disease as a progression which, if unchecked, could kill directly or through secondary medical complications.4

The recognition that alcoholism was a problem that might respond to professional treatment, and that for many the self-help approach of AA could lead to sobriety, spurred a tremendous growth in the number of alcoholics seeking help with their problem. In the year ending on October 31, 1987, an estimated 1,430,000 clients were treated in 5,586 alcoholism treatment facilities in the United States. Eighty-five percent received outpatient care; 15 percent were treated in inpatient or residential settings.5

Membership in Alcoholics Anonymous was also expanding rapidly. According to figures supplied by Alcoholics Anonymous, Inc., membership in the United States and Canada rose from an estimated 170,000 in 1968, to approximately 900,000 in 1989 (see chapter 3).6

These figures are encouraging, but if the estimated 1,430,000 undergoing professional treatment are added to the 900,000 in AA, this makes a total of only 2,330,000 million who are receiving significant help. Furthermore, the treatment figures and the AA figures overlap, for most patients in treatment centers are encouraged to join AA. This may bring the total number who are receiving assistance to well below the 2 million mark—probably no more than one in five of those who have a severe drinking problem.

A substantial percentage of individuals who do seek help eventually “backslide” and resume drinking. Some remain technically sober but continue to exhibit a high level of anxiety, anger, or other forms of disruptive behavior characteristic of the alcoholic. They also tend to abuse other substances ranging from food, coffee, sugar, and cigarettes to cocaine and heroin.

However, although statistics on the success of the Alcoholics Anonymous program, and of the various professional treatment programs, are not very dependable, there is no question that thousands of people are helped to achieve sobriety each year. Figures provided by the General Services Office of Alcoholics Anonymous in New York, for example, show that of those who attend meetings, a member with less than one year’s sobriety has approximately a 40 percent chance of remaining sober another year; and a member with more than five years’ sobriety has approximately a 90 percent chance of remaining sober another year. But these figures are based largely on self-reporting, and do not reflect the experiences of those who stop attending meetings at some stage in the recovery process.

An estimate of the effectiveness of professional treatment programs is provided by a study of 2,303 patients from 22 adult programs in 12 states carried out by CATOR, the Chemical Abuse/Addiction Treatment Outcome Registry of St. Paul, Minnesota. Two years after completion of treatment, 57 percent of those surveyed reported that they had remained completely abstinent. This is highly encouraging, but again, despite some degree of cross-checking with friends or relatives, the figures are derived largely from self-reporting.7

One problem in interpreting posttreatment statistics arises from the fact that abstinence is only one measure of recovery. How many succeeded in achieving a feeling of well-being and the joy of living? How many were still troubled by feelings of low self-esteem? How many remained abnormally self-centered? How many continued to be subject to periods of deep anxiety, or sudden attacks of explosive anger? How many substituted another abusable substance such as caffeine or sugar? How many committed suicide?

The situation has improved greatly in the last half century, but I feel that we have just begun. Until we achieve a deeper knowledge of the disease we cannot develop truly satisfactory methods of prevention and treatment.

As with other serious and mysterious diseases such as cancer, Alzheimer’s, and AIDS, knowledge about alcoholism can come only through research and clinical experience. As outlined in chapter 4, today’s treatment facilities and procedures reflect research carried out over the past three decades. Research findings in the 1990s may not be fully reflected in new treatment facilities and procedures before the year 2010. The quality of that research will determine the efficacy of those treatment programs.

Most scientists currently working in the field of addiction agree that alcoholism is the result—at least in part—of deficiencies or imbalances in brain chemistry—perhaps genetic in origin. Individuals experience the effects of these abnormalities through what have come to be known as the “reward centers” in the brain. As explained in chapters 8 and 9, if these centers are supplied with adequate amounts of certain brain chemicals, they initiate feelings of well-being and contentment. If the chemicals are undersupplied, or if the proportions of essential substances are out of balance, the individual may experience a wide range of unpleasant feelings ranging from restlessness and discontent to anxiety, anger, depression, or craving.

Through biogenetic and neuropharmacological research we are slowly moving toward solutions to this complex problem, learning what causes the deficiencies and imbalances and how they can be detected. We are developing formulae and methods that eventually may enable physicians to correct the problem and restore biochemical balance. We are not there yet, but with continued research we eventually will reach the goal.


2
Alcoholism: A Legacy of Pain for Alcoholics, Families, and Society


1
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Alcohol and Society


For many thousands of years, human beings have had a love/hate relationship with alcohol. On the one hand, normal people want to protect their right to enjoy the pleasure that alcohol brings them. On the other hand, they want to deny alcohol to those who use it to damage or destroy their own lives or interfere with the lives of others. So in one decade or century people and governments may adopt a permissive attitude toward drinking, while in another they may mount a massive crusade to outlaw alcohol once and for all.1

No one knows when the first beer was brewed, but it was probably earlier than 5,000 B.C. Wine dates back to at least 3,000 B.C.; brandy appeared late in the twelfth or early thirteenth century, but grain-based “hard” liquors such as whiskey and gin had very little impact until the seventeenth century.

Whatever the form, alcohol aroused controversy. In about the fourth century B.C., Xenophon criticized the Greeks (except the Spartans) for their excessive drinking. Aristotle, Theophrastus, Chamaeleon, and Hieronomus wrote essays on drunkenness. In 36 B.C., Diodorus Siclus chastised the Gauls for their drinking. Pliny, writing in the first century A.D., described the alcoholic: “Pallor, pendulous cheeks, bloodshot eyes, tremulous hands which spill the full cup … sleep disturbed by the furies.” He added that “the habit of drinking increases the appetite for it …”

The sixth-century monk St. Gildas accused British chieftains of going into battle drunk and thereby leading Britain to ruin. In the mid-1300s, Emperor Charles IV of Germany said that the vice of drunkenness led to blasphemy, murder, and manslaughter, and that such vices and crimes have rendered the Germans “despised and condemned of all foreign nations.” At the Diet of Worms in 1495, Emperor Maximilian I ordered all electors, princes, prelates, counts, knights, and gentlemen to “discountenance and severely punish drunkenness.”

In 1524, an early temperance movement sprang up in Heidelberg, with goals prefiguring those of Alcoholics Anonymous. A brotherhood of princes, bishops, and nobles pledged themselves to abstain from “full swilling” and the drinking of healths—except in Lower Saxony, Pomerania, and Mecklenburg where, it was held, moderation was impossible!

The struggle in Great Britain was a classic one. Samuel Pepys struck some early blows for sobriety in his diary in the year 1662. On January 26, for example, he said:

But thanks to God, since my leaving drinking of wine, I do find myself much better and do mind my business better and do spend less money, and less time lost in idle company …

Toward the end of the seventeenth century, the British government began a series of massive policy reversals on alcohol. The first action promoted the production of spirits as a means of utilizing surplus grain supplies, and was so successful that it touched off an epidemic of gin abuse among the lower classes of London. To put a halt to the epidemic, Parliament in 1729 passed a law requiring retailers to pay an excise tax, and forbidding the sale of spirits on the streets. The law reduced the gin trade, but the explosive reaction of gin lovers forced the government to repeal the law a few years later.

But the rising death rate, attributed largely to excessive gin drinking, could not be ignored. The sentiment for control was expressed in a quotation from Thomas Wilson’s tract Distilled Liquors the Bane of the Nation, published in 1736:

Everyone who now passes thro’ the Streets of this great Metropolis, and looks into the Distillers Shops … must see … a Crowd of poor ragged People, cursing and quarreling with one another, over repeated glasses of these destructive Liquors. … [I]n one place … a Trader has a large empty Room backward, where as his wretched Guests get intoxicated, they are laid together in Heaps, promiscuously, Men, Women, and Children, till they recover their Senses.

In 1736, Parliament passed a new and harsher Gin Act. The Preamble to the Act stated that widespread drinking, especially among “people of lower or inferior rank,” was leading to “the destruction of their health, rendering them unfit for labour and business, debauching their morals, and inciting them to perpetuate all manner of vices.” An outbreak of bootlegging and smuggling soon forced the government to reconsider, and in 1743 a less restrictive law was passed that proved to be more enforceable, and the gin epidemic began to wane.

The controversy over alcohol extended into the medical profession, too. Many physicians regarded alcohol as a panacea. It was prescribed for a variety of ailments, was a component in many medications, was widely used as an anesthetic, and was considered a protection against exposure to cold and damp weather. But the medical community was beginning to ask serious questions about alcohol. Many physicians were becoming aware that moderate drinking for pleasure was quite different from habitual drinking to excess. Blunt statements that alcoholism is a disease were beginning to be heard.

The British physician Thomas Trotter in his “Essay, Medical, Philosophical and Chemical on Drunkenness” made his views known, defining drunkenness in medical terms as “strictly speaking … a disease; produced by a remote cause, and giving birth to actions and movements in the living body that disorder the functions of health.”

The American physician Benjamin Rush attracted wide attention in 1784 when he published An Inquiry into the Effects of Ardent Spirits upon the Human Body and Mind. He provided powerful support for the temperance movement when he questioned the beneficial effects of alcohol, and argued against its use in treatment. He stated that habitual drinking is a disease caused by alcohol, and that its secondary effects include liver disease, jaundice, consumption, epilepsy, gout, and madness. He said that the cure for habitual drinking is abstinence.2

Attitudes toward drinking in the United States underwent similar painful reversals. In Colonial times, beer and cider were common beverages in the home as well as in the tavern. At weddings, barn raisings, and harvest time, the jug and the cask were likely to be the center of attention. During this period there was little opposition to alcohol itself, but penalties for drunkenness included fines, jail terms, the stocks, or public flogging.

By the late eighteenth century, however, there was a disturbing trend away from beer and ale toward distilled spirits. The result was that more people got drunker, faster, and thoughtful people in the post-Revolution era began to worry about the effect of “hard” liquor on individuals and society.

A sign of the times was the founding of the Washington Temperance Society in 1840 by six former heavy drinkers in Baltimore. Members vowed to “go dry” and to help others do likewise. The movement spread rapidly to New York and from there to other states. Of some 600,000 who had joined by the late 1840s, some 150,000 were listed as successfully recovered. The movement eventually declined, but its record remained to encourage others.

On June 2, 1851, the governor of Maine signed into law a bill prohibiting the sale of beverage alcohol in the state. By 1855, 12 additional states had enacted similar laws of their own. But politicians in the United States were soon to learn the lesson that politicians in other countries had learned before them: It is easier to pass prohibition laws than to enforce them. A reaction against the temperance movement set in, the Maine law was replaced by a weaker version, and eventually only three of the state prohibition laws remained on the books. By the beginning of the Civil War prohibition had collapsed as a major social and political issue.

To temperance advocates, however, such opposition was a mere setback. Women were now joining the crusade, holding “pray-ins” in front of saloons, hotels with bars, and drugstores that sold “medicinal” liquor. Wives of alcoholics brought suit against barkeepers in some areas, and scores of liquor-selling establishments were forced to close their doors.

In December 1874, at a women’s convention in Cleveland, Ohio, the Women’s Christian Temperance Union was organized. Their main target was the saloons, which they felt were a violation of the American moral code. Under the leadership of Frances Willard who took charge in 1879, the WCTU became the first genuine, broad-based women’s political reform movement.

The stage was being set for Prohibition. In the 1890s, Carry Nation mounted a dramatic attack against saloons, rallying hundreds of supporters to her cause, but the movement was short-lived. Her tactics apparently were too violent for many believers who took the word “temperance” seriously in all of its connotations.

Also in the 1890s, the Anti-Saloon League was founded by the Reverend Dr. Howard Hyde Russell to rally religious support for the political movement against the liquor trade. Its tactics involved “local option,” aimed at drying up individual towns and counties, and it quickly developed into a strong lobby for prohibition.

In 1916, their efforts paid off. So many League-endorsed candidates were elected that a national Prohibition Amendment was suddenly in reach, and in December 1917, the eighteenth Amendment was sent to the states for ratification. In January 1919, the Amendment was ratified by the thirty-sixth state. The enabling legislation was the Volstead Act.

Prohibition was destined to prove in dramatic fashion that a disease cannot be legislated away. Nonalcoholics joined alcoholics in a spreading national revolt that spun off crime like a hurricane spawns tornadoes. When the Act was repealed in 1933, the United States emerged from a bad dream just in time to enter the Depression.

But in retrospect we had been given a much-needed lesson from which we are only now beginning to benefit. The solution to the problem of alcoholism cannot be found in the ballot box, or in the policeman’s club or gun. It can be found only in the laboratory where the disease process can be explored, in the hospital or treatment center where laboratory findings can be applied, and in the home, the classroom, and the media where people can be informed of the nature of the disease that makes individuals use alcohol destructively.
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The Alcoholic


From The First Special Report to the U.S. Congress on Alcohol & Health:

The pain the alcoholic person feels is the pain of self-loathing and humiliation … from loss of the respect of his family and friends … from growing isolation and loneliness … from the awareness that he is throwing away much of his unique and creative self and gradually destroying his body and soul. He doesn’t usually mean to get drunk, really drunk—he just wants to take the value from alcohol. Getting drunk, really drunk as only an alcoholic person becomes, is a nightmare of lost memories, retching, vertigo, the shakes, and a profound melancholy of regret. Sometimes it becomes a living nightmare of terrifying visions, screaming accusatory voices, and convulsions.

Who would seek such experiences knowingly? …3

To the normal individual, alcohol is a pleasant indulgence. It eases tension, releases inhibitions, promotes conviviality, and generates temporary feelings of well-being. Occasional overindulgence may lead to foolish or destructive behavior, but if used in moderation alcohol does not appear to injure health, or lead to habitual excessive drinking. (However, women should not drink during pregnancy to avoid possible danger to the developing fetus.) A summation of the normal person’s attitude would be: “I enjoy drinking, but I can drink or leave it alone, and I don’t understand why other people can’t do the same.”

The destructive potential of alcohol is apparent, however, even in this normal individual. When alcohol in sufficient quantity reaches the cerebral cortex, speech is slurred and thinking becomes confused. When the cerebellum is reached, balance and coordination are affected; the individual staggers and has trouble holding a match or cup. If the limbic system becomes involved, emotions are likely to be exaggerated, and boisterous or aggressive behavior, even violent behavior, may result. Judgment is clouded, and the individual tends to act in a primitive, unthinking manner.

If the normal person drinks until intoxicated, the ability to handle complex tasks is impaired, speech becomes even more slurred, and a loss of balance may make walking difficult or impossible. Speed and distance judgments are faulty, and accidental injury becomes a high probability.

To the alcoholic, who lives daily with a high level of anxiety and strong feelings of inadequacy and low self-esteem, and who may experience destructive pressures of anger or hostility, or the debilitating “low” of depression, alcohol seems not an indulgence but a necessity. The negative feelings are a constant source of emotional pain, a pain so powerful it cannot be ignored, and so unendurable it must be suppressed; an unending legacy of pain. Alcohol temporarily masks these feelings or reduces their intensity. That is why this chemical, in the early stages of alcoholism, seems such a welcome friend. For a little while it makes the pain go away.

Physicians have long theorized that alcoholism is a disease; now scientists are learning that the behavioral as well as the physical problems associated with alcoholism are all part of a disease syndrome. It is the disease that makes life unbearable for the alcoholic and the members of the alcoholic’s family.

The early symptoms of the disease of alcoholism, even before drinking begins, are often intense forms of restlessness, anxiety, stubbornness, and anger that drive the alcoholic into self-destructive, asocial, or anti-social behavior. Alcohol sets the trap by demonstrating that it can ease the pressure temporarily, and provide brief feelings of pleasure and well-being.4

As the alcoholic takes the bait and begins drinking more and more, the nature of the trap becomes evident. When the initial “high” wears off, there is an increase in anxiety, hostility, or depression, and more alcohol must be consumed to regain the good feeling. As drinking continues over time, relationships with family, friends, and co-workers become progressively more difficult; body functions are damaged; mind functions such as memory and reasoning are disturbed or diminished; and a powerful craving for more alcohol is generated.

Once the trap has snapped shut, even though the alcoholic may realize the danger, the short-term rewards are so great and the urge is so powerful that the drinking habit has to be protected, and its adverse effects denied. At the same time, the alcoholic cannot escape the realization that he/she is different from normal people, is in trouble, and has lost control. Feelings of failure, irritability, or anger give rise to shame and guilt and they, too, must be denied. The overwhelming conviction is that alcohol cannot be given up.

Other psychological symptoms now begin to appear, and become more apparent as the disease progresses. Memory, reasoning, and judgment become increasingly faulty. Impulsiveness, irritability, and arrogance, even megalomania, may alternate with a growing need for sympathy and understanding. There may be a loss of inhibitions, leading to bizarre behavior and violations of personal ethics; reality may become hazy, giving way to a rich fantasy life sometimes accompanied by aggressive sexual behavior. Heavy drinking bouts may be followed by blackouts that leave no memory of events, or a distorted memory that ignores unpleasant happenings.

A complicating factor is that, as the alcoholic’s own shortcomings multiply, the effort to shift the blame to others intensifies. This effort often leads to highly manipulative behavior and a disregard for truth.

Overall, the alcoholic is likely to experience a developing sense of panic, interspersed with irritability, quick outbursts of rage, or periods of deep depression. Such behavior, and the consequent adverse reaction of family, co-workers, and friends, inevitably leads to growing loneliness, and feelings of guilt or remorse that find expression in an all-pervading sadness.

Shame may now drive the alcoholic to enlist the aid of family members in hiding alcohol-related personal and family problems from friends and co-workers; but underneath there is an increasing concentration on self. This apparent contradiction reflects a conflict between feelings of indifference toward others, and feelings of anxious dependence.

If depression or sadness persists, a preoccupation with suicide may develop. The seriousness of the intention in a particular individual is difficult to determine, but many alcoholics commit suicide, and many more attempt it—a higher proportion than in the normal population.5

As heavy drinking becomes habitual, serious physiological effects begin to appear. The lining of the esophagus may become irritated, leading to swelling. Irritation of the stomach and intestines may cause severe gastritis or ulceration. Unexcreted uric acid may crystallize in body tissues and joints, producing swelling and soreness. Hypoglycemia may interfere with the supply of glucose needed to raise blood sugar levels. An excess of catecholamines may cause excessive perspiration, tremor, fast pulse, and continuing waves of anxiety.

As nutritional deficiencies increase, the alcoholic may experience a loss of sensation in legs, ankles, and feet, and perhaps in hands and arms. Eventually the deep reflexes in these areas may weaken. If Wernicke’s syndrome develops, it may bring vision problems, mental confusion, and a clouding of consciousness. If Korsakoff’s psychosis develops, the alcoholic may experience severe memory defects and disorientation.

The liver becomes heavily involved. In the healthy body, the liver synthesizes proteins from amino acids, helps to metabolize fats and carbohydrates, detoxifies potentially dangerous compounds, and metabolizes alcohol. However, its capabilities are limited. The healthy adult liver can only metabolize the equivalent of one can of beer per hour, and heavy drinking can overload the system.

An early effect is an increase in liver fat, a condition called hepatosis. More drinking may lead to hepatitis, a condition which causes the death of liver cells. If heavy drinking continues, cirrhosis may develop with a consequent scarring of liver tissue. Scarring decreases blood flow in the liver, interferes with its detoxification processes, and reduces its ability to produce proteins needed for the maintenance of the body.

In pregnant women, heavy drinking can lead to the dangerous “fetal alcohol syndrome” as alcohol penetrates the placenta and reaches the unborn child. Continued exposure of the fetus to alcohol can lead to retardation as well as to structural and functional disorders such as incomplete hand development, defective eyelids, and brain abnormalities that cause impairment of both intellectual and motor abilities.

As heavy drinking continues in men or women, secondary physical deterioration may affect any cell, organ, function, or system in the body. Thus alcohol may become a factor in cancer, pneumonia, circulatory and heart ailments, and a wide variety of other physiological problems.

If the heavy drinker is suddenly deprived of alcohol, the withdrawal syndrome sets in: a response characterized by tremors, nausea, weakness, and a fast heart rate, followed by an increase in anxiety or hostility. If severe, withdrawal may be accompanied by delirium, clouding of consciousness, disorientation, seizures, and—in some instances—hallucinations. Breathing and pulse rate may become irregular, sleep is disturbed, tremors may recur, and the individual is likely to experience high levels of anxiety, frustration, irritability, or depression. Without careful treatment, this syndrome can lead to convulsions and death.

Probably the most frustrating effect of alcoholism for physicians, counselors, friends, and families is the phenomenon of denial Convinced that alcohol is the only defense against his/her unbearable emotional pain and physiological need, the alcoholic regards any attempt to interfere with drinking as a personal attack that must be defeated at all costs. The lying, the evasions, the hiding of bottles, the broken promises, the attempts to shift blame, followed by pleas for patience and understanding—all are devices used to protect the drinking habit.

Characteristics of the Alcoholic

As a part of the disease syndrome, the typical alcoholic displays many or most of the following characteristics:

 	
restlessness, impulsiveness, anxiety


 	
selfishness, self-centeredness, lack of consideration


 	
stubbornness, ill humor, irritability, anger, rage


 	
depression, self-destructiveness, contactlessness


 	
physical cruelty, brawling, child or husband/wife abuse


 	
arrogance that may lead either to aggression or to coldness and withdrawal


 	
aggressive sexuality, often accompanied by infidelity, which may give way to sexual disinterest or impotence


 	
lying, deceit, broken promises


 	
low self-esteem, shame, guilt, remorse


 	
reduced mental and physical function; eventually, blackouts


 	
susceptibility to other diseases


 	
denial that there is a drinking problem


 	
and always, loneliness.





Types of Alcoholics

The particular set of characteristics exhibited will vary from case to case, determined in considerable part by the type to which the alcoholic belongs. The types have been variously classified, and I will discuss some of these classifications later. But for present purposes I will consider just two general types:

1. Alcoholics who inherit a predisposition to compulsive drinking. There is evidence that their brain wave patterns and brain chemistry are abnormal, and they may have trouble performing certain cognitive tasks. My observation, and that of others, has been that these genetic alcoholics, once they begin drinking heavily, are rarely able to achieve sobriety without professional assistance; have difficulty remaining in treatment programs; and have a comparatively low recovery rate. If they achieve sobriety through an act of will, without treatment, they are likely to become “dry drunks”; that is, they remain sober, but retain many of the behavioral characteristics of the alcoholic.

2. Alcoholics who may not have a genetic anomaly, but develop a habit of excessive drinking as the result of long-continued stress or long-term social drinking. Whatever the superficial motivation, prolonged heavy drinking probably produces progressive changes in brain chemistry that lead to craving. If stress is removed, or if environmental conditions change so that drinking is not encouraged, these alcoholics respond well to treatment and their chances of recovery are favorable. They sometimes are able to stop drinking of their own volition, unaided.

In either case, the environment acts as the trigger, initiating the actual onset of the disease.

Prior to the beginning of scientific research into the causes and nature of alcoholism, these observational and anecdotal insights were the source of most of our knowledge about the disease. We knew how alcoholics looked and behaved when under the influence, but why they drank was a profound mystery. It was a question asked most frequently by their spouses and children.
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Families of Alcoholics


Over the last century, people have begun to have some general understanding of the plight of the alcoholic. We are slowly becoming aware that behind the drunken behavior, the lies and broken promises, the selfishness and stubbornness and anger is a frightened individual suffering from a deadly physical disease, in need of help.

But much of the public, and many physicians and psychiatrists, have no such insight into the peculiar hell family members experience as they attempt to adjust to life with an alcoholic. Only in recent years has there been a determined effort to study and understand their torment, and the abnormalities that develop in their behavior. Yet by conservative estimates there are at least 40 million family members directly involved with alcoholics in the United States today.

SPOUSES OF ALCOHOLICS

We have seen how the alcoholic experiences the disease. Now let us look briefly at the situation confronting spouses attempting to cope with an alcoholic. Two important determining factors are their own genetic predisposition, and the situation in their childhood home. The most common patterns are:

 	
Spouses who are not alcoholic and whose parents were not alcoholic. Without the blurring effect of alcohol, and without the behavioral problems common to adult children of alcoholics, they have the best chance of cooperating with their marital partner’s recovery program, and helping to restore rationality to the alcoholic family.


 	
Spouses who are not practicing alcoholics, but who had one or more alcoholic parents. Even though they are not suffering from the effects of excessive drinking, they may exhibit certain characteristics, common to adult children of alcoholics, that will interfere with the alcoholic’s recovery process, and contribute to the irrationality of the family.


 	
Spouses who have a drinking problem, but whose parents were not alcoholic. Their drinking problem will complicate the recovery process of the alcoholic, and add to the irrationality of the family, but they may not be burdened by some of the destructive characteristics of those who have the alcoholic inheritance.


 	
Spouses who are alcoholic, and who had one or more parents who were alcoholic. With both a drinking problem and the behavioral distortions common to adult children of alcoholic parents, they will have a severe handicap as they try to achieve a joint recovery with their marital partner and rebuild the family.





Against this background, I will describe the experiences of two dysfunctional alcoholic families to illustrate some of the complex interactions that can develop. In the first case, the immediate families of both the husband and wife were nonalcoholic, but under stress the wife developed a drinking habit. In the second case, both the husband and wife were alcoholic, and came from alcoholic families.

The Case of John and Janette K.
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John K. was a college professor whose family tree for at least three generations had been free of alcoholism. As a young man he had experimented with beer, but only briefly. He enjoyed the “high,” but he did not like the “low” that followed.

When he was thirty he married Janette M. She, too, was a teacher, and the first two years of their life together were full of pleasure for them both. The first sign of trouble in their marriage came early in the third year when Janette learned that she could never have a child. She reacted first with disbelief, then with shame, then with anger. Although the doctor had said specifically that John was not at fault, she began to resent him, and her temper ignited at the least provocation.

When the superintendent of her school put her up for promotion to principal she was delighted, but as she moved into her new job she was dismayed to find how much work and responsibility were involved. Her stress level rose, and she began to have trouble sleeping.

At about this time her attitude toward alcohol began to change. Neither of her parents was alcoholic, and she had been a teetotaler since her marriage, but she now began to accept wine at parties, and with increasing frequency there was a strong smell of alcohol on her breath when John came home after an evening class. When he asked her about it she flared into anger. Later, she was penitent and admitted that she had drunk several glasses of wine, but said that she could handle it.

“I used to drink quite a bit in college,” she said, “but it was never a problem, so don’t worry.”

Over the next year she drank only moderately when he was present, but he began to suspect that she was drinking more when she was alone in the house. Then at 3:00 A.M. one morning he wakened and found her in the kitchen with a half-empty bottle of gin. They had a terrible row, and she threatened to leave him if he did not stop harassing her about drinking. Finally she broke into tears, and he took her in his arms and comforted her.

But the next evening when he came home after his late class she had passed out on the sofa. He helped her into bed, and waited till morning to talk about it. She seemed confused and deeply ashamed. “I have been drinking too much,” Janette admitted, “but I’m going to stop it. I’ve been thinking about children again, and it makes me crazy. I promise you, it won’t happen again.”

She seemed to become warmer and more affectionate during the remainder of the week, but on Monday when he came home late he found her passed out on the sofa again. Next morning she remembered little of the evening.

Now began for both of them a nightmare that was to last for nearly ten years. Every time she got drunk they would have terrible, endless arguments. The next day, she would apologize and promise to drink less, and he would believe her; but each time she broke her promise, and he felt betrayed.

Determined to help her break the habit, he began to empty bottles, and forbade her to buy more, but her response was to buy bottles and conceal them around the house. On one Saturday afternoon while she was out shopping he did a house search and found four bottles of blended liquor and three bottles of gin in various hiding places in the house, basement and garage. When he showed them to her she became enraged and screamed at him.

Janette’s frustration about childlessness was continually on her mind. When she was sober she talked reasonably about the problem, but when she was drunk she questioned his virility and threatened to look for a man who could give her a child. When he reminded her of the doctor’s report she said “Screw the doctor! You men hang together.” When he suggested adopting a child she refused to discuss it. “I want my own child or nothing,” she said hotly. “You can forget adoption.”

Her blackouts were increasing in number, and he advised her to have a physical checkup. The doctor examined her, recommended that she cut down on her drinking, but said he saw no evidence of physical damage. With this professional sanction, she became defiant and began to drink openly. This continued until her inability to sleep and the physical effects of the heavy alcoholic intake brought on a near breakdown.

John now renewed his efforts to persuade or cajole her into a drastic reduction in her drinking. He bought her a new wardrobe, and over their holiday took her on a vacation to Mexico, but the vacation was a fiasco. The alcohol was rapidly destroying her sexual feelings, and she began to resent his efforts to make love.

Their entire life now revolved around her drinking, and he suddenly revolted. He gave her an ultimatum: go for treatment, or give him a divorce. Her reaction was shock, quickly followed by anger and recrimination. If he tried to divorce her she would ruin him; she would “get” his job, and shame him in front of his friends. But he was unmoved. He told her that he was already ruined, on the verge of being fired, and beyond shame. He repeated the ultimatum, and painted a merciless picture of what she had become, and what she was doing to her own career.

Faced with the reality of being alone for the first time she talked openly and honestly with John about her feelings: her disgust with herself, her fear of failing at her job, her growing conviction that her childlessness was a punishment, and the frequent wish that she could simply die and put an end to her misery. The next morning, without mentioning her intention to him, she enrolled in the outpatient program at a local alcohol treatment center.

The next two months were a revelation. In the other patients in her treatment group she began to see herself. She heard their excuses and self-deceptions. She saw the ravages of alcohol on their bodies and minds. She resolved to go all the way, join Alcoholics Anonymous, and put drinking behind her.

John, also, found this period a revelation. In going through “family week,” his part of the treatment process, he learned how alcohol destroys families as well as individuals. He found that he had become a “co-dependent,” and that his co-dependency had led him into three types of destructive behavior. First, he had become as dependent on Janette as she was on alcohol, and his love for her had been displaced by his need for her, leading to frantic efforts to win back her love and approval. Second, in his concern he had desperately tried to find ways to change her and solve “the problem,” thereby arousing her resentment and locking her more tightly into her addiction. Third, he learned that by protecting her, making excuses for her, and overlooking her deterioration as a person, he was literally “enabling” her to continue drinking.

Only when he drew back, and she was forced to think and act for herself, did she find the determination and courage to do something about her life.

In the protected group environment at the treatment center, John was able to admit and accept his own pain. Aided by the group and a wise counselor, he came to grips with his confusion and hopelessness, and finally with the numb, cold anger that had made him deliver his ultimatum. Beyond that were tears, frank and unashamed—the pain of his frustration. And beyond the tears, suddenly, he rediscovered the love he had felt for Janette in the beginning.

By the end of family week he had learned the greatest lesson of all: Nothing that a family member can do can cure an alcoholic’s addiction or change an alcoholics behavior. At best, a loving family member can confront the alcoholic with the unbearable nature of the situation, and offer encouragement and support if the choice is made to seek professional help.

At the end of six months, Janette was sober and she and John were communicating freely. At the end of a year, Janette’s sexual feelings were coming back and they were beginning to enjoy each other’s company. At the end of two years she was still sober, and both of them felt that their lives were back on track.

The Case of Dr. Sam
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The second case illustrates the destructive power of alcoholism when the genetic predisposition is strong.

Dr. Sam T. had a general family practice in a small Texas town. After medical school and residency he took over the practice of a retiring family doctor, and in a few years had endeared himself to the community. He was handsome, and had a bedside manner that reassured old and young. He was a good doctor. In a period when many physicians practiced “medical school medicine” all their lives, he read the journals and maintained a lively correspondence with other doctors who were interested in new insights and new treatments.

His father had been an alcoholic, prematurely aged and dead of liver disease at 54. His uncle had killed a man in a drunken brawl and spent 20 years in the penitentiary. An aunt on his mother’s side had drunk herself through a tempestuous marriage and divorce, repeated the performance in a second marriage, and died childless at 45. He had lived with these stories as a child, but was always cautioned by his mother that they must never be repeated outside the family.

He resolved while still in his teens that he would never drink, and despite occasional impulses he held to that resolve through medical school, two years of bachelorhood while he was establishing his medical practice, and the first three years of his marriage to the daughter of the district judge.

Dr. Sam had been intensely proud of his new wife. Patricia was tall and stately, and carried herself with a serenity that he envied. But near the end of their third year of marriage he learned that she had been drinking heavily since she was fifteen. She had covered up her problem so cleverly he had not suspected until he accidentally discovered her cache of gin bottles. When he confronted her she calmly admitted that she was a secret drinker, “just like my father. Besides being an honored judge and a member of the Board of Stewards in the Methodist Church he is also the town’s foremost closet alcoholic.” With a numbing sense of shock, he realized that he was married to a woman he did not know.

Now he understood why she sipped wine daintily at intervals through the day; it was to cover the odor of the gin she was drinking in secret. Now he understood why they rarely visited and never talked about her family; she hated her father. Now he understood that her careful walk and seemingly calm personality were the walk and personality of a woman who, most of the time, was half anesthetized with alcohol.

“Don’t worry about it,” Patricia said. “I’m an alcoholic, but I can control it. My father has, and he’s over sixty. I’m surprised you didn’t find out before. But please do me a favor. Don’t make a big deal of it. I promise not to embarrass you.” And she did not. But he could not dismiss it from his mind. He was a physician; how had her alcoholism escaped his notice? He found the problem deeply upsetting.

During the following week he slept only fitfully, and eventually prescribed for himself a small whiskey to help him relax. The alcohol had the desired effect, so he decided to have a second small whiskey and enjoy the evening. After the third drink he suddenly had a feeling that he had never experienced before—a feeling that led him to take a fourth drink and a fifth. Within an hour the bottle was empty. As he fell into a drunken sleep his last thought was that he had liked the taste of alcohol.

When he waked the next morning he promised himself never to try that experiment again, and for several weeks he kept the promise. But again he made the mistake of taking a couple of drinks for his insomnia, and again the alcohol took over. At this point he exerted all his willpower and shut the door on drinking. Hard.

He was glad that he had found the strength, because shortly afterward Patricia told him quietly that she was pregnant. He was deeply moved, and while they were planning and overseeing the outfitting of the nursery they came closer than they had ever been. To avoid possible damage to the fetus he asked her to stop drinking during the pregnancy, and she agreed. He watched her carefully for several days, and decided that, for the most part, she was complying.

But she had lied to him. When her delivery time came, she gave birth to a stillborn son whose abnormal eye and hand structure made him suspect the fetal syndrome of babies born to some alcoholic mothers. When he asked her if she had continued drinking, tears came to her eyes.

“Yes,” she said, “I couldn’t stop.”

Dr. Sam left the hospital and walked for hours. Eventually he found himself in a bar and began drinking. Toward evening he returned to the hospital and went to her room. She tried to smile, but the smile disappeared when she saw his face. The kind Dr. Sam had disappeared, and in his place was an accusing alcoholic husband she had never seen before.

“You killed our baby,” he said with cold, deadly anger. “You murdered him with that goddamned bottle.” When he saw the stricken look in her eyes he turned abruptly and left the room.

Patricia came home to a silent house. Dr. Sam spoke only when she asked a question, and he was drinking steadily. The next morning when he left for the office he did not say goodbye. The alcohol and the anger were dominating his behavior.

When he came home that evening he found his wife dressed in her most beautiful negligee and lying on their bed. By her side on the night table was a bottle that had once held sleeping pills. It was now empty. After a quick examination he knew that she must have killed herself shortly after he left that morning. His judgment of himself was that in his alcoholic stupor, despite his professional knowledge that alcoholism is a disease, he had condemned her to death.

The story then developed in classic fashion. He lost himself in alcohol, felt himself slipping professionally, made resolutions to stop drinking, and broke them. His pastor talked with him, and Dr. Sam tried to tell him about Patricia, but could not.

His loss of control was gradual but inexorable. He drank surreptitiously during office hours. He began to forget details of his patients’ medical problems. He lost his temper and fired his highly competent nurse. In a single month he wrote three prescriptions that the pharmacist questioned, preventing a mistake.

His friends were slow to recognize the seriousness of his trouble. He was still handsome and charming, and everyone sympathized with him because of the death of his wife. But his patients began to notice that his hands were trembling more, and on more than one evening when friends stopped by his home they found him disheveled and incoherent. Soon people were shaking their heads about “poor Dr. Sam.”

He tried to find help. He talked with other doctors, and with his pastor again, but he could never bring himself to talk about that scene with Patricia. One friend advised him to go to a treatment center, but the nearest was three hundred miles away, and with his reduced practice he could not afford the cost. He was still being consulted for simple ailments, but his patients were beginning to rely on doctors in nearby towns.

His story had no dramatic ending. Dr. Sam simply became the town drunk who had once been a fine doctor. Eventually he had to face the fact that his earnings would not support his Main Street office, and he set up an office in his home. He still had a few patients four years later when he died. The death certificate listed cirrhosis of the liver as the cause of death. It should have added “alcohol” and “shame” and “guilt.”

There is no way to reproduce in case histories the loneliness and frustration, the pain and anger, the hopelessness that ravage alcoholics and their spouses. The essence of their experience is this: As there are no emotionally healthy, happy, well-adjusted genetic alcoholics, so there are few—if any—emotionally healthy, happy, well-adjusted spouses of alcoholics who are, themselves, children of alcoholics.

CHILDREN OF ALCOHOLICS (COAs)

There are an estimated 30 million children of alcoholics (COAs) in the United States. They represent a special problem because the probability is high that they have inherited the alcoholic gene or genes. Because of that legacy they are exposed to three basic hazards: (1) They, in their turn, are likely to become alcoholics; (2) they are likely to exhibit many characteristics of an alcoholic, even if they do not form a drinking habit; for example, intense anxiety, quick anger, and low self-esteem; and (3) the pressures of life in an alcoholic family are likely to force them into destructive patterns of adjustment.

The first two hazards are genetic; COAs must learn to live with them. The third is psychosocial, and can be modified.

The discussion of these psychological and family patterns presents a peculiar problem. There are few hard scientific data to draw on, yet many psychologists, clinicians, and counselors have provided us with observational and anecdotal information of great value. I will not cite their publications in the conventional manner, but I have drawn on them heavily and list them at the end of the chapter under Suggested Reading. To their wisdom and insight I have added my own observations, and I hope that, together, we present a picture of problems and adaptive patterns that COAs will recognize.

The Pressures on Children

The pressures on children of alcoholic families are remarkably consistent. The first pressure is fear. COAs live with high levels of fear and anxiety. They may fear a specific person or situation, or they may experience a generalized anxiety that surfaces as worry or dread, or a shrinking from feeling. They tend to be hypersensitive to threats in their environment. They lie to avoid trouble or punishment. They trust no one, and have difficulty relating to other children. They are ashamed of their situation, and feel they have no rights.

They fear physical abuse, sexual abuse, verbal abuse, inconsistency, and the physical manifestations of drunkenness; for example, staggering, slurred speech, passing out.

Fear distorts perceptions and destroys love and trust. It produces children who retreat into themselves, or hide behind a wall of family secrecy, alienated from the community and from each other.

The second pressure is anger. If a COA feels fear too long, or if the intensity is too great, the fear is transformed into anger. In the beginning the boy or girl will try to express the anger, but probably not often. Drunken parents do not approve of angry children. In some cases a strong-willed youngster will remain rebellious in spite of punishment; in other cases, anger and rebelliousness will be repressed only to surface later, in the teens or beyond.

When they try to express their anger physically, or “talk back” to their parents, COAs expose themselves to danger. The physical damage done to children by drunken parents is a blot on our society. A slap can dislocate a jaw or damage an eye. A blow can break a nose or a rib. A shove can lead to a fall that breaks an arm or causes a concussion. Drunken rage can lead to torture, savage beatings, severe internal damage, or even death. In a fight between a drunken parent and a child, the child loses.

The third pressure is shame. COAs are ashamed of the way their alcoholic parents look: disheveled, possibly dirty, vacant-faced, unsteady in their walk and hand movements. They are ashamed of the way they sound: loud and overly aggressive, or incoherent, slurring their words. They are ashamed of the way the alcoholic parents behave at home and outside the home: arrogant, overbearing, unreasonable, angry and abusive, or awash in self-pity and remorse. They are ashamed of what people say: the snickers and jokes, the half-amused or half-disgusted comments of adults, the cruel comments by other children. Because of these feelings, COAs tend to become hypersensitive and withdrawn; to overreact and carry a chip on their shoulder; or to develop sexual problems, or other distorted behavior.

The fourth pressure is a sense of wrongness—in their parents and in themselves. An alcoholic parent is painfully different from nondrinking parents, different in ways that the child cannot understand or defend. Something is wrong, but the wrongness is mysterious and not to be talked about. Often it is not clear to the child that alcohol is the cause of the parent’s frequent change from loving to angry, responsible to irresponsible. And since COAs identify powerfully with the family, the sense of wrongness extends to themselves.

The feeling is intensified by their day-to-day experiences in the home. If a child is told repeatedly “You are no good,” he or she eventually begins to believe it. If a husband and wife have repeated quarrels, and the father frequently yells at the son in exasperation: “Get out of here and let your mother and me have some peace!” the son may conclude that he is at fault and responsible for the trouble in the family.

The fifth pressure is guilt. If a COA begins to feel personally responsible for the problems of the family, a strong sense of guilt is likely to develop. A boy may feel that he has provoked his father into abusing his mother. A girl may feel that her secret relations with her father may have caused her parents to get a divorce. An older child may feel guilty for not protecting a younger; a brother may feel guilty for not coming to the defense of his sister.

Fear, anger, shame, the sense of wrongness, and guilt—these are powerful disruptive forces in the alcoholic family. They weaken or destroy the sense of self, and make it difficult for the child to develop.

Even if one parent is not alcoholic, the situation can still be traumatic for the child. Living with an alcoholic can generate stresses in the nondrinking spouse that lead to anxiety, frustration, anger, or depression. Add the distortions of codependency, and the family becomes so chaotic the child does not know where to turn for comfort or security.

Characteristics of COAs

In seeking to cope with their confusion and pain, COAs tend to develop certain characteristics in common. In general:
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