
Is Alcoholism Treatment 
Effective ? 
It's better than nothing, but as health costs rise more refined 
stratgies are called for, and more known about what works 
fm whom 

T HE costs of treatment for alcoholism 
and alcohol-related disorders are ap- 
proaching 15% of the national 

health bill-most of it spent on patients who 
are not diagnosed as problem drinkers (Sci- 
ence, 6 March, p. 1132). But as the perva- 
siveness of drinking disorders has become 
increasingly recognized, so has the need for 
research on which of the multitude of treat- 
ments available are the most effective. and 
for whom. 

From the standpoint of cost-effectiveness, 
the chief candidate for critical examination is 
the lengthy (usually 28 days) inpatient stay 
that has become the cornerstone of alcohol- 
ism treatment in the United States. This is 
the main feature of the growing number of 
insurance plans that cover alcoholism, de- 
spite the fact that studies have indicated that 
inpatient programs do not result in any 
better outcome for the alcoholic population 
as a whole than does treatment on an outpa- 
tient basis. 

Alcoholism treatment has evolved into a 
major industry, particularly within the past 
few years. But the scientific basis for treat- 
ment remains elusive. Early theory and prac- 
tice developed largely outside the main- 
stream of medicine, with self-help groups 
and peer counseling based on the principles 
of Alcoholics Anonymous (AA). Since 
1957. when the American Medical Associa- 
tion officially recognized alcoholism as a 
chronic and progressive "disease," lay and 
professional treatment approaches have be- 
come increasingly intermingled. This has 
resulted in a "haphazard mixture of largely 
unvalidated approaches" in the words of 
Enoch Gordis, director of the National In- 
stitute on Alcohol Abuse and Alcoholism 
( N U ) .  

The picture is beginning to change, 
though. Most attempts at scientific treat- 
ment have been based on a unitary concept 
of alcoholism as a disease, and, says one 
NIAAA official, the goal has been to find a 
"magic bullet" that will work with all (or 
most) alcoholics. As the heterogeneous na- 
ture of alcoholism and alcohol abuse is 
increasingly recognized, the focus has 
turned to identifying characteristics that will 

predict whether a patient will benefit from 
treatment, and to "matching" particular pa- 
tients to particular treatments. 

Alcoholism is now seen by most experts as 
a "final common pathway" arrived at 
through a multitude of factors including 
genetic vulnerability, environmental stress- 
es, social pressures, psychiatric problems, 
and personality characteristics. Although ad- 
vanced chronic alcoholics look very much 
alike, the course of the disorder is by no 
means uniform or predictable. Physical dete- 
rioration, physical and psychological depen- 
dency, behavior changes, and general dys- 
hctionality progress at different rates for 
different people. Drinking patterns vary 

"Absolutely anything 
you want to  say about 
alcoholics is true about 
some of them and not 
t w e  about all of them." 

widely. Some, for example, may drink alco- 
holically for a period and then revert to 
normal drinking. Some are compulsive 
drinkers from the beginning; others take 
decades to become dependent on the drug. 
As Thomas McLellan of the Philadelphia 
Veterans Administration Hospital says, "ab- 
solutely anything you want to say about 
alcoholics is true about some of them and 
not true about all of them." 

That also applies to the treatment of 
alcoholics, a subject teeming with conflict- 
ing opinions. Whether or not alcoholism 
should be called a disease is still debated. 
Some see the "medical model" at war with 
the nonprofessionalized "social model" in 
which recovering alcoholics help each other. 
Some say that an alcoholic to stay sober 
must make fundamental changes in his atti- 
tudes and relationships (as implied in the 
principles of AA), whereas others believe 
that intervention to alter specific behaviors 
is sufficient. Many insist that abstinence is 

the only "cure" for an alcoholic, while some 
contend that controlled drinlung is a more 
realistic goal for some problem drinkers. 

Many of these differences are more theo- 
retical than real because, in practice, com- 
prehensive treatment programs offer a great 
variety of services such as education, psycho- 
therapy, relaxation training, vocational 
counseling, family therapy, AA, antidepres- 
sants, and Antabuse. But what are the "ac- 
tive ingredients" in these wide-ranging pro- 
grams? The literature is rife with treatment 
studies, but they have produced little defini- 
tive knowledge other than that treatment is 
better than no treatment for those who stay 
with it for a reasonable amount of time. 

Assessing treatments is fraught with diffi- 
culties: the attrition rate in all programs is 
extremely large-probably over 50%-and 
no one knows what happens to the drop- 
outs. Controlled comparisons are difficult 
because, says Gordis, little is known about 
"the natural history of the untreated alcohol- 
ic." Self-reports of drinking behavior are 
notoriously unreliable, and no biological 
test exists to verify reports of abstinence. 
Short-term follow-ups may be misleading 
because someone who resumes drinking 
may quit later. It is difficult to sap whether 
an outcome measure is a measure of treat- 
ment effectiveness or a measure of motiva- 
tion. 

Some of the most noteworthy studies of 
recent years seem to reveal more about what 
is not known than what is known. The 
famous Rand studies of controlled drinking 
in the 1970s, for example, in which only a 
small fraction of subjects were able to mod- 
erate their alcohol intake, cast that approach 
in disrepute. But they did not demonstrate 
whether controlled drinlung is a feasible 
goal with a carefully selected sample of 
drinkers whose problem had not become 
severe. 

As for inpatient versus outpatient treat- 
ment, a recent much-cited study concluded 
that treatment setting has no bearing on 
outcome. Authored by William R. Miller of 
the University of New Mexico, the paper, in 
the July 1986 American Psychologist, re- 
viewed 26 controlled comparisons and con- 
cluded that they "have consistently shown 
no overall advantage for residential over 
nonresidential settings, for longer over 
shorter inpatient programs, or for more 
intensive [meaning cost-intensive] over less 
intensive interventions. . . . " 

Another review, by Helen Annis of the 
Addiction Research Foundation in Toron- 
to, concluded that lengthy inpatient pro- 
grams showed no better success than brief 
hospitalization, "partial hospitalization" 
(day treatment) programs, or outpatient 
programs. 
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The mvsterv of "what works" was strik- 
ingly evidencdd by a famous earlier study, 
published in 1977 by Griffith Edwards and 
colleagues of Maudsley Hospital in London. 
Edwards took a group of 100 married male 
alcoholics and subjected half of them to 
several weeks' inpatient treatment, followed 
by counseling sessions held over the period 
of a year. The other half had a single "ad- 
vice" session with their wives and a counsel- 
or, followed by monthly check-up calls from 
a counselor to the wife. At the end of a year 
the outcomes were not significantly differ- 
ent. Fifty-nine percent of the "advice" group 
and 63% of the "treatment" group reported 
"improvementy'-usuall!r reduction, not ab- 
stinence-in drinking (ratings by the wives 
were 39 and 50%, respectively). The au- 
thors concluded that "rather minimal treat- 
ment intervention is as effective as a more 
intensive regimen. . . . " They also noted 
that "patients in both groups were generally 
rather unimpressed by any helping interven- 
tion other than the initial counseling. . . . " 

Annis says that "one of the disappoint- 
ments over the past 10 years" has been that 
neither the intensity nor the type of treat- 
ment is a good predictor of success with 
unselected groups of problem drinkers. 
What has emerged, rather, is that, as the 
Institute of Medicine put it in a 1980 re- 
port: "the best predictor of patient outcome 
is the patient." 

This does not imply that all treatment is 
equally effective; rather, it has become clear 
that much treatment research fails to find 
differential effectiveness because different 
types of patients have been clumped togeth- 
er in study populations. As the Office of 
Technology Assessment stated in a 1983 
report, most treatment research is "flawed 
because the effects of treatment variables 
cannot be distinguished from the effects of 
patient variables."" 

Characterizations of patients have been 
oversimplified in the past, with primary 
reliance often being on measurements of the 
severity of alcohol abuse. But this, as it turns 
out, is not as important as other factors such 
as employment status, marital status and 
social stability, and degree of preexisting 
psychopathology. 

For example, McLellan in Philadelphia 
has reported that a group of 460 alcoholics 
and 282 drug addicts was divided according 
to the severity of their psychiatric symptoms 
(the major categories are personality disor- 
ders and affective disorders-anxiety and 
depression), and subjected to six different 
treatments. The 15% in the "most severe" 
category did poorly in all treatments, which 

*"The Effectiveness and Costs o f  Alcoholism Treat- 
ment," Office of  Technology Assessment, Washington, 
DC. March 1983. 

Helen Annis. Neither the t 9 e  nor 
intensity of treatment Is agood predictor of 
outcome with unselectedgroups of drinkers. 

ranged from residence in a therapeutic com- 
munity to methadone maintenance, whereas 
the "least severe" group did well in all the 
treatments. 

Similarly, Marc Schuckit of the San Diego 
Veterans Administration Hospital says the 
best predictor is the "primary diagnosis." 
Alcoholics with minimal abuse of other 
drugs and alcohol abusers whose history 
suggests a primary diagnosis of depression 
did considerably better in treatment than 
primary drug abusers or substance abusers 
with a diagnosis of antisocial personality. 
(Depression is far more amenable to psychi- 
atric treatment than are personality disor- 
ders.) 

Researchers say we now have a fairly good 
picture of who will do  well, regardless of the 
treatment: people with jobs, stable relation- 
ships, minimal psychopathology, no history 
of past treatment failures, and minimal in- 
volvement with other drugs. Programs spe- 
cially designed for impaired physicians, for 
example, seem to have very high success 
rates, according to the AMA. 

Most alcoholics, of course, do  not fall in 
this favored category. Methodology is now 
developed to the point where meaningful 
research can be done on matching patients 
to treatment. This has been facilitated by 
refinements in diagnostics-for example, the 
psychiatric Diagnostic and Statistical Man- 
ual in 1980 took alcoholism out of the 
"personality disorder" category and created 
two categories: "alcohol dependence" and 
"alcohol abuse." This permits an alcohol- 
related diagnosis that includes more reliance 
on behavior changes and not as much on 
physical dependency. A number of reliable 
questionnaires have been developed for uni- 

form assessment of drinking problems. 
Treatment manuals offer guides for uniform 
treatment for some kinds of psychotherapy. 
Measures of outcome have also become 
more sophisticated, with a variety of factors 
covering general life functioning and well- 
being replacing a single-minded focus on 
drinking behavior. 

Some programs already try to fashion 
treatment programs according to the needs 
of the individual. A jobless person will get 
vocational counseling, for example, or inpa- 
tient referrals will be limited to those with 
severe medical or psychiatric problems or 
when a patient needs to be removed from a 
destructive environment. But at present, 
says Thomas F. Babor of the University of 
Connecticut School of Medicine, "there are 
no generally accepted models for differenti- 
ating among patients." 

As evidence accumulates that treatment 
setting is not a crucial variable, more needs 
to be done to determine what are the most 
poweh l  elements in the variety of treat- 
ment regimens available. The future of alco- 
holism treatment lies in the realm of behav- 
ior change rather than pharmacology, in 
McLellan's opinion. Antabuse (disulfiram), 
which can make a drinker violently ill, is an 
effective deterrent, but only for those who 
are motivated to take it. Gordis would like 
to see the development of a drug that blocks 
alcohol craving, as methadone does for her- 
oin, but as experience with addicts has dem- 
onstrated, this would be no more than a 
useful treatment adjunct. If biological crav- 
ing were the primary cause of excessive 
drinking, the average alcoholic would be 
home free after a few months of enforced 
sobriety. 

The field is clearly in need of more refined 
treatment strategies based on a better under- 
standing of the needs of individual drinkers. 
Research on Alcoholics Anonymous, which 
is by far the most widely used recovery 
program, would provide invaluable infor- 
mation on what helps what kinds of alcohol- 
ics stay sober, but AA does not like to have 
researchers around, and the shifting popula- 
tion in any case is difficult to follow. 

Meanwhile, costs of inpatient rehabilita- 
tion continue to rise but insurers are reluc- 
tant to move away from their traditional 
emphasis on inpatient coverage in absence 
of better data on what works. Inpatient 
detoxification (usually a week or less) is also 
a routine practice, despite research indicat- 
ing that more than 90% of alcoholics can be 
safely detoxified in a nonmedical setting. 

In other countries, particularly England, 
Canada, and Australia, there is growing 
emphasis on attempting minimal interven- 
tions and outpatient-based care with prob- 
lem drinkers, with hospital referral only for 
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medical complications or after other ap- 
proaches have failed. In the United States, 
;bough, inpatient facilities for alcoholism 
treatment are on the increase. According to 
Miller of New Mexico, "the financial inter- 
ests of alcoholism treatment ~roviders . . . 
run precisely counter to the directions that 
seem wise and prudent in light of current 
research evidence." Offering alcoholism re- 
habilitation is an excellent way for general 
hospitals to fill surplus beds, although some- 
times outpatient programs are more com- 
prehensive as well as more appropriate. 
There has also been a rapid proliferation of 
nonhospital-based for-profit organizations, 
which are turning the treatment of sub- 
stance abuse into big business, with some 
charging up to $10,000 a week for residen- 
tial programs. These organizations engage 
in sophisticated advertising oriented to the 
very people who may do just as well in 
outpatient programs. Services for family 
members of alcoholics are also becoming 
quite elaborate-Susan Blacksher of the Cal- 
ifornia state program reports that she has 
even heard of beds being offered for "the 
disease of co-dependency." (Close relatives 
develop their own syndromes of maladap- 
tive behavior in response to long-term living 
with an alcoholic, which has led to alcohol- 
ism being labeled a "family disease.") 

~ e s ~ i t e  the turbulence and uncertainties 
in the field, the picture for alcoholism treat- 
ment is getting brighter. The quality of 
research is getting better as substance abuse 
has gained in legitimacy as a scientific field, 
and-although aiailable. funding is still dis- 
proportionately very low, the money situa- 
tion has been improving. The research bud- 
get for NIAAA has gone up by 145% in this 
decade (the proposed fiscal 1988 budget is 
$68.9 million). The government is putting 
increased emphasis on refining treatment 
research-a giant announcement issued last 
fall calls for new pilot projects addressing 
treatment regimens, treatment settings, and 
client classification. And. the National Acad- 
emy of Sciences, in response to the new 
drug abuse law passed last year, will conduct 
a 2-vear studv on alcoholism treatment. 

The increasingly public nature of the 
problem is leading to a more realistic appre- 
hension of the insidious and varied ways 
alcohol problems can creep up on people. 
Higher success rates because of earlier inter- 
vention-in the old days most alcoholics 
were in an advanced state of deterioration bv 
the time they got to a hospital-have taught 
people that alcoholism is not the hopeless 
disease many have thought. The search for a 
"magic bullet" has given way to recognition 
that the disorder is as complex as the person 
who suffers from it. 

The Naw After Lehman: 
Rough Sailing Ahead? 
N a y  Secreta~ John Lehman presided over a major buildup 
of the fleet but critics charge that there may not be enough 
money to  equip and operate a22 those new ships; dissent did 
not flourish in Lehman3 Navy 

S ECRETARY of the Navy John Lehman 
announced last month that he will 
step down after six contentious and 

eventful years in office. His tenure has been 
marked by controversy over the Navy's am- 
bitious shipbuilding program, its aggressive, 
offensively oriented war-fighting plans, and 
Lehman's own hard-charging, bare-knuck- 
led administrative style. 

Lehman's chief accomplishment was over- 
seeing an impressive naval buildup, revers- 
ing a decline in the size of the fleet that 
began after World War I1 and reached its 
low point in the mid-1970s. During the 
Carter Administration, the fleet stabilized at 
around 470 ships, but the 1980 Republican 
platform called for a 600-ship Navy. Leh- 
man, 44, a brash and outspoken former 
member of Henry Kissinger's National Se- 
curity Council staff, made this goal the 
Navy's own when he became the service's 
civilian chief in 1981. 

"America must regain . . . command of 
the seas," Lehman told Congress in 1982, 
and his vigorous advocacy of U.S. maritime 
superiority helped usher in an era of unprec- 
edented prosperity for the Navy. Its budget 
for purchases of ships, submarines, aircraft, 
and weapons increased more than 10% per 
year (before mflation) from 1981 to the 
present. The fleet has now reached 557 
ships, and Navy officials say that the 600- 
ship Navy, including 15 aircraft carriers, will 
become reality by 1990. 

Lehman's success in pushing through the 
fleet buildup, however, may come back to 
haunt his successor, ex-Marine James Webb. 
According to some analysts, the Navy or- 
dered more ships than- it can afford to 
support and outfit. As the Pentagon feels 
the bite offiscal austerity, Webb will be hard 
pressed to cope with worsening shortfalls in 
manpower, maintenance, a n d  ammunition 
that could cripple the fleet. 

According to a 1985 study by the Con- 
gressional Budget Office, the Navy will re- 
quire annual budget increases of at least 3% 
above inflation-possibly 6 to 8%-if it is to 
maintain its expanded fleet. 

The Navy, in its own study of the issue, 
used revised numbers that reflected a slow- 
down in modernization plans, and arrived at 
a much lower estimate. According to the still 
unreleased study, Navy goals could be 
achieved with 1 to 2% real budget growth. 
Other analysts, however, say that neither 
study took adequate account of cost in- 
creases that result from the increasing com- 
plexity of new weapons. They warn that 
timely replacement of ships in the future will 
probably require annual real increases of at 
least 6 to 8%, and possibly more. 

John Lehman. Hisgoal of a 600-ship 
Naay could be realized by 1990. 

If the defense budget does not rise above 
inflation during the next few years, as seems 
likely, the Navy will need to abandon at least 
some of its ambitious goals. According to 
outside analysts, the Navy could accept a 
smaller and older fleet, or permit the fleet to 
be hobbled bv cuts in funds for manpower, 
fuel, ammunition, and repairs. 

So far, the Navy shows few signs of 
willingness to scale back shipbuildingplans. 
Lehman has dismissed pessimistic budget 
forecasts in the past as defeatist and self- 
Mlling,  say former Navy officials. "John's 
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