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'First the man takes a drink,
Then the drink takes a drink,
Then the drink takes a man.'

an old Chinese proverb.

AS general practitioners who are in the first line of defence perhaps we should take
> heed of the first line of that old proverb. The true alcoholic is a 'compulsive drinker'

but there is also the question of 'the problem drinker'. In my opinion the problem drin¬
ker is really the equivalent of the drug abuser, whereas the true alcoholic is the equivalent
of the drug addict or drug dependant.

Almost without exception the patient who can be classified as an alcoholic has
earlier spent a fairly lengthy apprenticeship as a 'problem drinker'.

Dr Glatt has suggested that there are no less than 15 alcoholics per practice in the
NHS in England and Wales, (considerably more in Ireland).

For every alcoholic there must be at least one problem drinker, so I think you will
agree that this is a conservative estimate. We all know that each one of these patients
is directly creating difficulties for three to four other persons, the majority of whom will
be on that same general practitioner's NHS list. It would be reasonable to assume that
in each practice there will be at least 100 human beings whose mental or physical well-
being is being affected by the problems of alcoholism. How then can our general prac¬
titioner colleagues continue to pretend that alcholism is not really a significant problem
in general practice today?

Is it easier to do nothing, and to wait until the problem drinker has become an
alcoholic?.and finally when he has reached 'rock bottom' to have him admitted to a

psychiatric hospital. But is this really the answer? Would it not be more profitable
for everyone concerned to make a drive for early diagnosis of the 'problem drinker'?
With supportive and treatment facilities as they at present exist in these islands the
prudent general practitioner has an indirect inducement to don his blinkers and pursue
more rewarding objectives. So please do not condemn the general practitioner. It
would be difficult to find a general practitioner anywhere, who has never experienced
the time-consuming difficulties created by an alcoholic patient. Where does the family
doctor find help in the handling of a case such as this, particularly if the patient is unwil¬
ling to be admitted to a psychiatric hospital ? In the interests of his practice, and indeed
of his own family, he vows never again to have anything to do with an alcoholic.

But why does society leave the doctor (or for that matter the priest) the responsi¬
bility of handling the alcoholic. This is not solely a medical problem nor is it solely a

spiritual problem. I maintain it is a community problem. As long ago as 1963 the
Northern Ireland Association of Mental Health organized a conference, in Queen's
University Belfast, to which the public was invited. The title of that conference was

significant 'Community Responsibility and the Alcoholic'. To cut a long story short,
the ultimate outcome of this conference was that the Northern Ireland Hospitals Au¬
thority set up a hospital for the treatment of alcoholics. This hospital was unique in

*Paper read on 21 September 1970 at the third International Conference on Alcoholism and Addic¬
tions, Cardiff.
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that these facilities were provided under the National Health Service and were completely
separate from those existing units which were providing treatment under the wing of
the psychiatric hospitals. This new hospital.the Shaftesbury Square Hospital.pro¬
vided a meeting-ground for all those voluntary and statutory organizations which at
one time or another play an important role in the rehabilitation of the alcoholic. Rec¬
ently the hospital has extended its services and is now in a position to accept alcoholics
in the acute phase of their illness. Clearly in Northern Ireland a sizeable section of the
responsible citizens has accepted the fact that the problems created by alcoholism are
indeed a community responsibility.

Ifwe are to succeed in getting the co-operation ofour general practitioner colleagues
in shouldering our share of this problem at least two prerequisites are essential.

1. The education of our colleagues to obtain a better understanding of alcoholism
and drug dependance.

2. The education of the public to accept alcoholism as being a community problem
so that units such as the Shaftesbury Square Hospital in Belfast can be established
throughout these islands.

The following steps are necessary before general practitioners can ever hope to make
a significant contribution to the problem of alcoholism.

1. Education of medical profession,.the public, and the potential patients about
the problem in our midst, and about what could be done to alleviate it.
2. Making available the necessary treatment centres complete with all the supportive
facilities.
3. The detection of patients in the early stages of their illness.
4. Persuading such patients to understand the advantage of accepting early treat¬
ment.
It is at this stage that the family doctor can do so much to help. By establishing

and maintaining contact with the patient he may be able to demonstrate his understand¬
ing of the personal problems confronting the patient. The general practitioner is clearly
in a better position to gain the confidence of the patient, and who better is there to con¬
vince him that here is someone who understands his feelings?

The general practitioner is also in an advantageous position to attend to the general
health of the alcoholic. In this respect an early improvement in the patient's sense of
general well-being will quickly restore some of his confidence.

This brings me to the question of relapse. First let us look at it from the point of
view of the doctor.

To many of our colleagues this appears to be the most unrewarding aspect of any
attempt to treat the alcoholic. Does he use this as an excuse to avoid treating any other
relapsing diseases ? Who ever heard of a general practitioner trying to avoid the respon¬
sibility of treating a diabetic who frequently relapses into a coma? While working in
Paris I was impressed by the attitude of some of our French colleagues who work on
the presumption that 'Relapse is inevitable', only the time interval between the relapses
is variable. There is no harm in a relapse provided that the patient seeks early help. Too
many doctors tend to judge the success of their treatment by whether or not the patient
has a relapse. The real yardstick of success of treatment is the degree to which the alco¬
holic can be maintained in his job as a wage earner, in his family as an acceptable husband
and father, and accepted by his own social circle.

And now the question of relapse from the patient's point of view. Too often the
patient who relapses feels a sense of failure and of guilt. Feeling he has let his doctor
down, he is reluctant to disclose his relapse and so postpones seeking treatment and
help.
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When the patient is told at the outset about the possibility of relapse he is much
more willing to seek immediate help when the inevitable happens. Unfortunately this
whole question of relapse is a big problem which could clearly warrant a symposium of
its own. It is only lack of time today which precludes the further exploration of this
problem in depth.but I consider it to be one of the major problems facing the general
practitioner who treats his own alcoholics.it is all too easy for him to develop a sense

of failure as well as the patient.
The major part of this International Conference is being devoted to the considera¬

tion of the problems of those patients who undergo treatment by our psychiatric col¬
leagues and in hospital. But the general practitioners here today do not need to be
reminded that a much greater number of alcoholic patients are being maintained in the
community without ever being referred for hospital treatment, and without ever being
seen by a psychiatrist. These are the patients who never appear in the statistics. And
yet in this group lies great potential for research. Surely this should be a challenge to
the Royal College of General Practitioners. In this group of patients can be found a

large number who can readily be helped into gaining a good insight into their problem.
In this respect several general practitioners have found sessions of group-psychotherapy
most useful, especially when making use of a tape-recorder.

Before finishing, I just want to say a few words about publicity. If this is accepted
to be a community problem surely the well-informed members of the medical profession
should be playing a leading part in getting the message across to the public. And yet
for reasons ofprofessional ethics there is an indirect restraint on our colleagues preventing
them from making full use of the publicity media. I have yet to meet the general practi¬
tioner who has ever derived any financial gain from undertaking the treatment of
alcoholics!

Finally, I appeal for more 'information centres' throughout the whole of the British
Isles where those in need can find a clear signpost to the most suitable place or body to
suit their particular needs.

Pop-music festivals: Some medical aspects
The experience of providing medical services to a weekend pop festival catering for some

40,000 people showed that "most of the medical problems were the run-of-the-mill sort which
doctors meet every day in general practice or in hospital casualty department". Four-hundred-
and-ninety-three casualties attended of which one was sent home and nine were transferred to
hospital. Eight patients were suffering from drug intoxication three of these being transferred
to hospital.

Thirty-six non-medical staff and ten doctors provided the service, having established a

preliminary liaison with the local hospital and police beforehand. Suggestions are made as to
the hygienic and medical needs of such festivals. Contrary to previously held opinions "this
group of 35,000.40,000 had a natural dignity, grace and happiness that is difficult to credit
(from adverse reports) unless it is seen".

L. K. Levens, J. E. Durham. British Medical
Journal. 1971. 1,218-220.


