
DRUG ADDICTION IV

The management of alcoholism in
general practice

RICHARD A. PARRY, M.B., Ch.B., M.R.C.P., D.P.M.
Consultant psychiatrist, Royal Edinburgh Hospital

Senior lecturer, Department of Psychiatry, University of Edinburgh

A LCOHOLISM has replaced syphilis as the great deceiver. Only a few ofhis alcoholic
patients are known as such to the family doctor; and then the diagnosis tends to be

flagrantly obvious. They are irresponsible and often pyschopathic. On the other hand,
the hidden majority are often serious, responsible and hard-working people, visiting
the doctor from time to time with rather vague psychosomatic complaints. They may
suffer from nausea, depression, difficulty in concentration, irritability, giddiness, falling
off in performance, rather ill-defined dissatisfaction. Physical examination is likely to be
negative and the doctor is left with an uneasy feeling that he has missed a vital clue.
Sometimes the prescription of a psychotropic drug brings about a transient improvement,
and for a few months the patient disappears from the waiting room; but when he returns,
he is likely to be much the same as before.

It seems almost impertinent to ask about alcohol consumption; but if the question
is put, the patient shies away in a manner likely to arouse suspicion; and soon, the
suspicion becomes a certainty.

Successful treatment of alcoholism is certainly possible in general practice and for
many alcoholics, the family doctor is the ideal therapist. The doctor will be rewarded
not only by the gratitude of his patients and their relatives but also by the understanding
which he will obtain of their social, domestic and neurotic problems.

Presentation
It is uncommon for a patient to present himself directly with a request for treatment

of alcoholism. If this should occur, the differential diagnosis should include endogenous
depression. (Patients with endogenous depression may have delusions of dirt, disease
and wickedness and for some people, alcoholism provides a happy combination of all
three).

The patient may come because something unpleasant is about to happen; perhaps his
wife has left him, or he has been threatened with the sack, or he has been charged with
an offence committed under the influence of drink. In the latter instance, we find it wiser
to allow the case to be completed before treatment is undertaken, since it is sometimes
regarded as a soft alternative to punishment.

Commonly, a spouse or other relative, sometimes a friend or workmate, brings the
problem to the doctor's attention. The doctor may be asked to promise that he will
say nothing to the patient and it will be suggested that he call in unexpectedly, or ask
the patient to call on some other excuse; but information given under promise of
secrecy is never of value and the doctor must not connive in such a deception. He may
use his discretion as to when and how to use the information, and if the informant is
warned of the patient's possible reaction, he will usually be satisfied by such reassurance.
The informant should be asked to tell the patient that she has been concerned about his
health; perhaps he has seemed irritable, tense and preoccupied and, certainly, he seems to
have been drinking more than he should. Provided the patient is satisfied that the
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informant is really concerned about his well-being, he will usually be prepared to visit
the doctor, although often hoping for the reassurance that the doctor will find himself
unable to give.

Diagnosis
The diagnosis may be suspected in the following circumstances:
1. Once he begins to drink, the patient is unable to stop unless external circumstances

force him to do so, or unless he becomes unconscious.
2. The individual is unable to abstain from drinking for a suggested period, e.g.

four weeks.
3.He drinks early in the day.
4. He is dishonest about his drinking habits.
The diagnosis is confirmed by the presence of one or more of the following symp-

toms:
1. Though not specially drunk, the patient is unable to remember events which

occurred whilst he was drinking. The people around him see nothing abnormal in his
behaviour; but next day, he finds that he has forgotten all that happened (the 'blackout')
and, worrying that he may have behaved badly, he makes surreptitious enquiries of his
companions. He may find that he has been told things or has made appointments of
which he has no memory.

2. He finds himself trembling on wakening in the morning. The tremor is often
accompanied by a sense of apprehension and both are alleviated by a drink.

3. His tolerance for alcohol is decreased.
4. He develops delirium tremens.
Alcoholism is nearly always secondary either to a primary disease, which is usually

psychiatric or to a social situation which facilitates heavy drinking. It may be possible
to modify the primary condition; but alcoholism itself is incurable and the patient has
no alternative but to become totally abstinent for the rest of his life. Treatment is direc-
ted towards the primary situation, thereby helping him to achieve this goal.

Motivation
In order to achieve total abstinence, the patient must subject himself to a rigorous

discipline, especially in the early stages of treatment; must understand the reason and
desire success. In the absence of strong motivation, treatment will fail: the doctor's
first task therefore is to help develop and reinforce the patient's own desire for success.
The patient's efforts will be greatest if he can be assured that his doctor and family will
do all they can to support him through his difficulties.

It must be acknowledged that some seriously disordered personalities show little
or no motivation and all efforts with them are fruitless. This is particularly so in psycho-
pathic personalities and the doctor should consider seriously whether it would be better to
cut his losses when much valuable medical time has been expended on such a patient.

The doctor's knowledge of his patient's strengths and weaknesses, his perseverance
and determination, his independence and his strength of character are of the greatest
value in assessing motivation. There need be no hesitation in seeking a psychiatric
opinion if motivation is in doubt; but there is no way of shoring up a feeble, inadequate
personality and a request for a psychiatric opinion should not imply a request for
psychiatric treatment when none exists.

Management
Management comprises the following stages:
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Acknowledgement of the illness
Withdrawal of alcohol
Maintenance of abstinence.

Acknowledgement of illness
The first and most difficult problem with which the doctor must deal is denial.

Denial is a simple word for a complex psychological concept. It refers to a powerful
defence mechanism which enables the individual to dismiss, despite all evidence to the
contrary, a painful or unpleasant fact. It completely ignores logical argument. If
his defence is seriously threatened, the patient becomes very angry, dismisses his assail-
ant with contempt, and declines to have anything more to do with him. This is not
persiflage or mere obstinacy; the individual is truly unable to see what is so obvious to
everyone else.

In alcoholism, denial is compounded of shame, rage and fear. Although there is
some softening of the public attitude towards alcoholism as a disgrace, few people and,
regrettably, too few doctors recognize it as a clearly defined disease. The alcoholic
regards the label as a shameful one and, often being a person of low self-esteem, darkly
suspects that it is exactly what he deserves. The corollary of the diagnosis-that he may
never drink again-leads the patient to furious though often unconscious rage at being
deprived of a pleasure. Often, he has used alcohol as a support in his neurotic difficulties
and is terrified of the prospect of having to manage without it.

These three responses, shame, anger and fear, may be resolved early by a manifesta-
tion of hostility towards the doctor; anger at his ability to see what sort of person the
patient really is; anger with him for taking away a pleasure; anger at his taking away a
prop.

The anger is irrational. The sympathetic doctor knows that he is treating a disease
which he regrets as much as the patient. He knows that new pleasures will supersede
those of drinking and he knows that his job is to help the patient manage without a
prop. The doctor's understanding helps him to tolerate the patient's hostility without
responding angrily himself and his tolerance and sympathy, despite the patient's antagon-
ism, will expedite the patient's willingness to look objectively and realistically at his
denial, so that it becomes resolved.

Denial often starts in a vague, ill-directed way. The patient claims that his wife
has grossly exaggerated what is happening; she has made a mountain out of a mole-hill;
he has been drunk only on very few occasions; she has a bee in her bonnet about
drinking. Then follow more ' logical ' rationalizations:" I have never been drunk
in my life " (but addiction is not a matter of drunkenness and some ' inability-to-abstain'
alcoholics may never reach the stage of intoxication*); " My friends drink more than
I do" (but alcoholism is a function not of the quantity consumed but of individual
response); "I only drink at weekends" (but the alcoholic whose drinking shows 'loss
of control' may remain abstinent for very long periods); "I only drink beer, never
spirits" (but alcoholism is addiction to ethyl alcohol, not to the vehicle); "I never drink
cheap wine or methylated spirits" (but very few alcoholics do).

Withdrawal of alcohol
When the diagnosis has been accepted and the need for treatment understood,

withdrawal of alcohol, commonly called 'drying out' or 'detoxification' follows. This
comprises immediate and total withdrawal of alcohol, the prevention of possible abstin-

* One patient, on hearing of an inability-to-abstain alcoholic who was never drunk although she
consumed a bottle of gin every day, exclaimed " I can't possibly be an alcoholic, because I drink a
bottle of gin every day and I do get drunk " I
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ence phenomena, attention to the general physical state and finally the withdrawal of
all drugs.

It is usually desirable for the patient to be in bed for this phase, and it is not possible
for him to continue with his day-to-day work. Ideally, withdrawal should be undertaken
in hospital; but if the patient has willing and co-operative relatives, it may be achieved
at home. Without such outside support and encouragement, it is virtually impossible
for a patient to stop drinking and, although he may beg to be allowed to try, the individual
living alone has certainly tried and failed many times before.

To prevent D.T.s and withdrawal fits, a tranquillizer and an anti-convulsant are
required; we use chlorpromazine, 100 mg qds together with chlordiazepoxide, 20 mg
qds, sodium amylobarbitone, 400 mg is given for night-time sedation. It is traditional,
though not essential, to provide vitamin supplements and some patients seem to benefit
from an intravenous injection of 'Parenterovite' on three alternate days. A generous
light diet is prescribed and the patient is encouraged to drink large volumes of fluid,
since there is often a heavy -diuresis. The opportunity is taken to make a complete
physical examination and biochemical tests of liver function are performed.

The withdrawal phase should be completed within eight to ten days. Night time
sedation should be withdrawn completely within three or four days, when it may be
anticipated that for a day or two, the patient will sleep less soundly and dream more
vividly. The dose of tranquillizer and anticonvulsant should be halved after five to
six days and these drugs withdrawn completely after seven to ten days. The aim is that
the patient should be on no psychotropic drugs of any sort at the end of the phase.

By this time, the patient is usually feeling very well indeed, eating heartily, sleeping
soundly and full of confidence for the future. He is astonished at how well he feels and
how little he is bothered by thoughts of drink. It is helpful if the doctor can visit the
patient frequently during this period. The visits need only be very brief; several brief
visits are to be preferred to infrequent longer ones. The patient should be able to attend
the surgery by the end of the first week and again, frequent brief visits should be
encouraged. The doctor will quickly learn much about the patient, his assets and weak-
nesses, and if he is interested in brief psychotherapy, he will find the abstinent alcoholic
a worthwhile and interesting patient.

Occasionally at this time some patients develop a profound but short-lived depen-
dency reaction. 't is as though, as one physician put it, "they have to ask permission to
blow their nose". This must be tolerated and accepted by the doctor. It rarely contin-
ues for longer than a week and usually indicates an excellent prognosis.

Drugs should not be used for symptomatic treatment (it is especially easy for the
alcoholic to become dependent upon sedatives and stimulants). However, the proper use
of drugs when a clear indication exists is to be encouraged. Some alcoholics are suffering
from a primary low-grade affective illness of the depressive type and for them, the use of
an antidepressant drug is helpful.
Maintenance of abstinence

The alcoholic who has successfully overcome his own addiction must, in a sense,
become a new man. He must develop new interests, perhaps change his employment and
discover a new relationship with his family. He often finds a new, all-embracing interest
which fully occupies his energies; he may, for example, find an outlet for his energies in
helping others such as himself through Alcoholics Anonymous. No doctor who has a
patient needing help should hesitate to contact a member of this excellent organization.
However, it must be accepted that A.A. is not for everyone, although many alcoholics
who condemn it are decrying in its members faults which they see in themselves. Alanon
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is a parallel organization to A.A. and its members are the relatives of alcoholics. Alateen
is a recently-established organization for their children.

Recently, a series of Alcoholism Information Centres, generally staffed by abstinent
alcoholics, has developed over the country. These seek to help the families as well as the
patient, to provide advice and information to industry and to promote research. Doc-
tors living in a town in which such a centre has been established will receive a warm
welcome and generous help with their patients.

But perhaps the most important source of help to the patient is the most obvious
one-his own family. There is much to be said for seeing the abstinent alcoholic and his
wife together on every occasion, so that their problems can be shared and both can con-
tribute to their solution.

Abstem. Abstem (citrated calcium carbimide) impairs the metabolism of alcohol so
that acetaldehyde accumulates in the circulation. In consequence, the patient who drinks
while taking Abstem suffers from acetaldehyde poisoning. The symptoms are unpleas-
ant and may be dangerous; they include headache, nausea and vomiting, flushing and
muscle cramps. Some patients suffer a serious drop in blood pressure and fatalities have
been reported. One or two 50 mg tablets are taken daily and within about three days,
sufficient has accumulated to make drinking dangerous. In some centres it is the prac-
tice to give the patient a 'test dose' of alcohol under hospital supervision in order to
assess the accuracy of the dosage and to demonstrate the action of the drug to the patient.
This procedure is contra-indicated in patients who have any degree of cardiac
impairment. In Edinburgh, we have abandoned the 'test dose' procedure and instead,
clearly warn the patient of the expected side effects. Our experience is that patients do
not experiment upon themselves, provided this warning is given. Every patient who takes
Abstem carries a card stating the fact that he is taking it and warning against the use of
alcohol in emergencies. The treatment of the inadvertent use of alcohol (ascorbic acid,
500 mg intravenously, repeated as necessary) as an antidote is mentioned. The patient
is warned that if he intends to drink, he must allow at least three clear days for Abstem to
be cleared from the body.

When a patient takes Abstem, he makes a definite decision that he will not drink
for that day. Furthermore, his family knows that he has made the decision and it is
particularly for the sake of the family that the patient should decide to use the drug. For,
if they have seen him swallow the tablet, they know that they need have no anxiety if
he is late home or comes home tired, irritable or uncommunicative. The wife does not
need to give a surreptitious sniff as she welcomes him (very tiresome if he has not been
drinking and even more so if he has).

It should be emphasized that the tablet should be taken in front of someone and as a
routine. There is little point in taking it in secret. For some patients, the ritual becomes a
harmless obsession. Abstem has a useful bonus of alleviating 'craving'. This can be a real
and almost physical 'pain' to the patient and may possibly lead to a relapse. When Ab-
stem has been taken, patients seldom complain of craving; it is as though the unconscious
knowledge of the danger of drinking in such circumstances becomes an ally and
neutralizes the discomfort.

Abstem should only be prescribed with the patient's full knowledge of its effects,
benefits and dangers and should only be offered if the patient wishes to take it. It must
never be used without his knowledge and consent. Willingness to take Abstem is a good
index of the patient's motivation. The patient who "thinks he can manage without" or
who "doesn't want to depend on something" is also indicating that he wishes to be
free to drink again if he chooses. Some patients say they will not take the tablets now
but later, if they find themselves wanting a drink, they will take an Abstem instead.
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Our experience is that it is too late by them; the patient will take a drink rather than a
tablet of Abstem.

Employment
There is little point in subjecting the abstinent alcoholic to needless temptation and,

if necessary, a change of employment should be considered. Although it is true that there
are abstinent publicans, work involved in the manufacture, distribution or sale of alco-
holic beverages should be avoided if at all possible. A high powered, expense-account
executive is very liable to temptation; but many take a pride in their tolerant abstin-
ence and enjoy the unexpected envy of their drinking colleagues.

The relapse
Since alcoholism is an incurable disease and since alcoholics are as liable as others

to be exposed to severe stress, the possibility of an occasional relapse must not be for-
gotten nor condemned. The attitude ofthe doctor is crucial: he will share with the patient
his disappointment and he will look for ways of avoiding the same mistake in the future
("it would be better to come to see me than to go for a drink... ."). The patient must
not be rejected and, although the whole 'drying out' routine may need to be repeated,
it should be performed in the spirit of "the man who never makes a mistake never makes
anything".

Management of delirium tremens
Delirium tremens is a serious disorder and is diagnostic of alcohol addiction. It

comprises tremulousness and delirium, i.e. high temperature, fear or terror, hallucina-
tions (usually visual), restlessness and suggestibility. The treatment is usually with high
doses of tranquillizer, e.g. 100 to 200 mg of chlorpromazine or more, intramuscularly.
The dose required is that which controls the symptoms. When delirium tremens occurs
as a complication of another serious disorder, e.g. myocardial infarction, the prognosis
is bad indeed and the physician should consider treating the patient with alcohol
in the form and quantity to which he has been accustomed. This is replacement therapy
in the true sense of the word and the patient's alcoholism can be dealt with when he has
recovered from his acute disorder.

Who to tell
At some time or another, the question of "Who should I tell that I am an alcoholic?'

must be faced. The family will already know; so will close friends. The employers may
already have guessed; but some are less sympathetic than others and may use the diag-
nosis as an opportunity to dismiss the patient on account of his previous inefficiency
and regardless of his subsequent total abstinence. The decision must be the patient's,
but if the employer appears understanding, it is often best to tell him.

Refusing a drink
Refusal may be in terms of "I'm on the wagon at the moment", or "My doctor has

advised me to lay off", or "I'm taking some tablets which clash with alcohol". Patients
who are really determined to succeed know that the most laudable and effective response
also commits them irrevocably to total abstinence. It is "No thanks-I don't drink: I
am an alcoholic".
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