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SUMMARY. From general practice records of
9,763 patients, 106 problem drinkers were com¬

pared with a control group. The drinkers had a

substantially higher number of problems and
they consulted their doctor and attended
casualty departments frequently. Social and
marital problems were especially prevalent in the
families of problem drinkers.

Introduction

TT has been suggested that the general practitioner is
-'¦especially well placed to identify and treat the patient
with an alcohol problem (Parr, 1957; Central Health
Services Council, 1973). However, with the notable
exception of Wilkins (1974), few general practitioners
have reported their experience with such patients.

Aim .

Our paper attempts to define some of the characteristics
of problem drinkers and their families, as perceived by
seven general practitioners.

Method

The seven doctors taking part in the study are single-
handed general practitioners working in a health centre.
They have a total list of 9,763 in a new town. They use a

record system which files patients (an average list of
1,395 per doctor) according to problem. All the con¬
ditions and characteristics of a patient which the indi¬
vidual doctor considers to be significant are placed on a

problem list; problems so identified are coded and
stored on feature cards. This system has been pre¬
viously reported by Burchell et al. (1975).
For this study, patients considered to have a drink

problem were identified by reference to the appropriate
feature cards. Further information was obtained from
I. C. Buchan, General Practitioner; E. G. Buckley, General Prac¬
titioner; G. L. S. Deacon, Psychiatric Nurse; R. Irvine, Sociologist
and M. P. Ryan, General Practitioner, Howden Health Centre,
Livingston, West Lothian.
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case records about the identified drinker, spouse (or
co-habitee) and other members of the family.
Within each of the seven practices a control, matched

for age and sex, was identified for each problem
drinker. This was done by random selection. Both the
spouses and the controls of the problem drinkers proved
to have a similar age range; there were a similar number
of children in the control and study group (Table 1).

Active and inactive problems were recorded for all
members of the family and the total number of recorded
consultations by each individual, both direct and in¬
direct, was noted for the year 1978. The number of
casualty reports in each record was also counted.

Results

Prevalence
We found that the doctors used a variety of terms to
describe problem drinkers and that we could not use-

fully differentiate between the 'alcoholic' and the
'problem drinker'. One hundred and six patients out of
a practice population of 9,763 were identified as having
a drinking problem. Ninety-two of these were male
(Table 1). The prevalence of those defined as having a

drinking problem was, in males over 18, 3.3 per cent
and in females, 0.5 per cent. This is a fairly high figure
compared with earlier studies, but it is lower than the
more recent surveys by Dight (1976), Saunders and
Kershaw (1978) and Blaxted (1979).

Consultations
It is interesting that the consultation rate (Table 1) for
drinkers was almost twice that for controls. However,
the consultation rate for spouses was only slightly
higher than that for controls and the rates for children
of drinkers and controls were almost identical. There
was a higher average number of known casualty attend¬
ances (Table 1) among drinkers (1.3 for drinkers and
0.4 for controls). We noted that intoxication with
alcohol was observed in a quarter of their attendances at
casualty departments. Almost two thirds of attendances
were for lacerations or soft tissue injuries. Assault was

mentioned in one out of 10 of the casualty reports.
Spouses of drinkers also had a higher attendance rate at
casualty departments.
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Table 1. Characteristics of drinkers and controls.

Average number of
doctor to patient contacts in 1978

Number Surgery Home Other Total

Average number of
casualty letters

in records

Drinkers
Controls

Spouses of drinkers
Spouses of controls

Children of drinkers
Children of controls

106(14F:92M)
106(14 F:92M)
92(82F:10M)
95(84F:11M)

196
199

6.5
3.7

5.6
4.5

2.7
2.6

0.7
0.2

0.3
0.2

0.4
0.3

1.1
0.5

0.6
0.5

0.3
0.2

8.3
4.4

6.5
5.1

3.4
3.1

1.3
0.4

0.6
0.2

0.4
0.3

60 40

Family problems
(expressed as rate per 100 families)

20

I Active problems
1 Inactrve problems

Controls
Relationship

60
.i

Individual problems (per 100 individuals)

Relationship

individual problems (per 100 individuals)
40 20 20

Spouses (controls) Spouses (drinkers)
40

* Drinker excluded, i.e. 100 ** Drink problem not included in psychiatric problems

Figure 1. Rates of main problem categories in controls and drinkers.

Individual problems
Drinkers had more identified problems (Table 2), other
than alcohol abuse, when compared with controls.
Spouses had more active but slightly fewer inactive
problems than controls. When individual problems were

classified using the WONCA code, the reason for the
substantial difference in the total number of problems
in drinkers and controls was a much greater prevalence
of active gastro-intestinal, psychiatric, smoking and
accident-related problems among drinkers (Figure 1).
Active respiratory, genito-urinary and metabolic/

152 Journal ofthe Royal College ofGeneral Practitioners, March 1981



Alcoholism

Table 2. Prevalence of problems among drinkers, controls
and their families.

Number of problems
per 100 individuals

Active Inactive Total

Drinkers 187* 92 279*
Controls 85 66 151

Spouses of drinkers 187 109 296
Spouses of controls 131 124 255

Children of drinkers 48 29 77
Children of controls 45 34 79

Joint family problems (drinkers)** 67 6 73
Joint family problems (controls)** 15 7 22

*Does not include drink problem (i.e. a further 100 active problems).
**Rate expressed per 100 families.

endocrine disorders were also more prevalent in
drinkers. The spouses of drinkers had a high prevalence
of psychiatric, genito-urinary and smoking disorders.
Surprisingly, they also showed a high prevalence of
heart and circulatory problems.

Family problems
However, the most striking difference between the
families of problem drinkers and those of controls was
in joint family difficulties. There was almost a fourfold
difference in the prevalence of social and interpersonal
relationship problems (Table 2, Figure 1).

Separation from spouse (or co-habitee) was relatively
uncommon in both drinker and control group.
However, in a new town it is possible that separated
individuals may return to their previous environments.

Discussion

Definitions of an alcohol problem are bound to vary
from doctor to doctor, hence the need for a control
group matched for age and sex but taken from within
each individual practice. Some doctors would undoubt-
edly have suspicions about a person's alcohol intake
yet would not necessarily record that person as having
an alcohol problem. Nevertheless, even allowing for this
factor, it is likely that there are a considerable number
of unrecognized problem drinkers in the population we
have studied. The identified problem drinker presented
with a clear-cut pattern of a high doctor contact rate
and a high prevalence of social, relationship, psy-
chiatric, gastro-intestinal, smoking and accident-related
problems. This pattern is similar to that noted by Hore
and Wilkins (1976) in a study of patients referred to a
regional alcoholism treatment unit. It is possible that
this pattern can be used to identify the nondetected
problem drinker and we hope to report on this in the
future.

Alcoholism, or problem drinking, can be defined in
terms of the quantity of alcohol consumed. This
definition may have the merit of apparent precision, but
there is the additional need to quantify more clearly the
effect of alcohol abuse on the individual and the family.
The ultimate problem of alcohol is not the alcohol itself
but its effect (poverty, marital disharmony, peptic ulcer
and so on).

General practitioners and other primary medical
workers need to be increasingly aware of the effects of
problem drinking and alcoholism; and further research
is needed so that we can accurately quantify the
injurious effects of alcohol.
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A homely business?

"This job involves some bloody hours-probably 85
hours a week. You never know when to stop working.
It's never away from your mind. The phone never stops
ringing and the aggravation you get from stupid, irate,
bloody customers. I've got so much work and not
enough time. We want to take the kids to Disneyland.
We want to do lots of things. We want to start living.

"I want to see my children-they're growing up
around my ears and I don't even know it. Sometimes
when I leave in the morning they're still asleep and when
I get home they're in bed. I don't see them-it's no way
to have a family. In fact it's been no life for the last 10
years. We've been nowhere."

Source: Scase, R. & Goffee, R. Home life in a small business. New
Society, 30 October 1980.
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