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Preface
Alcohol has been the most widely used mood-altering substance from earliest recorded
history. The idea that alcohol consumption sometimes causes medical, personal, social and
other harms is as old as the manufacture and consumption of alcohol itself. Today more
alcohol is consumed than ever before and the World Health Organization (2002) estimates
that globally alcohol misuse caused 1.8 million deaths in the year 2000, compared with only
0.2 million from the use of illicit drugs. Alcohol was the third leading cause of preventable
death and disability globally (after smoking and high blood pressure) and in some developing regions of the world alcohol is the leading cause of preventable death and disability
(WHO, 2002). Alcohol misuse is also implicated in serious social, economic and legal problems, placing a substantial burden on economically developed and developing countries
alike.
In counterpoint to these depressing statistics, the last three decades have also seen an
explosion of social, psychological and clinical research to identify effective strategies to
prevent and treat alcohol-related problems. This book contains an updated selection of
reviews of “what works” in the treatment and prevention of alcohol problems drawn from
the critically acclaimed International Handbook of Alcohol Dependence and Problems
(Heather et al., 2001). These reviews provide authoritative summaries for health and other
professionals concerned to provide effective responses to alcohol-related problems.
The International Handbook of Alcohol Dependence and Problems was intended to
provide a high-level, comprehensive coverage of the entire ﬁeld of alcohol studies. It contained six sections, 42 chapters and 892 pages, and was aimed primarily at a library market.
The substantial text was very favourably reviewed but the book was inevitably expensive
and, in fact, priced outside the purchasing range of many practitioners in the area of alcohol
problems treatment and prevention, the very people with whom we were most concerned
to communicate.
It was therefore decided to produce a slimmed-down and more affordable version of
the handbook and this has resulted in the present volume. The problem of which chapters
to leave out and which to keep was easily solved; since the new book was aimed mainly at
practitioners in the ﬁeld, we decided that it was the chapters in the last two parts of the
International Handbook on the treatment and the prevention of alcohol problems that
would have most practical relevance to our intended readership and which it was therefore essential to retain. It should immediately be noted that this Essential Handbook of
Treatment and Prevention of Alcohol Problems is not a new edition of the retained chapters from the International Handbook but rather an updated reprint of them. We asked
authors to restrict themselves to a few, minor changes—mainly to updates on factual infor-
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mation, new references and the correction of typographical and other small errors, as would
normally be done in a reprint of an existing book.
In the original handbook our contributors, who included many internationally recognized experts on their chosen topics, were asked to write authoritative, science-based
reviews of knowledge in their areas of special interest. They were asked not to attempt a
theoretical or research “cutting edge” of their topics, since these may be found elsewhere
in more narrowly focussed works or peer-reviewed journals. Rather, they were requested
to compile a general, up-to-date summary of knowledge in their respective areas, making
decisions about what was of primary importance to include in such a summary. With this
remit in mind, we also requested that referencing should be selective, with an emphasis on
key hypotheses and the most prominent research ﬁndings.
There were several features of the original handbook that have proved successful and
which we have kept here. These are the short synopsis at the beginning of each chapter that
aims to summarize its contents in accessible language, the list of Key Works and Suggestions for Further Reading at the conclusion of each chapter and the Editor’s Introduction
preceding each Part of the book, with the aim of describing the wider context of the subject
matter in the chapters of the section and of preparing the ground so that the reader can
obtain maximum beneﬁt from them.
Despite the omission of the four major sections that led up to the parts on treatment
and prevention, it is obvious that those earlier parts are still relevant to a full understanding of the background to the material in this Essential Handbook. Thus, for example, the
six chapters in the original Part III on “Antecedents of Drinking, Alcohol Problems and
Dependence” all bear on the forms taken by the modern approaches to treatment that are
described in the present Part I on treatment and recovery. Similarly, the ﬁve chapters in
the original Part IV on “Drinking Patterns and Types of Alcohol Problem” make clear connections with the chapters in the present Part II on prevention. We would be delighted if
interested readers found this to be sufﬁcient motivation to invest in a copy of the International Handbook but, failing that, we encourage them to consult a library copy.
Many thanks are due to Laura Reynolds for help in the compilation of the indexes. On
behalf of the contributors to the Essential Handbook, we are grateful to Vivien Ward of
John Wiley and Sons for ﬁrst suggesting the idea of this book and to Lesley Valerio,
Deborah Egleton and other staff at Wiley for their help in producing it.
Nick Heather
Tim Stockwell
May 2003
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N. HEATHER

EDITOR’S INTRODUCTION
This is a very exciting time in the science of treatment for alcohol dependence and problems, a time of uncertainty but also of great promise. It should always be remembered that
the scientiﬁc study of treatment in this ﬁeld is a relatively recent phenomenon, with very
few outcome studies or controlled trials appearing before the end of World War II. In the
years since then, the volume of scientiﬁc work has steadily grown from a trickle to a veritable ﬂood and we are now confronted with a massive number of relevant publications in
the scientiﬁc literature. More important than quantity, the quality of research, too, has
greatly increased over this period; sample sizes, levels of methodological and statistical
sophistication, and standards of scientiﬁc reporting have all shown marked improvements.
We are now seeing a growing tendency towards multicentre and cross-cultural research and
this can only increase the amount of secure knowledge in the ﬁeld. The closing years of the
twentieth century witnessed the publication of results from the largest and most expensive
randomized controlled trial ever mounted, not only of treatment of alcohol problems but
of any kind of psychosocial treatment for any type of disorder (Project MATCH Research
Group, 1997a,b, 1998). Any evaluation of the “state of the art” of alcohol treatment research
must use this study as its starting point.
Ironically, it is the results of Project MATCH that have been partly responsible for the
present uncertainty in the ﬁeld. There was a time during the late 1970s and early 1980s
when, following the classic publications by Emrick (1975) and Edwards et al. (1977), the
question was seriously asked whether treatment for alcohol problems could be said to work
at all (see Chapter 8, this volume). During the 1980s, the great hope for an improvement
in success rates was perceived to lie in the potential for client–treatment matching (Institute of Medicine, 1990), i.e. the simple idea, commonplace in many areas of health care,
that certain types of client need certain types of treatment to show maximum beneﬁt.
It was this matching hypothesis that Project MATCH was designed to test. While four clinically useful matching effects were identiﬁed in the project (see Project MATCH Research
Group, 1997a,b, 1998), the more general hypothesis, that careful matching would improve
overall success rates, was not conﬁrmed. While this result does not completely invalidate
the potential usefulness of client–treatment matching, since several possible forms of
matching were not investigated by Project MATCH (see Heather, 1999), it is clearly disappointing to those who believed that matching represented the best prospect for a radical
improvement in the effectiveness of treatment for alcohol problems.
Another unsettling ﬁnding from Project MATCH was that, irrespective of any
client–treatment matches that did or did not appear, the overall effectiveness of the three
treatments studied—Cognitive-behavioural Coping Skills Therapy (CBT), Motivational
Enhancement Therapy (MET) and Twelve-step Facilitation Therapy (TSF)—was about the
same. This pattern did not change throughout a 3 year follow-up period (Project MATCH
Research Group, 1998). This certainly does not mean that the treatments studied were ineffective; on the contrary, although the design did not include a “no treatment” control group,
the absolute success and improvement rates of all three treatment modalities were impressive—higher than reported in most other studies and clearly higher than those typically
found among routine treatment services. This encourages the idea that, if routine treatment
were carried out to the high standards of therapist training and quality control of treatment delivery shown in Project MATCH, the effectiveness of everyday service provision
could be signiﬁcantly increased; in short, Project MATCH showed that treatment can be
highly effective if delivered in the right way.
Nevertheless, the lack of statistical and clinically relevant differences between the three
MATCH treatments is disappointing to those who had hoped for unambiguous answers
to crucial questions regarding the possible superiority of one form of treatment over
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others—in other words, to the clear identiﬁcation of a main “treatment of choice” for
alcohol problems. From the most pessimistic point of view, the conclusion from the
MATCH ﬁndings might be that it does not matter what kind of treatment one gives
problem drinkers, they will show the same degree of improvement from all of them. While
this is obviously to overstate the case, views of this kind are often heard and suggest
that variables other than treatment type—perhaps client motivation to change, level of
therapist skill or empathy, or a combination of both—are mainly responsible for variations
in treatment outcome.
How can all this be reconciled with the main conclusion of Janice M. Brown’s overview
of the treatment effectiveness literature in Chapter 1—the conclusion that there are clear
and large differences in the effectiveness of different types of treatment for alcohol
problems? In fact, the difﬁculty is more apparent than real. In the ﬁrst place, two of the
MATCH treatments, CBT and MET, are among those listed by Brown as effective
treatments; many of the components of CBT, such as social skills training and relapse
prevention methods, are well supported by research evidence; and the effectiveness of
MET is consistent with evidence that motivational interviewing receives “overwhelming
support” (Chapter 1, p. 11) from the literature. Although most of the studies supporting
motivational interviewing targeted the non-treatment population of heavy drinkers (see
Chapter 8), the evidence at least shows that this is an effective way of persuading people
to change their drinking behaviour. TSF, the other treatment modality included in Project
MATCH, had not previously been examined in a controlled trial and it has not been
possible, for obvious reasons, to conduct a randomized controlled trial of the effectiveness
of Alcoholics Anonymous (see Chapter 11, this volume). Thus the literature prior to
Project MATCH provides no evidence either way on the effectiveness of Twelve-step
approaches.
There is still the difﬁculty that, with a few exceptions, Project MATCH gave no grounds
for the encouragement of client–treatment matching and, while a number of effective treatments are listed in Chapter 1, there is little clear guidance available on which types of client
should be offered each of them. However, the MATCH ﬁndings apply only to systematic
client–treatment matching, i.e. to a formal treatment system with rules to channel clients
into speciﬁc types of therapeutic approach; they have little or no bearing on the traditional
clinical skill of tailoring treatment to the unique needs, goals and characteristics of a particular client in the individual case. Thus, the evidence shows that treatment providers have
available to them a range of effective treatments from which to select the approach that
appears, on clinical grounds, to give the client the best chances of improvement—in the
words of Miller et al. (1998), a “wealth of alternatives” from which to choose.
Another valuable conclusion from Chapter 1 is that there is a range of treatments for
which there is no evidence of effectiveness. This does not mean that there has been no
research on these treatments but that there has been research, in some cases extensive, that
has failed to provide any grounds for conﬁdence in these treatments. From her own national
perspective, Brown remarks that all these ineffective approaches are typically offered in
US treatment programmes and, combined with the fact that the effective treatments are
typically not used (Miller & Hester, 1986), this is one of the most outstanding examples
one could ﬁnd of the oft-lamented gap between research evidence and clinical practice.
Although this situation might not be so bad in some other countries, there is probably no
national treatment service to which it does not apply to some extent.
Yet another useful aspect of Chapter 1 is the focus on the economic aspects of treatment delivery. It cannot be repeated often enough that, even in the richest countries of the
world, demand for health care provision will always exceed supply. Thus, the recent emphasis in research on the cost–beneﬁts and cost–effectiveness of treatment for alcohol problems should not be seen as an attempt to palm off problem drinkers with second-best
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treatment but, on the contrary, as a rational response to the situation of ever-increasing
demands for treatment in the face of limited health care resources, with the aim of ensuring that alcohol treatments retain their place in the panoply of treatment services on offer.
This issue is especially relevant to an evaluation of brief intervention and is explored further
in Chapter 8.
However potentially effective a treatment might be, it is essential that it is appropriate
to the client’s needs and circumstances, and also that there is a solid basis for deciding
whether or not it has been successful and to what degree. This is the area of assessment
and is the topic of Chapter 2 by Yang & Skinner. The authors include both brief intervention and specialized treatment within the remit of their chapter and make a useful practical distinction between two forms of assessment—alcohol problem identiﬁcation and
comprehensive assessment. It is often said that assessment, rather than being a quite
separate process from treatment proper, is the ﬁrst step in a competent and effective treatment programme, and this emerges clearly from Chapter 2.
In many ways, detoxiﬁcation is the least controversial aspect of treatment for alcohol
problems and the one where there is most agreement among practitioners and researchers
alike. In Chapter 3, Duncan Raistrick describes the alcohol withdrawal syndrome in detail
before stating that detoxiﬁcation is usually a very straightforward procedure. However, the
exceptions to this rule are sufﬁciently serious in their consequences that clinicians are
advised to maintain vigilance throughout the detoxiﬁcation procedure. The indications for
and uses of a number of drug treatments and adjunctive therapies are described, while the
need for accurate measurement of withdrawal severity and the outcome of detoxiﬁcation
is stressed. What may be found controversial is Raistrick’s view that “dependence should
be seen as a purely psychological phenomenon to which withdrawal makes some, quite
limited contribution” (p. 36). This well-argued case deserves serious consideration.
Pharmacological agents are, of course, the main method of treatment for the alcohol
withdrawal syndrome. However, Chapter 4 by Jonathan Chick is not concerned with this
use of therapeutic drugs but with the effort to change harmful drinking behaviour and, in
particular, with ways to prevent relapse (see also Chapter 6). The last decade has seen major
developments in this area, most notably research and implementation in practice of acamprosate, naltrexone and other opioid antagonists, and serotonin-enhancing drugs such as
ﬂuoxetine (Prozac). These drugs are described in Chapter 4, as well as more traditional
agents used in the treatment of alcohol problems, such as disulﬁram and other deterrent
drugs. In a useful review, Chick provides information on mode of action, evidence of efﬁcacy, characteristics of responders, interaction with other therapies, unwanted effects, use
in practice and what to tell patients. An important conclusion of this chapter is that evidence favours the use of these drugs in combination with some form of psychosocial
therapy and that, at best, they “are only an aid to establishing a change in lifestyle” (p. 64).
Part I then proceeds with chapters written by the same team of authors (Parks, Marlatt
& Anderson) on two related treatment approaches. However, the extensive research evidence on them and their importance in the spectrum of currently available treatment
modalities justiﬁes the inclusion of separate chapters in the book. Both chapters form part
of a cognitive-behavioural approach to problem drinking, but Chapter 5 deals with assessment and intervention procedures designed to facilitate an initial change in behaviour,
whereas Chapter 6 is concerned with the attempt to ensure that initial gains are maintained
over time. With regard to the latter, the work of G. Alan Marlatt and his colleagues in the
late 1970s and early 1980s, summarized in the book by Marlatt & Gordon (1985), ushered
in a revolutionary change in thinking about and treating alcohol use disorders. While others
may have observed before that alcohol dependence and other addictive behaviours
were essentially relapsing conditions, the implications of this simple observation had not
previously been logically explored, rigorously investigated and developed into a highly
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practical approach to treatment. As a consequence, relapse prevention therapy came to
exert a profound inﬂuence on research and practice in the addictions ﬁeld throughout the
world. With regard to the more general cognitive-behavioural perspective, it is fair to say
that, as a body of treatment principles, methods and procedures, it is the approach to treatment of alcohol problems best supported by research evidence of any yet devised. These
secure scientiﬁc foundations, together with the ﬂexibility and usefulness of the approach,
are well illustrated in Chapters 5 and 6.
The approach to treatment that could be considered in the last decade to have rivalled
or even surpassed cognitive-behavioural therapy in popularity among professionals in the
alcohol ﬁeld is motivational interviewing, and this is the topic of Chapter 7 by Rollnick &
Allison. Beginning with a classic article by W.R. Miller in 1983, the principles and methods
of motivational interviewing have exerted a profound and lasting inﬂuence on therapeutic
interactions with problem drinkers all over the world, an inﬂuence that was reinforced with
the publication of a widely-read text by Miller and one of the authors of Chapter 7 (Miller
& Rollnick, 1991, 2002). The very popularity of this approach means that it must have struck
a chord in the experience of many people working to help problem drinkers. The chapter
outlines the practice of motivational interviewing, and the key principles and core skill
areas of the method.The relevant research evidence is brieﬂy reviewed and the main opportunities and limitations of motivational interviewing are discussed.
The chapters in this section described so far include a number of important and relatively recent changes in the treatment of alcohol problems. Yet another of these crucial
developments is what has become known as the “broadening of the base” of treatment, i.e.
the move away from an almost exclusive preoccupation in the disease theory of alcoholism
with the relatively few severely dependent individuals in society to a wider focus on the
total range of alcohol-related harm, as represented by the many levels and varieties of harm
that exist. This expansion of concern, which can best be seen as part of a public health
perspective on alcohol problems, was ﬁrst evident in the late 1970s (see Heather &
Robertson, 1981) but was well summarized by a book by the Institute of Medicine in the
USA in 1990. In practical terms, the chief component of this broadening of the base of
treatment is the advent of “brief interventions” and this is the subject matter of Chapter 8
by Nick Heather. However, the chapter begins by making a clear distinction between two
different classes of activity that have been called brief interventions—brief treatment and
opportunistic brief intervention—and the need for this distinction, for the purposes of
clarity and progress in the ﬁeld, is explained. The chapter goes on to consider the origins
of interest in both classes of brief interventions, the evidence bearing on their effectiveness, the range of applications associated with them and their potential beneﬁts for the
effort to reduce alcohol-related harm on a widespread scale. Both classes of intervention
have important implications for the cost-effectiveness of services which are also described
in the chapter.
The most recent issue to have captured the attention of treatment providers is the difﬁculty in providing adequate help to people who suffer from both addictive disorders and
other psychiatric disturbances. This difﬁculty has been long recognized in the literature but
it is only within the last decade or so that research and practice have given serious attention to ways it might be solved. Certainly, no book claiming to cover the current treatment
of alcohol problems could be considered complete without separate attention to the area
of comorbidity with psychiatric disorder. In Chapter 9, Mueser & Kavanagh begin by
reviewing research on the prevalence of various types of comorbidity before describing the
main principles and methods underlying treatment. The authors make a strong case for an
integrated and systematic approach to the treatment of comorbidity and for the need to
provide specialized approaches to particular psychiatric disorders among those with alcohol
use disorders.
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Despite justiﬁed optimism about the actual and potential effectiveness of treatment for
alcohol problems, it is always salutary to remind ourselves that many people recover from
alcohol dependence and problems, sometimes of a severe kind, without any professional
help. Apart from any other consideration, it is obvious that treatment providers, theorists
and researchers alike can learn a great deal from the study of such people. The two main
ways in which recovery is accomplished without professional assistance are described in
the remaining chapters of the section. In Chapter 10, Harald K.-H. Klingemann discusses
natural recovery from alcohol problems by placing it within the context of recovery from
addictive disorders in general, arguing that the nature of “self-change” demands revisions
to standard conceptions of addiction itself. In reviewing research evidence in this area,
Klingemann highlights the methodological problems this research faces. The chapter concludes with a discussion of the implications of the evidence on self-change for both treatment and policy regarding addictive disorders.
In the second chapter concerned with recovery without professional help, and the last
in Part I, Chad Emrick describes and discusses the Fellowship of Alcoholics Anonymous
(AA) and other mutual-aid groups in Chapter 11. In modern times, AA afﬁliates were the
ﬁrst to offer any kind of organized help to people suffering from alcohol dependence and
problems in the 1930s and did so, moreover, in the face of professional and scientiﬁc indifference; there is no doubt that the Fellowship has saved the lives of hundreds of thousands
of people since that time. It must also be recognized that there has often been a conﬂict of
beliefs, perspectives and priorities between AA and the formal treatment and scientiﬁc
community interested in alcohol problems, a conﬂict summarized some time ago as that
between the “craftsman” and the “professional” (Kalb & Propper, 1976; Cook, 1985). More
recently, however, there are signs that a form of rapprochement has been reached between
the two sides, especially since the abatement of the so-called “controlled drinking controversy” (see Heather & Robertson, 1981; Roizen, 1987). One mark of this is the publication
of a volume on research approaches to AA (McCrady & Miller, 1993). Another is that the
primary purpose of Chapter 11 is “to inform health care workers and other interested
readers about Alcoholics Anonymous” (p. 178). In addition to this advice and several other
useful kinds of information, Emrick describes a range of mutual-aid groups from around
the world that are not based on the AA Twelve Steps. The signiﬁcance of these groups, and
especially of the newer ones such as Rational Recovery, Secular Organizations for
Sobriety and Women for Sobriety, is that they may be able to retain the considerable beneﬁts of mutual aid without also insisting on the spiritual content of AA which, while many
ﬁnd it essential to their recovery, others ﬁnd unacceptable.
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Chapter 1
The Effectiveness of Treatment
Janice M. Brown
RTI International, Research Triangle Park, NC, USA

Synopsis
Over the past decade, the treatment outcome research has consistently shown that there are
effective treatment approaches for alcohol problems. These approaches include brief interventions and motivational interviewing, social skills training, community reinforcement,
behavior contracting, relapse prevention and some aversion therapies. The commonality
among these treatment approaches is the focus on actively engaging the client in the processes
of suppressing use and teaching alternative coping skills. Research has also indicated that
some of the more typical US treatment components are not effective and often show no
improvement or worse outcomes when compared to well-articulated interventions.
Pharmacologic agents that suppress the desire to drink have shown promise in reducing
alcohol consumption. Naltrexone, an opiate receptor antagonist, has demonstrated effectiveness in several well-controlled studies. Withdrawal medications, psychiatric agents, and disulﬁram show more limited effectiveness in US populations.
There are a number of additional factors to consider when determining treatment effectiveness. Comorbidity of psychiatric diagnoses often complicates the picture and calls for
a broader focus. Factors such as therapist characteristics and treatment setting frequently interact with treatment type. Research indicates that, in general, an empathic approach, in which
one demonstrates respect and support of patients, appears to be most effective. The ongoing
issue of inpatient vs. outpatient treatment remains equivocal. However, recent concerns over
containment of health care costs supports a growing trend to favor outpatient approaches.
The total economic costs of substance abuse remain high. Cost–beneﬁt analyses show that
the dollars invested in treatment serve to reduce overall health and social costs. The data indicate that including substance abuse treatment in a comprehensive health care plan can have
a signiﬁcant impact on savings.

The Essential Handbook of Treatment and Prevention of Alcohol Problems. Edited by N. Heather and
T. Stockwell.
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A growing body of literature points to the differential effectiveness of treatment
approaches for alcohol problems (Finney & Monahan, 1996; Holder et al., 1991; McCaul &
Furst, 1994; Miller et al., 1995, 1998). The increased emphasis on accountability in addictions treatment and the current efforts to contain health-care costs have resulted in
demands for proof of efﬁcacy for the various approaches. Treatment outcome research is
used by practitioners and policy makers to determine the impact of speciﬁc treatments, with
a particular emphasis on effectiveness and cost-offset. Effectiveness concerns whether speciﬁc improvements (e.g. family relationships, general functioning, emotional/physical
health) have resulted from the application of a particular modality. Cost-offset refers to
whether addictions treatment “pays” for itself by reducing subsequent expenses (e.g.
reduced accidents, improvements in work performance).
Over the past 40 years, treatments for alcohol problems have included insight psychotherapy, brief interventions and motivational approaches, psychosurgery, psychotropic
and psychedelic medications, drug agonists and antagonists, electric shock, behavior contracting, marital and family therapy, acupuncture, controlled use, self-help groups, hospitalization, social skills training, hypnosis, outpatient counseling, nausea aversion, relaxation
therapy, bibliotherapy, cognitive therapy and surgical implants. With such a diversity of
approaches, an important issue is to determine efﬁcacy while at the same time keeping
client characteristics and cost-effectiveness at the forefront. This chapter provides a
summary of treatment approaches with documented effectiveness as well as those with
limited or no treatment efﬁcacy. An economic evaluation of treatment approaches and
predictors of treatment outcome are also included.

TREATMENT EFFECTIVENESS
Research indicates that the majority of individuals drink less frequently and consume less
alcohol when they do drink following alcoholism treatment (McKay & Maisto, 1993; Moos,
Finney & Cronkite, 1990), although short-term outcomes (e.g. 3 months) are more favorable than those from studies with at least a year follow-up. Positive outcomes yield beneﬁts for alcoholics and their families, as well as leading to savings to society in terms of
decreased costs for medical, social and criminal justice services. Reviews of treatment
outcome for alcohol problems have developed from early efforts to summarize ﬁndings
(Bowman & Jellinek, 1941), to reports which derived outcome statistics (Emrick, 1974), to
more recent publications examining efﬁcacy in controlled studies with data on costeffectiveness (Finney & Monahan, 1996; Holder et al., 1991; Miller et al., 1995). Clearly, the
literature suggests that a variety of approaches can be effective, some more than others
because of the nature of the treatment and the intensity of the approach.

Treatment Approaches with Documented Effectiveness
There are a number of treatment protocols for which controlled research has consistently
found positive results, with more recent treatment outcome studies taking into account
methodological quality (Miller et al., 1995) and cost-effectiveness (Finney & Monahan, 1996;
Holder et al., 1991). Research continues to clarify the mechanisms for successful treatment
outcome and provided here is a summary of interventions receiving strong support.

Brief Interventions and Motivational Interviewing
Brief interventions (see also Chapter 8, this volume) vary in length from a few minutes to
one to three sessions of assessment and feedback. The goals of brief interventions include
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problem recognition, commitment to change, reduced alcohol consumption and brief skills
training. In a review of 32 controlled studies using brief interventions, Bien et al. (1993)
reported that brief interventions were more effective than no treatment and often as effective as more extensive treatment. Individuals whose alcohol consumption is high, but who
are not necessarily alcohol-dependent, are the primary targets for brief interventions. These
approaches have several common components, including providing feedback, encouraging
client responsibility for change, offering advice, providing a menu of alternatives, using
an empathic approach and reinforcing the client. Brief interventions have also proved
effective in reducing tobacco use and other drug use (Heather, 1998). In an atmosphere
that promotes harm reduction, brief interventions offer an exciting alternative to more
extensive treatment approaches.
Motivational interviewing strategies (see also Chapter 7, this volume) seek to initiate a
client’s intrinsic motivation to change (Miller & Rollnick, 1991). The approaches are based
on the philosophy that ultimately it is the client who holds the key to successful recovery,
once a commitment has been established. Understanding ambivalence as a central feature
of a client’s hesitance to change and using encouragement and empathy to discover what
makes it worthwhile to change are central. Tapping into values and providing feedback of
risk and harm appear to strengthen clients’ commitment. A recent review of motivational
treatment approaches offered overwhelming support for the use of these strategies in the
early treatment of heavy drinkers in a variety of settings (Miller et al., 1998).

Social Skills Training
Social skills training (see also Chapter 5, this volume) is usually incorporated into a
more comprehensive “broad spectrum” approach and includes a focus on communication
skills, such as assertiveness, for social relations. In general, the underlying assumption has
been that drinking problems arise because the individual lacks speciﬁc coping skills for
sober living. These deﬁcits can include inability to cope with interpersonal situations as
well as deﬁcits in environmental (i.e. work) situations. The competent therapist will investigate the underlying sources of an individual’s vulnerability that can precipitate problem
drinking. Research suggests that there are a number of domains for skills training: (a) interpersonal skills; (b) emotional coping for mood regulation; (c) coping skills for dealing
with life stressors, and (d) coping with substance cues (Monti et al., 1995). The research
evidence for the efﬁcacy of social skills training in a comprehensive treatment package
is strong and the core elements can be found in many other approaches. Compared
with other approaches, social skills training yielded efﬁcacy scores second only to brief
interventions and motivational interviewing (Miller et al., 1998). Social skills training
can be delivered individually or in group interactions and appears to be particularly appropriate for more severely dependent individuals who are more likely to experience serious
psychopathology.

Community Reinforcement
The community reinforcement approach (CRA) attempts to increase clients’ access to
positive activities and makes involvement in these activities contingent on abstinence
(Azrin et al., 1982) (see also Chapter 5). This approach combines many of the components
of other behavioral approaches, including monitored disulﬁram, behavior contracting,
behavioral marital therapy, social skills training, motivational counseling and mood management. Some of the largest treatment effects in the literature have been associated with
the community reinforcement approach (Miller et al., 1995). Compared to more traditional
treatment approaches, the CRA has been shown to be more successful in helping inpatient
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or outpatient alcoholics remain sober and employed. Although community reinforcement
is a more intense treatment approach, it is consistent with the basic philosophy of several
other effective approaches. The ability to establish rewarding relationships, to focus on
changing the social environment so that positive reinforcement is available, and to reduce
reinforcement for drinking are emphasized with the community reinforcement and other
approaches. The key appears to be helping the client to ﬁnd and become involved in activities that are more rewarding than drinking.

Behavior Contracting
Behavior contracting approaches are drawn from operant conditioning principles (Bigelow,
2001) and are used to establish a contingent relation between speciﬁc treatment goals (e.g.
attending AA meetings) and a desired reinforcer. Written behavioral contracts are a way
of actively engaging the client in treatment. Drinking goals are made explicit and speciﬁc
behaviors to achieve these goals are outlined. Behavioral contracts are also useful for providing alternative behaviors to drinking. When evaluated either as an individual treatment
approach or as part of marital therapy, behavior contracting consistently yielded
positive results (Miller et al., 1995).

Aversion Therapies
The primary goal of aversion therapies is to produce an aversive reaction to alcohol by
establishing a conditioned response to cues associated with drinking (Drobes et al., 2001).
The conditioning can be accomplished by using electric shock, apneic paralysis, chemical
agents or imaginal techniques. Overall, results indicate that aversion therapies are effective in the short term with respect to a reduction in alcohol consumption (Miller et al.,
1995). However, there appears to be a differential effect for the various forms of aversion.
Nausea aversion therapy, in which a drug is administered so that nausea and emesis occur
immediately following sipping and swallowing alcoholic beverages, has demonstrated a positive outcome in a number of studies and covert sensitization, which uses imaginal techniques to induce a conditioned aversion, has also shown promising ﬁndings, while apneic
paralysis and electric shock have shown less encouraging results (Holder et al., 1991; Miller
et al., 1995). In general, studies that have carefully deﬁned procedures and which have documented the occurrence of classical conditioning have shown the strongest results.

Relapse Prevention
Relapse prevention constitutes a behavioral approach with the goal of reducing the cues
that precipitate relapse to alcohol (see also Chapter 6). Relapse can be triggered by stress,
emotional states, craving or environmental stressors, and strategies that teach individuals
how to cope with these events have demonstrated success in preventing relapse (Monti et
al., 1995). Early approaches to treatment focused on initiating change, but paid little attention to strategies designed to maintain behavior change, with the result that relapse to
drinking was the most common outcome of alcohol treatment. Subsequent research on the
study of the determinants of relapse led to the development of interventions to increase
self-efﬁcacy and coping skills.
Evaluations of the efﬁcacy of relapse prevention efforts have yielded mixed results (Miller
et al., 1995), but evidence suggests that interventions focusing on modifying cognitions
related to failure and teaching individuals to quickly recover from lapses can be successful
(Weingardt & Marlatt, 1998). A number of studies have demonstrated an interaction
between self-efﬁcacy and aftercare participation. Individuals with high self-efﬁcacy who also
participated more frequently in aftercare sessions had signiﬁcantly better outcomes than all
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other groups, but aftercare participation improved treatment outcomes for those initially low
in self-efﬁcacy (Rychtarik et al., 1992). Similar results were found in a randomized trial of
aftercare participation (McKay, Maisto & O’Farrell, 1993).Additional research has indicated
that relapse prevention may be more effective for certain subtypes of alcoholics, and compliance may be indicative of a type of motivation for sustaining change (Donovan, 1998).
From a harm-reduction perspective, relapse prevention efforts may serve to lessen the severity of relapse and minimize the harm associated with continuing alcohol use.

Summary
Effective treatments appear to have several common strategies: suppressing use, eliciting
motivation for change, and teaching alternative coping skills. Treatment approaches which
actively engage the client in the treatment process appear to produce more positive
outcomes. Furthermore, studies yielding positive outcomes may provide insight into both
the etiology and mechanisms for resolution of alcohol problems.

Treatment Approaches with Limited Evidence of Effectiveness
There are also a number of commonly used treatment approaches that do not show any
evidence of effectiveness. These approaches comprise the largest number of treatment
studies and are summarized below.

Insight Psychotherapy
Psychotherapy seeks to uncover unconscious causes for a person’s alcohol problems. The
goal is insight and psychotherapy is frequently studied as an adjunctive component to
alcohol treatment. In general, studies do not reveal consistent positive results; in fact, the
trend favors patients who did not receive psychotherapy (Miller et al., 1995).

Confrontational Counseling
Confrontational interventions seek to break down defenses, particularly denial. Historically, confrontation has been considered an essential component of alcohol treatment, yet
no studies have shown positive ﬁndings for approaches using confrontation (Finney &
Monahan, 1996; Holder et al., 1991; Miller et al., 1995). In a controlled evaluation of
therapist styles, Miller and colleagues (1993) found that confrontation yielded signiﬁcantly
more resistance and predicted poorer outcomes 1 year after a brief intervention. Miller &
Rollnick (1991) suggested that confrontation is a goal rather than a procedure and that the
occurrence of client resistance during a session should serve as immediate feedback for
altering the therapeutic approach.

Relaxation Training
The use of relaxation training or other stress reduction techniques has intuitive appeal but
there is no scientiﬁc evidence to support their use (Miller et al., 1998). The impact of these
ﬁndings supports the growing doubts that individuals drink to relieve stress.

General Alcoholism Counseling
This type of counseling is usually directive and supportive but not speciﬁcally confrontational. One of the difﬁculties in evaluating general strategies is that they are frequently
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poorly deﬁned and contrasted with additive components. However, the results of controlled
evaluations indicate that alcoholism counseling is ineffective.

Education
Education is without question one of the most common components of standard alcohol
treatment programs. The intent is to convey information to help the person change drinking problems. Controlled studies of the use of educational lectures and ﬁlms have consistently revealed negative ﬁndings (Finney & Monahan, 1996; Miller et al., 1998). There is no
research support for the notion that alcohol problems result from a lack of knowledge and
thus, no impact on outcome from providing the “missing” knowledge.

Milieu Therapy
Implicit in the use of milieu therapy is the idea that recovery is aided by the place in which
therapy occurs. The therapeutic atmosphere is itself thought to be beneﬁcial. This idea is
commonly associated with inpatient or residential programs which seek to promote an
atmosphere of healing. Results of controlled research do not provide evidence to support
residential/milieu therapy over less costly outpatient treatment and in fact, milieu therapy
most frequently yields a less positive outcome when compared to a brief intervention
(Miller et al., 1995, 1998).

Summary
It is surprising that virtually all of the ineffective treatment approaches are precisely those
offered in the typical US treatment program. Historically, the treatment of alcohol problems has been regularly followed by relapse; thus, one could assume that the “standard”
treatment is ineffective. One common theme among ineffective approaches is their vague
and imprecise description and, as Miller et al. (1995) have pointed out, well-articulated
studies serve to promote treatment effectiveness.

Pharmacologic Approaches
Pharmacological agents for the treatment of alcohol disorders (see also Chapter 4, this
volume) have a long history and can be classiﬁed according to several major categories: (a)
intoxication agents that reverse the effects of alcohol; (b) withdrawal agents; (c) psychiatric
comorbidity agents, and (d) desire and compulsion agents. Much has been written about
the effectiveness of disulﬁram, and treatment outcome reviews generally agree that its
effectiveness is limited. Likewise, withdrawal and psychiatric medications appear to be
appropriate only for select populations of alcoholics, although this may not be applicable
to countries other than the USA.
The current research interest appears to be in medications that target the desire for
alcohol. A potential area for study is the opioid system, which has been implicated in
alcohol’s rewarding effects. Several studies have examined the effectiveness of naltrexone
(ReVia), an opiate receptor antagonist, for decreasing alcohol consumption (O’Malley et
al., 1992; Weinrieb & O’Brien, 1997). These studies have provided evidence of naltrexone’s
effectiveness in decreasing alcohol craving and drinking days. Among patients who did
return to drinking, those taking naltrexone and who received coping skills training were
least likely to return to heavy drinking but the cumulative rate of abstinence was highest
for patients who received naltrexone and supportive therapy.
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Naltrexone appears to be well-tolerated and effective in helping to stop resumption of
binge drinking. There are presently more than a dozen studies examining the various
aspects of using naltrexone as an adjunct to alcohol treatment. Future studies will need to
determine more speciﬁc doses, the optimal duration of treatment, and whether subtypes of
alcoholics would beneﬁt from using naltrexone.

PATIENT–TREATMENT MATCHING
An emerging trend in the early 1990s was to look beyond the issues of whether alcohol
treatment worked or which treatment was most effective to the possibility that matching
individuals to treatment based on individual characteristics would improve treatment outcomes. The idea of matching individuals to treatment was not new to the alcohol ﬁeld and
a review of matching studies indicated that some treatment approaches were, in fact, more
effective than others for patients with certain characteristics (Mattson et al., 1994). In order
to more clearly make recommendations about patient–treatment matching, the National
Institute on Alcohol Abuse and Alcoholism initiated a multisite clinical trial entitled Project
MATCH (Matching Alcoholism Treatment to Client Heterogeneity). The goal was to determine whether different types of alcoholics respond selectively to particular treatment
approaches. For example, cognitive-behavioral therapy was hypothesized to be more effective for patients with higher alcohol involvement, cognitive impairment and sociopathy.
Twelve-step facilitation therapy was hypothesized to be useful for individuals with greater
alcohol involvement and meaning seeking. Motivational enhancement therapy was hypothesized to be more effective for clients with high conceptual levels and low readiness to
change (Project MATCH Research Group, 1997).
Unfortunately, the results from Project MATCH challenged the view that patient–
treatment matching would yield more positive outcomes. That is, there were few differences
in outcomes when patients were randomly assigned to three distinctly different treatment
approaches (Project MATCH Research Group, 1997). These results should be interpreted
cautiously. Clearly, support for various treatment approaches does not mean that all clients
will beneﬁt from those approaches, or that no client ever beneﬁts from less effective
approaches. The trial demonstrated that regardless of treatment, patients had a greater
number of abstinent days and a signiﬁcant decrease in the number of drinks on drinking
days. The results are further complicated by the nature of the study. This was the largest
clinical trial ever conducted and each of the treatment approaches was manualized. The
careful monitoring of treatment delivery, limiting attrition and delivering an adequate
amount of treatment, may have served to make the modalities more similar than different
with respect to therapist involvement.

PREDICTORS OF TREATMENT OUTCOME
Treatment modality is not the only criterion that inﬂuences treatment outcome. The existence of other psychopathology, the speciﬁcs of treatment setting, and therapists’ effects all
interact to determine treatment effectiveness. These additional variables are gaining interest in the alcohol treatment ﬁeld and serve to guide treatment decisions.

Cormorbidity
It is only within the last decade that dual-diagnosis patients have received research attention (see also Chapter 9, this volume). The rates of concurrent psychiatric disorders are
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high and a summary of recent research ﬁndings indicated that individuals with comorbid
psychiatric diagnoses have poorer alcohol treatment outcomes (McKay & Maisto, 1993).
This research takes on signiﬁcance with respect to matching patients to more appropriate
(e.g. psychotherapy) treatments. For example, Longabaugh et al. (1994) reported that alcoholics with antisocial personality disorder (ASP) had better outcomes with a cognitivebehavioral approach when compared to a relationship enhancement approach, and a
second study indicated that alcoholics with ASP showed signiﬁcant improvement in several
drinking measures when treated with nortriptyline (Powell et al., 1995). Relatedly,
recent studies have examined the effectiveness of treatment for individuals with comorbid
drug dependence and reported an increased rate of relapse to both substances (Brower
et al., 1994; Brown, Seraganian & Tremblay, 1993). Two of the challenges in treating
dual-diagnosed patients are the differences in the nature of their problems and variability
in their degree of motivation. Clearly there is a need for longitudinal studies of dualdiagnosis patients. Such research may identify the most effective treatment, provide
insight into the temporal order of symptoms in those with anxiety or depressive disorders,
and help to provide a theoretical base from which to develop appropriate treatment
approaches.

Therapist Effects
Therapist effects can have a signiﬁcant impact on treatment outcome, yet few studies have
controlled for them. The primary characteristics appear to be empathy and respect for
patients (Najavits & Weiss, 1994). Given the variability in therapist’s styles, the alcohol
treatment ﬁeld has placed more of an emphasis on manualized treatment. Manual-driven
treatment controls for variability and attempts to maximize the effects of successful therapist styles. Importantly, the success of brief interventions and motivational interviewing may
well be due to the focus placed on empathy and support from the therapist. In fact, several
studies identify therapist empathy as the pivotal factor in clients’ long-term treatment outcomes (Miller et al., 1998).

Treatment Setting and Treatment Type
Alcohol treatment services are delivered in two primary settings: inpatient and outpatient.
Inpatient services typically consist of short-term residential care and are often used for
acute detoxiﬁcation (Brown & Baumann, 1998). Inpatient care also provides intensive,
highly structured treatment. Outpatient settings provide more long-term maintenance and
can be either intensive, which have been modeled after day treatment programs, or typical,
which usually include weekly group therapy sessions. Because of concern over rising health
care costs, more emphasis is being placed on outpatient care for all phases of treatment
(McCaul & Furst, 1994). Evidence from controlled clinical efﬁcacy studies on the advantages of inpatient vs. outpatient treatment suggests little difference in effectiveness (Institute of Medicine, 1989; Miller et al., 1995). Other treatment variables, such as modality,
duration of treatment and therapist characteristics, appear to have a more direct impact on
treatment outcome.
There is some evidence that comprehensive treatments are more effective than less
intensive approaches (McKay & Maisto, 1993). However, these ﬁndings appear to be based
on studies of more severe or dual-diagnosed alcoholics. In general, the data do not support
intense inpatient treatment for all alcoholics, particularly those with uncomplicated alcohol
dependence, but research is lacking on the role of these settings for individuals with
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additional diagnoses (McCrady & Langenbucher, 1996). With respect to treatment type, a
number of approaches have been used, including 12-Step-based approaches, psychodynamic therapy and cognitive-behavioral interventions. Holder et al. (1991) concluded
that brief interventions and cognitive-behavioral approaches appear to be more effective
overall.

COST-EFFECTIVENESS
Costs Associated with Treatment
Whether alcohol treatment services are cost-effective is a fundamental question in this era
of cost containment. The issue is one of determining which alcohol treatment modalities
are the most effective for the least cost. The results of a meta-analysis of 33 treatment
modalities suggested that brief interventions are the most cost-effective treatment and
residential-milieu therapies are the least cost-effective (Holder et al., 1991). More recent
research differs from these original ﬁndings in both cost and effectiveness determinations
and points to the need to consider patient subgroups (Finney & Monahan, 1996). Nonetheless, both studies agreed that the more effective modalities consistently were in the
medium-low to low cost range, and modalities with poor evidence were associated with
higher costs. An important caveat to these ﬁndings is that none of the comparisons were
done with individuals who were matched to treatment. It is likely that more expensive,
intensive treatments may be necessary and cost-effective for more severe patients.

Cost-offset
Cost-offset has as it fundamental objective cost savings and alone may not be a realistic
social policy goal. Decisions not to fund more expensive treatments in an effort to contain
costs may have important implications, because if the substance abuse problem worsens,
the eventual result will be much higher costs (Fox et al., 1995). Estimates of the extent of
alcohol-related hospital utilization are typically based on reviews of medical records and
studies indicate that alcohol-related admissions have a signiﬁcant impact on the cost of
inpatient care (Gordis, 1987). In general, the cost-offset literature has focused on the health
care costs following treatment and one study demonstrated 24% lower health-related costs
for treated vs. untreated alcoholics over a 14 year follow-up period (Holder & Blose, 1992).
Other researchers have found that treated alcoholics’ use of medical care decreased by
61% in the ﬁrst year after treatment (Hoffman, De Hart & Fulkerson, 1993), absenteeism
and medical claims were reduced (McDonnell Douglas Corporation, 1989) and arrests and
incarcerations were decreased (Finigan, 1996). Holder (1998) summarized his review of the
research on cost effectiveness with three major points: (1) untreated alcoholics use health
care and incur costs at a rate about twice that of their non-alcoholic peers, (2) total health
care utilization and costs begin to drop once treatment begins, and (3) there are no apparent gender differences in the utilization and associated costs before and after treatment
initiation.

SUMMARY
The past 40 years have brought with them a wealth of information about the treatment of
alcohol problems. We have convincing evidence for the effectiveness of treatment and are
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at the frontier of developing new medications to reduce craving and relapse. Typically, in
alcoholism treatment, lower cost treatments are at least as effective as more expensive ones
and successful treatment is associated with lowered health care costs. Clearly, no one treatment will work for everyone. Perhaps encouraging professionals to adopt a comprehensive
treatment program with a variety of approaches will allow more individuals to seek treatment. Encouraging individuals to understand that they have options and that they can be
active participants in recovery represents a more sensitive approach to treatment.
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Synopsis
Our understanding of alcohol problems has evolved such that they are viewed as multifactorial and existing on a continuum ranging from milder forms of problem drinking to severe
alcohol dependence. Clinicians need practical tools for screening and assessment that encompass the social, behavioral and biological factors inﬂuencing a client’s alcohol use and life
functioning. The chapter describes a two-stage process, including alcohol problem identiﬁcation (screening, case ﬁnding) followed by comprehensive assessment.
The identiﬁcation stage addresses the basic questions of whether an alcohol problem is
present and further action is necessary. This may take place in a range of community and
primary care settings. The aim is to detect individuals with alcohol problems and either
provide brief intervention (advice, counseling) or refer for further assessment and specialized treatment. There is good evidence that identifying individuals with early-stage or less
severe alcohol problems and providing brief intervention is effective in reducing alcohol consumption and related problems.
The comprehensive assessment stage is essential for characterizing the speciﬁc nature and
severity of the client’s alcohol problems, as well as for providing a basis for intervention planning. Ongoing assessment throughout treatment and follow-up is crucial for adjusting the
treatment plan and for giving feedback on goal attainment to the client (outcomes). Moreover, assessment functions well beyond information gathering. The process of assessment and
The Essential Handbook of Treatment and Prevention of Alcohol Problems. Edited by N. Heather and
T. Stockwell.
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personalized feedback are vital components in behavior change. Clinicians can provide
assessment feedback in supportive ways to built readiness and motivation for change, using
the principles of motivational interviewing. For example, assessment results can be used to
highlight a discrepancy between the client’s drinking and a related goal (e.g. improve relationships with family).
The identiﬁcation and assessment of alcohol problems is a challenge because no single
assessment method or instrument has been found to give a complete picture of the nature
and severity of problems. Therefore, convergence of information gathered across several
assessment modalities, including standardized instruments, collateral sources (e.g. family),
medical examinations and biological tests, is important for getting an accurate picture of the
client’s level of alcohol consumption and related problems. The selection of assessment procedures will be guided by the speciﬁc purposes of assessment and practical constraints of the
clinical setting.
In brief, assessment is essential for assisting the client and clinician in developing a “shared”
treatment plan, ﬁne-tuning the intervention process and monitoring progress toward goal
attainment. The basics are: (a) to think clearly through the particular need and role of assessment in a given setting; (b) to incorporate a sequential, comprehensive regimen that ﬁts the constraints of everyday clinical practice; and (c) to ensure that accurate and timely information is
provided for motivation enhancement, clinical decision making and outcome evaluation.

In the past 25 years, important strides have been made in understanding alcohol problems
and diverse intervention approaches have been developed. Alcohol problems are no longer
viewed as a unitary, “all-or-nothing” clinical entity (e.g. “alcoholism”) for which there is a
single best treatment. Rather, alcohol problems are now broadly conceptualized as disorders that range from mild forms to very severe manifestations, with treatment considerations varying in accordance with the severity and unique characteristics of the individual’s
problem and situation (Tucker, Donovan & Marlatt, 1999; Institute of Medicine, 1990;
Skinner, 1990).
Before the clinician and client begin the treatment process, a comprehensive assessment
is essential. The primary aims are two-fold: (a) to assess the severity of problems related
to drinking and degree of alcohol dependence (i.e. none, mild, moderate, severe); and (b)
to determine which intervention approach and level of treatment (e.g. brief vs. intensive)
is most appropriate for this client. A clear picture is needed of the physiological, social and
behavioral antecedents and consequences of alcohol problems. However, alcohol use and
problems must also be understood and interventions applied considering the environment
in which the individual is embedded.
Assessment is not just a discrete step occurring prior to treatment. Rather, it is a systematic, continuous process which elucidates the initial clinical impression of the individual and alcohol problem, aids in the formulation of a treatment plan, helps match the client
to an appropriate intervention, provides feedback on the course of treatment and evaluates treatment outcome. This chapter examines these purposes and stages of assessment in
alcohol problems, reviews current assessment methods and highlights issues regarding
assessment in special populations.

CHARACTERIZING THE PROBLEM AND
THE INDIVIDUAL
The severity and speciﬁc manifestations of alcohol problems can differ widely between individuals. During the assessment, the clinician’s goal is to gain knowledge about the particu-
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lar kind of alcohol problem an individual is experiencing and to understand the evolution
of the individual’s alcohol problem over time. The domains of interest include the client’s
physical or medical condition, the environment in which the drinking occurs, the frequency
of drinking and amount of alcohol consumed, the drinking history, the consequences of
alcohol use, and past treatment history. Individual clients will vary greatly along these
domains and gathering speciﬁc information about these assessment variables allows the
clinician to deﬁne and prioritize issues for intervention.
Using a variety of assessment modalities, the clinician seeks to determine the individual
client’s characteristics and his/her life situation, which ultimately inﬂuence treatment
decisions and contribute to treatment outcome (Allen & Columbus, 1995). Although
assessment allows the clinician to characterize the individual and the nature of the alcohol
problem, it also yields clinical beneﬁts. For example, giving individualized feedback
based on assessment results can enhance motivation for and commitment to behavior
change and can help clients formulate personal goals for improvement (Skinner et al.,
1985).

SEQUENTIAL AND MULTIDIMENSIONAL ASSESSMENT
Although it is important to implement systematic procedures for alcohol assessment, the
extent to which an individual client is assessed and the manner in which the assessment
takes place will depend on the unique characteristics of the client and the particular community or clinical setting. The process of assessment can be considered in stages, each of
which may or may not lead to the next stage. The ﬁrst stage in alcohol assessment begins
with identiﬁcation (screening or case ﬁnding), where the basic question is whether an
alcohol problem is present and whether further assessment is necessary (Connors, 1995).
The objective is to detect individuals with alcohol problems and to set the stage for further
assessment and intervention, as warranted. Increasingly, evidence indicates that identifying
individuals with early-stage, less severe alcohol abuse and providing brief intervention
(advice or counselling) is effective in reducing alcohol consumption and related problems
(Zweben & Fleming, 1999; Heather, 1996; Bien et al., 1993).
Identiﬁcation is mostly performed in primary health care settings where individuals generally present for health concerns that are not related to alcohol abuse. A number of wellstudied screening instruments, such as the CAGE and AUDIT, can aid in the identiﬁcation
of alcohol problems among ambulatory populations (Allen et al., 1995). Clinicians should
select a screening measure based on test acceptability to clients and providers, whether
there are adequate resources (i.e. time, ﬁnancial, personnel) and whether it is logistically
possible to incorporate reliable screening procedures into routine clinical practice. Screening should have responsive procedures for feedback to clients and appropriate referrals for
further evaluation.
Once a screen alerts the clinician to the presence of an alcohol problem, further assessment is needed to diagnose an alcohol disorder. The second stage in alcohol assessment
involves using a variety of modalities, including standardized psychometric instruments or
questionnaires, diagnostic interviews, medical examinations, physiological measures, or
some combination thereof, to describe as fully as possible the extent and nature of the
problem(s) experienced by the individual who is drinking. At this stage, the clinician should
aim to learn as much as possible about the client’s use of alcohol, signs and symptoms
of alcohol abuse and dependence, and the consequences of alcohol use (Skinner, 1984).
Although there is a tendency for clinicians, particularly those not involved speciﬁcally in
treating alcohol problems, to rely solely on alcohol consumption (i.e. quantity of use) in
diagnosing alcohol abuse or dependence, a comprehensive assessment should elicit infor-
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mation along a variety of important dimensions. An individual’s level of alcohol use alone
does not fully characterize his/her alcohol problems.
One crucial dimension that requires extensive assessment is the individual’s drinking
history. In addition to quantity and frequency of alcohol use, the clinician must obtain a
clear and detailed description of variables such as drinking style (i.e. continuous vs. binge),
typical drinking situations and antecedents of drinking (Sobell & Sobell, 1995). Knowledge
about the duration of the individual’s alcohol abuse and previous attempts to stop drinking helps the clinician to deduce which treatment methods may or may not work. A second
dimension that must be explored during the assessment is the extent of the individual’s
dependence on alcohol, including the degree of impairment of control over drinking, physical tolerance to alcohol (i.e. a decrease in response to alcohol that occurs with continued
use), withdrawal symptoms (i.e. tremor, nausea and vomiting, insomnia, delirium, anxiety,
restlessness, fatigue, etc.) and compulsivity of drinking (Davidson, 1987; Skinner & Allen,
1982)
The third dimension incorporates biomedical and psychosocial problems related to the
client’s alcohol abuse. These may include medical conditions resulting from prolonged
abuse of alcohol, problems with family members or other social relationships, legal or vocational problems, intellectual or cognitive impairment and anxiety or depression. Clinicians
are also advised to explore for the presence of psychiatric conditions, which often accompany alcohol problems and can play a role in its etiology, development and treatment
(Miller & Ries, 1991; Nathan, 1997).
Yet another important dimension to assess is the client’s motivation and readiness to
change drinking behavior, a factor which is key in deciding the next appropriate treatment
step (Donovan & Rosengren, 1999; Miller & Rollnick, 1991). Finally, collecting additional
information regarding use of other psychoactive substances, demographic data, family
structure and circumstances, family history of alcohol use, social stability and personality
ensures that an assessment is comprehensive. Convergence of detailed information along
multiple dimensions will give the clinician a clear picture of the severity of the alcohol
problem experienced by a given individual and guide the direction of the treatment
process.

PLANNING AND GUIDING THE TREATMENT PROCESS
Using various assessment modalities (e.g. standardized assessment instruments, medical
history, physiological measures, collateral sources), the clinician aims to combine the characterization of a given individual with knowledge of intervention options in order to provide
appropriate and effective treatment. For example, clients exhibiting signs of more severe
alcohol dependence are generally referred for intensive treatment at specialized addiction
clinics. On the other hand, individuals in the early stages of alcohol problems may not manifest classic signs and symptoms and may show resistance to change. Clinicians must rely on
assessment indicators, such as marital or job problems, relationship conﬂicts and mood
disorders, to identify the presence of an alcohol problem and build motivation for treatment
alternatives, such as brief counseling (Donovan & Rosengren,1999; Zweben & Fleming,
1999). Optimally, assessment and treatment should be continuous and reciprocal, so that
initial assessment guides treatment goals and interventions, and subsequent assessment
throughout the course of treatment provides feedback to clinician and patient as well as
indicating new or ongoing problem areas to pursue. Assessment should be regarded as
an ongoing activity that supports clinical decision making throughout the course of
treatment.
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ASSESSMENT MODALITIES
Standardized Instruments
Screening is used to identify individuals who have alcohol-related problems or who are at
risk for such problems. A number of standardized instruments are available to help the
clinician screen for alcohol problems. The CAGE, MAST, TWEAK, and AUDIT are commonly used for adults and are considered to be acceptably reliable and valid in a variety
of situations (Connors, 1995; Crowe et al., 1997; Allen et al., 1995). Preference for screening measures will vary between individual clinicians and different settings. Decisions should
be based on the kind of population being assessed, amount of time and resources available,
clinical or community setting and goals of screening. Providing personal and nonconfrontational feedback to clients regarding screening results can be a signiﬁcant component of brief intervention.
When a screening result alerts the clinician to a potential alcohol problem, a more
exhaustive assessment is in order. This gives a greater understanding of how much drinking is taking place and how drinking ﬁts into the client’s activities, resources and relationships. A myriad of psychometric instruments have been designed to aid the clinician in this
endeavor. Structured diagnostic interview instruments are designed to help clinicians formally diagnose alcohol dependence and alcohol abuse according to the categorical DSMIV (Structured Clinical Interview for DSM-IV; First et al., 1995) and ICD (Composite
International Diagnostic Interview, Robins et al., 1988) systems. Before selecting and using
a diagnostic measure, clinicians must be clear about what constructs are to be measured
and what the purpose of measurement is. Individual cases may call for different assessment
instruments or measures (Maisto & McKay, 1995).
Whether the assessment is for clinical or research purposes will inﬂuence the choice of
the diagnostic instrument. The clinician, whose main priority is to develop an appropriate
treatment strategy for the individual client, will be primarily interested in using an instrument that identiﬁes the unique needs of the client and guides treatment planning.
Standardized instruments, particularly those that are brief, less structured and easy
to administer, can be very useful for the busy clinician (e.g. Alcohol Dependence Scale:
Skinner & Horn, 1984; Drinking Inventory of Consequences: Miller, Tonigan &
Longabaugh, 1995). In contrast, researchers tend to explore a wider range of variables
related to alcohol problems. Lengthier and more detailed questionnaires may be more
appropriate for research purposes. For example, formal diagnostic interviews require
resources, including trained personnel, money to pay for a measure and time for administration, which may not be available in clinical settings, particularly busy primary care
facilities.
The choice of instrument will also vary between clinical settings. Formal diagnostic
interviews may be warranted in specialized alcohol treatment settings, while more concise
questionnaires may be more appropriate in community or primary health centers. Several
measures designed to assess multiple dimensions of alcohol problems may also be effective (e.g. Addiction Severity Index: McLellan et al., 1992; Alcohol Use Inventory: Horn
et al., 1987). An important consideration is the availability of psychometric evidence for a
particular measure. Validity and reliability are the two primary psychometric characteristics to consider in an assessment instrument. Other things being equal, stronger psychometric characteristics will make one measure preferable to another (Maisto & McKay,
1995).
Instruments are also available to assess various other factors, including readiness to
change (Readiness to Change Questionnaire: Rollnick et al., 1992) and self-efﬁcacy (Inven-
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tory of Drinking Situations: Annis et al., 1987), which may be of interest to the clinician.
The extent to which information is gathered for these variables and the extent to which
these issues require exploration will vary between individuals and should be undertaken
as needed (Institute of Medicine, 1990).
Additional issues to address when choosing an alcohol assessment instrument include
the assessment time-frame (i.e. period of client functioning that is of interest), administrative options (i.e. self-administered vs. structured interview), training required for administration, and scoring and fee for use. It is recommended that, in selecting a suitable
instrument, clinicians who are assessing clients for treatment should seek a measure (or a
combination of measures) which balances the need to obtain extensive information regarding the client’s alcohol use and life functioning with the need to be efﬁcient and parsimonious, given the wide array of possible areas that could be assessed. At present, there is no
universally accepted gold standard for the assessment of alcohol problems. Treatment of
alcohol problems can be enhanced by the judicious use of standardized psychometric
instruments to characterize clients during the course of treatment. Clinicians should be
aware of the strengths and weaknesses of alternative psychometric instruments that can
assist them in the assessment process.
Whether an individual’s self-report of alcohol use and related problems can be trusted
is an issue of ongoing debate. The balance of the scientiﬁc literature suggests that alcohol
abusers’ self-reports are relatively accurate and can be used with conﬁdence if the assessment takes place under appropriate conditions (for reviews, see Babor et al., 1990; Maisto
et al., 1990; Sobell & Sobell, 1995; Skinner, 1984). In many circumstances, self-report instruments are signiﬁcantly more accurate than other assessment modalities, including physical
examination and laboratory ﬁndings. It should be noted that, with the exception of selfmonitoring, all measures of alcohol use and alcohol-related problems rely on retrospective
self-reporting, and some amount of error is to be expected. Self-reports should not be
considered inherently valid or invalid. Rather, whether conﬁdence can be placed on individuals’ self-reported alcohol use and related problems will depend on the individual
client, the context in which assessment takes place, the speciﬁc information that is elicited
and the purposes for which assessment is undertaken. Conditions that enhance truthful selfreporting include individuals being sober and alcohol-free during assessment, assurance
of conﬁdentiality, a comfortable, non-threatening clinical environment, and clear, understandable questions.

Medical History
A medical history and examination may accompany routine screening for alcohol
problems, be undertaken when a screening measure indicates that an alcohol problem
potentially exists, or be incorporated into a comprehensive assessment of an individual
with an identiﬁed alcohol problem (Skinner & Holt, 1987). Primary care physicians are
in an optimal position to perform such examinations. Clinical signs and symptoms
associated with alcoholism can range from subtle and relatively benign to more severe
and dramatic. Common physical indicators to look for include skin vascularization,
hand or tongue tremor, modest hypertension, stigmata of accidents or trauma, history
of gastrointestinal problems, gastric or duodenal ulcers and cognitive deﬁcits (Saunders
& Conigrave, 1990; Skinner et al., 1986). A history of alcohol problems in the family
raises the index of suspicion that a patient might be at increased risk. Signs of
neuropsychological and cognitive impairment are also indicators of hazardous alcohol
consumption.
While medical conditions such as liver cirrhosis usually conﬁrm alcohol dependence, the
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absence of alcohol-related medical problems does not rule out the diagnosis. Furthermore,
no distinct symptom or test result can clearly establish a diagnosis of alcohol abuse or
dependence. Clinicians should keep in mind that the most readily recognized symptoms of
alcohol problems generally arise only in later stages of alcohol dependence, after years of
heavy drinking. A complete history must probe for earlier, more subtle signs and patterns
of alcohol abuse, including job-related problems, marital discord and/or domestic violence,
difﬁculties in sleeping, chronic relationship difﬁculties, ﬁnancial trouble, depression and
anxiety, and so on. Structured or semi-structured interviewing, with the use of standardized
questions, is preferred over free-form interviewing, which can be inconsistent in collecting
essential kinds of assessment information.

Biological Measures
Accurate information on alcohol consumption during the pretreatment assessment is
important for diagnosis and treatment outcome evaluation. Several biological measures
demonstrate strong reliability for indicating an individual’s alcohol use in the past 24 hour
period. The breathalyser, which measures the presence of alcohol in the breath, is an efﬁcient method to determine whether an individual has consumed alcohol in the immediate
past. Simple laboratory testing of blood, urine and sweat can also accurately indicate recent
alcohol intake. These markers are direct measures of alcohol in bodily ﬂuids and are considered to be sensitive, speciﬁc, inexpensive and easy to administer (Anton, Litten & Allen,
1995). (See also Whitﬁeld, 2001)
Detection of alcohol use over longer periods through physiological testing is more
challenging and relies on measuring the effects of alcohol on the body rather than directly
measuring the presence of alcohol (Anton, Litten & Allen, 1995). Abnormalities in
g-glutamyltransferase (GGT), mean corpuscular volume (MCV), aspartate aminotransferase (AST) or alanine aminotransferase (ALT) are indicators of chronic alcohol consumption. These markers of heavy and sustained alcohol use are well studied, routinely
used, relatively cost-efﬁcient and widely available. However, the results must be interpreted
with caution because they generally lack sufﬁcient sensitivity and speciﬁcity (Leigh &
Skinner, 1988). Furthermore, conventional biological markers are insensitive to earlystage problem drinking (Saunders & Conigrave, 1990). High-density lipoproteins, 5hydroxytryptophol, b-hexosaminidase, carbohydrate-deﬁcient transferrin (CDT), alcohol
congeners, and blood acetaldehyde adducts (AA) are newer biological measures under
investigation.
In choosing a biological test, clinicians will want to consider the window of assessment
(i.e. the amount of time that a marker will remain positive following drinking), the nature
of the population (i.e. ambulatory vs. alcoholics), and the sensitivity and speciﬁcity of the
particular test. While physiological tests are often considered to be the most “objective”
measure of alcohol abuse, no single test can deﬁnitively identify or give a comprehensive
assessment for this complex condition. The only true indicator of alcohol consumption is
the detection of alcohol or one of its metabolites in body ﬂuids. No laboratory test possesses both high sensitivity and speciﬁcity for detecting alcohol use outside of the previous
24 hours.
Clinicians are also advised to consider alternative factors that may be causing abnormal
laboratory results. Individuals from an ambulatory population who drink excessively but
are otherwise relatively healthy will have normal test results but may still require intervention for alcohol problems. The level of “abnormal” intake will vary from person to
person (e.g. male vs. female). Furthermore, not all clients with hazardous alcohol use or
dependence will demonstrate abnormalities in laboratory tests. Thus, standard laboratory
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tests are not sufﬁciently sensitive to be used as the primary basis of screening and assessment. The most valuable role for a physiological test is the detection of hazardous levels
of alcohol intake. Biological measures are also useful for monitoring treatment progress by
corroborating self-reported alcohol use and comparing subsequent tests with baseline
levels. It is recommended that laboratory tests alone should not be relied upon to identify
alcohol problems and should always be used in combination with data from other assessment modalities.

Other Modalities
In light of concerns regarding the accuracy of clients’ self-reports, clinicians may explore
collateral sources to gather further assessment information. Such sources may include
clients’ spouses, family members or employers (Nathan, 1997). However, it should not be
assumed that collateral observers give unbiased, accurate and detailed reports. For clients
who lack social supports there may not be any suitable individuals who can consistently
observe and report their behavior. Friends and co-workers may be fairly accurate in reporting frequency of drinking but can generally only provide a gross estimate of the actual
quantity of alcohol consumed or of the presence of alcohol dependence symptoms (Sobell
& Sobell, 1995; Skinner, 1984). Examining court documents, police and employment records
may also give a clearer picture of the client’s previous alcohol problems.
Self-monitoring is an assessment technique that involves having an individual record
the occurrences of alcohol as well as the conditions that precede, accompany and follow
drinking. The client is requested to keep a daily log of the number and types of drinks
consumed and the particular situations and times when drinking occurred. This method
is ideal because it does not depend on retrospective self-reporting and can increase
motivation to reduce the drinking behavior. Self-monitoring procedures are especially
useful for assessing alcohol consumption and problems after treatment initiation and
during follow-up. Both the clinician and the client can use self-monitoring information
as a relatively objective and continuous record with which to evaluate progress and
setbacks.
Self-monitoring is also valuable for providing information surrounding relapse episodes.
Recording urges to drink or thoughts and actions related to alcohol may aid in identifying
situations or events that place the client at risk for relapse and in modifying treatment goals.
Having the client play an active role in the assessment and treatment process can also
enhance motivation to reduce or quit drinking. However, client compliance in keeping a
consistent record may be problematic, particularly among chronic alcohol abusers who may
lack motivation, organizational skills and social supports. Also, clinicians must decide the
level of conﬁdence they have that clients are reporting alcohol use and related problems
honestly and accurately.
Clinicians may wish to combine different assessment tools. Composite indices of alcohol
problems can be derived both within and across assessment modalities. For example, a composite of medical history and laboratory tests can substantially increase diagnostic accuracy (Skinner et al., 1986, Skinner & Holt, 1987). A battery of questionnaires, incorporating
various standardized scales, may also elucidate the extent of alcohol-related problems experienced by the client. Combining a physical examination for signs and symptoms of excessive alcohol use with brief questionnaires and laboratory tests may also improve
assessment. Indeed, a most valuable use of laboratory tests is to corroborate clients’ selfreports of alcohol consumption during treatment and follow-up. The choice of measures or
components that make up the composite index can also be modiﬁed to suit the stage of
treatment.
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Collecting assessment information from multiple modalities will enhance the degree
of conﬁdence that clinicians can have in clients’ self-reports regarding alcohol use and
in the overall characterization of the alcohol problem. Ultimately, selection of the components of a comprehensive clinical assessment will be at the discretion of the clinician. In
choosing any modality for alcohol assessment, the limitations of particular tests and the
unique situational needs must be kept in mind. Ultimately, conﬁdence in the accuracy of
assessments is enhanced by convergence among a variety of alternative measurement
modalities.

SPECIAL POPULATIONS
Adolescents
A comprehensive assessment plays an equally important role in the identiﬁcation and
treatment of alcohol problems among adolescents. From a preventive perspective, the negative consequences of excessive drinking may be curtailed if problems are identiﬁed and
treated in earlier, less serious stages. The diagnostic criteria for alcohol abuse and dependence have largely been developed from research with adult populations. However, withdrawal symptoms, tolerance and medical problems present differently in adolescents than
in adults. Clinicians should be aware that adolescents with alcohol problems demonstrate
very heterogeneous patterns of symptoms, which are mainly psychosocial rather than physical (Alexander, 1991; Martin et al., 1995). Physical examination and laboratory testing are
not as helpful for identifying alcohol problems as a comprehensive interview and full
appreciation of the more subtle signs in this population (Alderman, Schonberg & Cohen,
1992).
Adolescents’ patterns of alcohol and other drug use can vary considerably over time
according to variables over which they may not have much control, including availability
of money, the opportunity to use and the inﬂuence of peers. Multiple drug use and coexisting psychiatric problems can make assessment among adolescents particularly challenging (Upfold, 1997). Routine screening for alcohol problems in primary care settings is
particularly important in the adolescent population in order to prevent the development
of more serious and health-threatening alcohol abuse and dependence.
It is crucial for the clinician to develop a sense of trust and rapport with the adolescent
in order to gather accurate and complete assessment information and, ultimately, to achieve
positive treatment outcomes. Clinicians are encouraged to develop and use innovative
methods of assessment, which may be more helpful than conventional assessment tools
in eliciting accurate information from adolescent clients (Leccese & Waldron, 1994). The
adolescent should be assessed separately and then, if possible, the family can be assessed
as a unit.
Several assessment procedures have been designed speciﬁcally for adolescents for whom
detection and diagnosis may be tricky (Connors, 1995). Available assessment instruments
include the Adolescent Drinking Index (ADI), the Personal Experience Inventory (PEI:
Winters & Henly, 1989), the Adolescent Alcohol Expectancy Questionnaire (AEQ-A:
Brown, Christianson & Goldman, 1987), the Adolescent Drug Abuse Diagnosis (ADAD:
Friedman & Utada, 1989), the Personal Experience Screening Questionnaire (PESQ) and
the Substance Abuse Screening Test (SAST) (Nathan, 1997; Rogers, Speraw & Ozbek,
1995). As with adults, the use of composite indices that combine assessment modalities will
enhance assessment of adolescent clients. Although treatment programs have been developed for adolescents, better assessment procedures to determine the most appropriate
course of treatment for individual adolescents are needed.
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Populations with Coexisting Psychiatric Conditions
In both clinical and community contexts, alcohol problems are commonly accompanied by
coexisting psychiatric conditions (Miller & Ries, 1991). Estimates vary on the prevalence
of comorbidity. However, as many as half to two-thirds of clinical samples of patients
with alcohol dependence are likely to have a lifetime diagnosis of another psychiatric disorder (Davidson & Ritson, 1993). The psychiatric syndromes that most often coexist with
alcohol disorders are anxiety disorders, personality disorders and abuse of other psychoactive substances. Accurate assessment of coexisting psychiatric disorders in alcoholic
clients is crucial to treatment planning and outcome (Nathan, 1997). Failure to detect
other psychiatric problems can deprive clients of potentially helpful treatments. Prescription of medication must proceed with care to avoid the development of further substance
dependence. (See also Chapter 9, this volume.)
Early research proposed that psychiatric clients used alcohol as a way to reduce tension,
stress and anxiety. However, this “tension reduction” hypothesis has been challenged and
does not appear to adequately explain the etiology or maintenance of alcohol abuse.
Anxiety is a frequently found condition in patients with alcohol dependence. It appears
that in most cases, anxiety is a consequence rather than a cause of heavy drinking (Allan,
1995). Generally, most depressive and anxiety symptoms recede once the alcoholic client
is detoxiﬁed and has been abstinent from alcohol for a period of time (Allan, 1995;
Davidson & Ritson, 1993). However, it should not be assumed that one disorder which
preceded another necessarily caused the second condition. As in all clients with alcohol
problems, it is recommended that clinicians take a broad and comprehensive approach to
assessment and attempt to look at the alcohol use in the life context. This approach will
aid in meeting the distinct assessment and treatment needs of the client.
A particular challenge in assessing and treating clients with both alcohol problems
and psychiatric disorders is to determine the relative importance of each condition. Also,
the intoxication and withdrawal from alcohol can produce psychiatric symptoms that
characterize psychiatric disorders. Structured clinical interviews, such as the Composite
International Diagnostic Interview (CIDI), the Schedules for Clinical Assessment in
Neuropsychiatry (SCAN) and the Structured Clinical Interview for DSM-IV (SCID), will
be most helpful in assessing cases where comorbidity is suspected (Albanese et al., 1994).
Such in-depth evaluation allows the clinician to probe the severity of both the alcohol abuse
and the psychiatric symptoms, their history and the context surrounding their occurence, in order to arrive at proper diagnoses. Before a comprehensive assessment can take
place, the clinician must ensure that clients are not intoxicated or experiencing alcohol withdrawal at the time of the assessment. Physiological testing may be appropriate for this
determination.
Clinicians should be aware that comorbid psychiatric conditions can play a role in
the etiology of alcohol dependence and make treatment more difﬁcult. Alcohol dependence and co-occurring morbidity must both be assessed and treated, often by different
means. Having an additional psychiatric disorder can alter the course of alcohol dependence in various ways, including hastening the development of dependence on alcohol,
exhibition of impulsivity, aggression and risky behavior by the client, and poorer
prognosis.

CONCLUSION
There is no shortage of tools to aid the clinician in the identiﬁcation and assessment of
alcohol problems. The key is: (a) to think clearly through the particular need and role of
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assessment in a given setting; (b) to incorporate a sequential, comprehensive regimen that
ﬁts the constraints of everyday clinical practice; and (c) to ensure that accurate and timely
information is provided for motivation enhancement, clinical decision making and outcome
evaluation. Ultimately, the purpose of assessment is to assist the client and clinician
in developing a “shared” treatment plan, adjusting or ﬁne-tuning the intervention and
monitoring progress toward goal attainment.
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Chapter 3
Alcohol Withdrawal and
Detoxiﬁcation
Duncan Raistrick
Leeds Addiction Unit, Leeds, UK

Synopsis
The characteristics of alcohol withdrawal are well known. Under experimental conditions
anyone can be made tolerant to the effects of alcohol and experience withdrawal symptoms
on abrupt withdrawal or marked reduction of intake; in vivo it is usually after several years
of regular drinking that a person begins to experience withdrawal symptoms. The severity
of withdrawal can be seen to exist along a continuum ranging from the mild tremulous
state through seizures and on to alcoholic delirium. It is probable that this continuum is,
in reality, made up of different symptom clusters which are associated with different
neurochemical systems. All of these systems are under the inﬂuence of g-aminobutyric acid
(GABA) and hence the rationale for using benzodiazepines and other central nervous system
depressants for the treatment of withdrawal.
Detoxiﬁcation is usually a very straightforward procedure.When complications do happen
they are often serious and it is, therefore, important that clinicians maintain vigilance throughout all detoxiﬁcation procedures. There are a number of standardized scales to measure the
severity of alcohol withdrawal and use of these scales has been shown to be helpful in the
early identiﬁcation of complications during detoxiﬁcation and in minimizing the dose of
sedative medication used to control withdrawal. There is evidence to support the use of chlordiazepoxide as the drug of ﬁrst choice for the management of alcohol withdrawal; chlordiazepoxide is relatively safe, even in combination with alcohol, has a low addictive potential
and can be uniquely identiﬁed on toxicology screening. Chlormethiazole is, however, superior where there is a risk of seizures or delirium but it has a lower safety proﬁle. Potentially
dangerous medical conditions are frequently associated with the more severe withdrawal
states, indicating the need for full medical work-up in these cases. The setting in which detoxiThe Essential Handbook of Treatment and Prevention of Alcohol Problems. Edited by N. Heather and
T. Stockwell.
© 2004 John Wiley & Sons Ltd. ISBN 0-470-86296-3.
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ﬁcation should take place needs to be judged on the basis of the expected severity of withdrawal and the social support available to an individual. Home or inpatient detoxiﬁcations
are costly compared to other options and can normally be offered only in circumstances
where there is clinical or social need.
The relationship between withdrawal symptomatology and alcohol dependence has long
been controversial. There is no doubt that relief drinking is powerfully reinforced when it
occurs but this is insufﬁcient to justify the dominance of withdrawal over other drinking cues
that feed into the learning processes, underpinning dependence. Dependence should be seen
as a purely psychological phenomenon to which withdrawal makes some, quite limited,
contribution. Tolerance and withdrawal can be subsumed under the umbrella of “neuroadaptation” rather than using the more confusing terminology of “physical dependence”.

KEY ISSUES OF UNDERSTANDING
Detoxiﬁcation services are generally seen to be an important component of any alcohol
treatment system. The purpose of detoxiﬁcation is to minimize the severity of the withdrawal symptoms that occur when alcohol consumption is abruptly stopped or markedly
reduced. Detoxiﬁcation is not as straightforward or mundane a procedure as it may appear
at ﬁrst sight; however, it is not so much the management of withdrawal that has excited
controversy but, rather, the meaning of withdrawal in understanding dependence—for
example, Stockwell (1994) argues that alcohol withdrawal symptoms are of little practical
importance and Tober (1992) argues that withdrawal symptoms have no place in the deﬁnition of dependence. After nearly 50 years of scientiﬁc investigation, the understanding
of alcohol tolerance and withdrawal has reached a maturity, so that their ﬁnal resting
place in the whole spectrum of alcohol problems and problem drinking is closer to being
settled.

Alcohol Withdrawal
There have been descriptions throughout history of symptoms and signs that would now
be recognized as belonging to an alcohol withdrawal syndrome. The Edinburgh physician
Thomas Sutton is credited with describing delirium tremens in 1813 and attributing the
condition to alcohol withdrawal. Conﬁrmation of the connection between drinking, stopping drinking and the experience of withdrawal is, however, relatively recent. In the classic
study by Isbell et al. (1955), 10 ex-morphine addicts received daily dosing with alcohol for
periods of up to 12 weeks. On abrupt withdrawal of alcohol, the subjects experienced
signiﬁcant symptoms, including tremor, sweating, vomiting, diarrhoea, hyper-reﬂexia, fever,
raised blood pressure and insomnia; two subjects experienced convulsions and four subjects experienced hallucinations or delirium. The work of Isbell and colleagues left questions unanswered but was a sufﬁcient basis for proceeding with further elucidation of the
nature of withdrawal by the use of laboratory-style experimentation in human beings. In a
selective review of this research, Gross (1977) concluded that the severity of the alcohol
withdrawal syndrome would relate to alcohol intake modiﬁed by the contribution of residual effects of previous drinking and the abruptness of withdrawal. He went on to describe
a factor structure of withdrawal: Factor 1—hallucinogenic consists of nausea, tinitus, visual
disturbance, pruritis, parasthesiae, muscle pain, agitation, sleep disturbance, tactile hallucinations, and hallucinations which are auditory or visual or both: Factor 2—affective and
physiological consists of anxiety, depression, tremor and sweats: Factor 3—delirium consists
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Table 3.1 The 10 most common and the 10 most speciﬁc symptoms
of alcohol withdrawal

1
2
3
4
5
6
7
8
9
10

Most common
symptoms

Most speciﬁc symptoms

Depression
Anxiety
Irritability
Tiredness
Craving
Restlessness
Insomnia
Confusion
Sweating
Weakness

Whole body shakes
Facial tremulousness
Hand and ﬁnger shakes
Cannot face the day
Panicky
Guilty
Nausea
Visual hallucinations
Weakness
Depression

Source: adapted from Hershon (1977).

of clouding of the sensorium, impairment of consciousness and impairment of contact
with the observer. Factors 1 and 2 were seen as existing along a continuum of severity,
whereas factor 3 appeared more complex, since it increased both during drinking and on
withdrawal.
In a sophisticated analysis of alcohol withdrawal symptoms, Hershon (1977) reasoned
that symptoms of withdrawal should (a) be absent during periods of light drinking, (b) be
present during periods of heavy drinking, (c) disappear after 10 days of abstinence, (d) be
present ﬁrst thing in the morning, and (e) be relieved by further drinking—he applied these
criteria as a series of ﬁlters to symptoms reported by 100 male drinkers in the previous
month, so that he was able to separate those symptoms most speciﬁc to alcohol withdrawal
from symptoms that happen to be commonly present during withdrawal (see Table 3.1).
The implications of these data are that commonly occurring symptoms, perhaps the result
of minor stress or the consequence of accumulated alcohol-related problems, may incorrectly be attributed to alcohol withdrawal and may lead to inaccurate assessment and
inappropriate pharmacotherapy as part of a detoxiﬁcation programme.
Edwards (1990) concludes that the evidence from animal and human research suggests
that anyone can develop tolerance and withdrawal symptoms within a short space of time,
days or weeks, provided that a sufﬁciently high and regular dose of alcohol is taken.
Whether or when withdrawal symptoms occur is largely a function of dose and frequency
scheduling, or in other words an individual’s drinking pattern; typically, but not necessarily, persistent withdrawal symptoms are a feature of the later stages of a drinking career.
Once withdrawal symptoms have occurred, then subsequent manifestations in terms of
both frequency and severity will depend upon a complex interaction of factors, but above
all blood alcohol level seems to be important. Vinson & Menezes (1991), for example, found
signiﬁcant but low-order correlations between blood alcohol on admission to rehabilitation
services and severity of withdrawal symptoms. Alcohol affects several different neurochemical systems which probably accounts for the variable picture of alcohol withdrawal.
It appears to be the case that the more severe withdrawal states are associated with additional and multiple risk factors, although high blood alcohol levels remain an important
element within the aetiology. Schuckit et al. (1995) report on a cohort of 1648 alcoholdependent men and women where 12.8% of subjects had experienced at least one episode
of alcoholic delirium or convulsions during withdrawal. The most powerful discriminating
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variables between those with histories of more and less severe withdrawal were the
maximum number of drinks per day and the total number of withdrawal episodes; the use
of non-prescribed depressant drugs and a greater number of medical problems were also
signiﬁcant. In a cohort of 72 “alcoholics” hospitalized for detoxiﬁcation, Essardas et al.
(1994) report that 46% of subjects had convulsions and 25% developed alcoholic delirium.
In contrast, Mayo-Smith & Bernard (1995) report on a cohort of 1044 subjects admitted
for inpatient detoxiﬁcation and given unlimited oxazepam titrated against severity of
alcohol withdrawal: only 1.1% of subjects experienced seizures, with peak incidence occurring 12–48 hours after the last oxazepam dose, and without progression to alcoholic delirium. Tsuang et al. (1994) found that 9% of 532 subjects attending a day programme had a
diagnosis of alcoholic hallucinosis; compared to those without a history of hallucinations,
these subjects had an earlier onset of alcohol problems, consumed more alcohol per occasion and were more likely to experiment with a variety of illicit drugs.
It is not possible to say with any degree of precision what withdrawal symptomatology
will be associated with what kind of drinking pattern in what kind of person. In broad brush
terms, alcohol withdrawal can be seen as existing along a continuum from mild tremulousness, with or without affective change, through to seizures, hallucinations, and delirium.
Whether or not this is truly a continuum or, more likely, different symptom clusters (see
Hershon, 1977; Gross, 1977; Stockwell et al., 1979), reﬂecting withdrawal responses by different neurochemical mechanisms, is unclear. Alcoholic delirium is in some ways an exception to this general proposition. Kramp et al. (1979) compared 20 subjects with tremor and
hallucinations against 20 patients with tremor, hallucinations and delirium. The main difference between subjects was that the delirium group had embarked on a drinking binge
prior to the onset of symptoms and continued drinking in spite of symptoms. However,
both groups required the same amount of sedation, which was carefully titrated to achieve
the end-point of inducing sleep. It was therefore concluded that delirium may be qualitatively different to the simple hallucinatory state and, once triggered, have a natural history
of its own. The data on the latency from abstinence or marked reduction of intake to the
manifestation of different withdrawal elements are inconsistent; nonetheless there is a clear
ordering of symptoms. It is plausible to think in terms of a hierarchy of neurochemical
systems, each requiring greater biochemical disturbance to launch different aspects of the
withdrawal syndrome. It may be that kindling and the long elimination time from high
blood alcohol concentrations combine to produce this effect.

Withdrawal Symptoms and Dependence
The International Classiﬁcation of Diseases (World Health Organization, 1992) deﬁnes
alcohol dependence as a psychobiological state based on the provisional description of
alcohol dependence by Edwards & Gross (1976).The important advance here is that dependence is seen as a unitary concept and the old distinction between psychological and physical dependence is dispensed with. Physical dependence was almost synonymous with what
is now referred to as neuro-adaptation, that is, tolerance to the effects of alcohol and withdrawal symptoms, but implicit in the use of the word “dependence” was a notion that neuroadaptation of itself was driving an individual’s drinking. The centrality to dependence of
withdrawal symptoms continues to excite debate.
Edwards (1990) has argued that withdrawal symptoms should be seen as a special case
drinking cue which is integral to the concept of dependence. He has proposed some kind
of “watershed”, a threshold beyond which individuals experience withdrawal, which thereafter becomes the dominant drinking cue; this is at odds with ideas about continua of
severity. While acknowledging that the scientiﬁc evidence in support of this view is weak,
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Edwards (p. 458) asserts that the clinical evidence is strong: “science is not science . . . until
it is tested against what our . . . patients have to tell us”. The veracity of this position will
continue to be debated; one difﬁculty of the clinicians’ viewpoint is that clinicians usually
see a rather small segment of the drinking population and what is really needed is research
that spans the whole range of drinkers. The preferred synthesis is that the mix of cues for
current drinking start out as predominantly social but are then progressively replaced by
pharmacological and then physiological cues. Progression is not inevitable and a mix of all
three categories of drinking cue can usually be found, even in circumstances where withdrawal has come to be a preoccupation.
Hershon (1977) looked speciﬁcally at the question of which withdrawal symptoms provoked drinking and which were then relieved by drinking, or in other words whether the
drinking behaviour was then reinforced. The three most commonly reported symptoms in
the Hershon study—depression, anxiety and irritability—were said to have provoked drinking by 83%, 85% and 66% of subjects, respectively, and drinking was 70%, 82% and 66%
successful at relieving the symptoms. One interpretation of these data is that negative mood
states, whether or not part of physiological withdrawal, are commonly associated with withdrawal and are likely to provoke relief drinking. This is consistent with other evidence that
negative mood states are powerful triggers of drinking (see Marlatt, 1985, pp. 37–44). As
dependence increases, so drinking becomes a response triggered by ever more cues and cue
complexes; for example, Rankin et al. (1982) present evidence that subjects who experience
more withdrawal symptoms at one and the same time experience more drinking cues. In a
strict sense, detoxiﬁcation is intended to ameliorate the severity of withdrawal symptoms
and thereby eliminate the negative reinforcement of relief drinking. In practice, a broad
spectrum of drinking cues are diminished as the process of detoxiﬁcation progresses.
Raistrick et al. (1994) have conceptualized dependence as a purely psychological
phenomenon which is best understood in terms of classical and operant conditioning
mechanisms. At a day-to-day clinical practice level, dependence can be thought of as an
over-learned collection of thoughts and behaviours related to drinking that are the product
of repeated episodes of positive and negative reinforcement: examples of positive reinforcement might be increased sociability or desire for intoxication, examples of negative
reinforcement might be avoidance of withdrawal or relief of depressed mood. In short, withdrawal symptoms are seen as one among many sources of reinforcement which contribute
to dependence in any individual.
The purely psychological formulation of dependence takes account of withdrawal symptoms which, however important and self-generating as drinking cues, need to be taken in
the wider context. For example, Tabakoff (1990) has argued that if relief drinking were
solely to do with alleviating withdrawal symptomatology, then a single “dose” of alcohol
would normally be sufﬁcient for several hours’ relief. In practice, early morning drinking
often becomes continuous, as if to recapture an alcohol effect: this can be seen as an
example of impaired control. Giving undue emphasis to substance speciﬁc withdrawal has
two further problems: ﬁrst, it does not take account of the transferability of dependence
from one substance to another; second, it does not allow for the measurement of dependence in people who have achieved abstinence, which will have important implications
for future treatment. Raistrick et al. (1994) have developed an instrument, the Leeds
Dependence Questionnaire, which balances cognitive and behavioural markers of psychological dependence. It is to be expected that this instrument will correlate highly with measures of dependence that emphasize withdrawal symptoms, provided that dependence is
being measured during a heavy drinking phase, in people who experience withdrawal, and
provided that dependence remains focused on one substance. In short, the psychological
view of dependence is a theoretically more satisfactory account of dependence than the
psychobiological model.
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THE MANAGEMENT OF DETOXIFICATION
Carroll (1997) argues that it is unhelpful for psychosocial therapies and pharmacotherapies to develop separately; rather, it is the integration of therapies that will deliver the
most cost-effective outcomes and should, therefore, be the basis of good practice. Broadly
speaking, pharmacotherapies are targeted at a narrow-spectrum of symptoms of psychiatric
disorder, in this case withdrawal, and stand in contrast to broader-spectrum psychosocial
treatments. Detoxiﬁcation is, however, something of an exception to the general rule of
integrating therapies in that it is largely a stand-alone procedure, which can be used in or
out of a therapy programme as circumstances demand but with the caveat that detoxiﬁcation should always be seen as a therapy opportunity.

Timing of Detoxiﬁcation
The Transtheoretical Stages of Change Model described by Prochaska & DiClemente
(1984) has become a popular clinical tool in the addiction ﬁeld. Notwithstanding the “transtheoretical” label, the model has much to do with motivation to change. The Model has
been criticized for lacking empirical support and for attempting to deﬁne change in stages,
rather than along a continuum (see Davidson, 1992). More importantly the ﬁve stages of
change described in the Model have proved resistant to accurate identiﬁcation, either by
means of clinical assessment or by self-completion questionnaire. The Model predicts that
detoxiﬁcation is an intervention matched to the “action stage”, albeit that there are good
reasons for detoxiﬁcation at other stages. Detoxiﬁcation is commonly misprescribed: ﬁrst,
because practitioners are likely to want their problem drinkers to be at the “action stage”
where people are seen to be moving out of addictive behaviour; second, problem drinkers
themselves put forward the seductive argument, “If I can go away and detox, then everything will be alright”; and third, doctors ﬁnd it easy to prescribe medication when they have
no other appropriate response to make. The problem with careless prescribing is that
a failed detoxiﬁcation risks lowering a patient’s self-efﬁcacy and increasing therapist
pessimism.
The key to a successful, planned detoxiﬁcation is preparation. Before proceeding with
detoxiﬁcation, it is the job of the therapist to bring the problem drinker through to the
point of readiness to change; this is not to do with transient thoughts about wanting to stop
drinking or even actual changes in drinking when these have been occasioned by shortterm negative consequences of drinking. The hallmark features of readiness to change are
having a positive outcome expectancy or, in other words, a well-considered belief that life
will be better without drinking, and self-efﬁcacy or, in other words, a belief that a change
in drinking can be achieved. Repeated failure at detoxiﬁcation will make it more difﬁcult
to build self-efﬁcacy in the future. It is a crucial part of the preparation work to identify a
supportive other person, to plan activities for the detoxiﬁcation period and the week immediately following, and to check that any practical arrangements, such as childcare or time
off from work or travel, are planned in advance.
For opiate users, Phillips et al. (1986) found that a general neuroticism factor and the
degree of expected distress during withdrawal were related to subsequent severity of symptoms. Detoxiﬁcation is likely to be more problematic where individuals are frightened of
what might happen to them and it follows that allaying anxiety is an important part of
preparation. Green & Gossop (1988) have shown that simple information giving can be
effective at reducing the severity and duration of withdrawal symptoms. Johnston et al.
(1991) found that patients with a DSM-III-R diagnosis of anxiety disorder and alcohol
dependence experienced signiﬁcantly greater levels of anxiety throughout detoxiﬁcation as
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compared to alcohol dependence only patients. Milby et al. (1986) identiﬁed a pathological fear of detoxiﬁcation in 22–32% of patients attending different methadone maintenance
programmes. This detoxiﬁcation phobia was found in people with longer drug using histories; the phobias seem to have been acquired during treatment with methadone and can
therefore be seen as iatrogenic. There is no direct counterpart in heavy drinkers but there
is every reason to suppose that the general principle of involving patients in their detoxiﬁcation will ameliorate anxieties and improve outcome. Coexisting anxiety disorder may
require concurrent therapy.
While it is ideal to plan detoxiﬁcation with people who have reached the stage of wanting
to change their drinking, there are other occasions when detoxiﬁcation is indicated. First,
it may be expedient to detoxify someone experiencing withdrawal symptoms after an
enforced abstinence, such as admission to hospital or imprisonment. Second, it is standard
practice to detoxify prior to treatment in a residential programme. Whether it makes sense
routinely to detoxify prior to outpatient therapy is less certain, unless someone’s drinking
is so out of control that there is no prospect of any psychosocial therapy succeeding without
prior detoxiﬁcation. Third, the person who has relapsed after securing a period of abstinence may require detoxiﬁcation to restabilize.

The Setting for Detoxiﬁcation
Alcohol treatment has been in rapid evolution over the last 20 years; the treatment population has been extended from the severe “alcoholic” to include people with a relatively
mild alcohol problem and the variety of therapists has been extended to include psychologists, counsellors, nurses and doctors, among others. Detoxiﬁcation programmes have also
evolved to take advantage of the range of professional skills available and to respond to
the changing needs of problem drinkers who have come forward for treatment. The aims
of a detoxiﬁcation programme are to monitor the severity of withdrawal, identify any
complications of withdrawal in order to ensure safety, and to manage withdrawal with a
minimum of discomfort for the patient.
Community-based detoxiﬁcation can be delivered in the home, on an outpatient or daypatient basis or within a supported residential facility. Home detoxiﬁcation is relatively
expensive and should be reserved for people unable to travel to an outpatient unit, for
example, people who have child care problems, disabled people, the elderly. In rural areas
it is likely to be the case that home detoxiﬁcation is more convenient and no more costly
than the outpatient option. The model of home detoxiﬁcation developed by Stockwell
et al. (1990) involves daily visits from a psychiatric nurse trained to assess withdrawal and
monitor for complications; any prescribing or medical care is provided by a consultant-led
team or on a shared care basis with a general practitioner. Successful home detoxiﬁcation
also requires supportive and sensible friends or relatives to stay with the patient during the
detoxiﬁcation. For people without a home or without the support of friends or relatives, a
community-based facility is a safe alternative to inpatient care. For example, in a recent
study of 1629 admissions to a detoxiﬁcation centre staffed by care workers, only four people
required transfer to psychiatric care and 17 to a general hospital (Mortimer & Edwards,
1994). The homeless tend to drink relatively modest quantities of alcohol, spread throughout the day, and usually do not experience marked withdrawal problems. The management
of uncomplicated alcohol withdrawal in whatever setting may or may not include the use
of medication. Whitﬁeld et al. (1978) describe the safe detoxiﬁcation of 1024 people who
presented to non-drug detoxiﬁcation centres with a variety of medical complications and
severities of withdrawal. The success of these centres depends upon training staff to feel
conﬁdent about monitoring withdrawal in order to identify those clients who are in need
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of medical help, and training that enables staff quickly to form a helping alliance with
clients.
Consideration should always be given to home or residential detoxiﬁcation for elderly
people. Comparing a small group of elderly residents, mean age 69 years, with a younger
group, mean age 30 years, who had been admitted for alcohol withdrawal, Brower et al.
(1994) found the elderly group experienced signiﬁcantly more withdrawal symptoms for a
longer duration, even though the medication regimes were similar. The elderly group were
more likely to show cognitive impairment, day-time sleepiness, weakness and raised blood
pressure and were therefore at greater risk.

Standard Pharmacotherapy
The rationale for the pharmacotherapy of alcohol withdrawal is based on the capacity of
alcohol to enhance the inhibitory effects of the neurotransmitter g-aminobutyric acid
(GABA) and to diminish the activity of the excitatory N-methyl-d-aspartate, NMDA,
receptors. Glue & Nutt (1990) have suggested that the clinical symptoms of withdrawal can
be explained by overactivity of the dopaminergic (hallucinations), NMDA (seizures) and
noradrenergic (sympathetic activity) systems: each of these systems is under the inﬂuence
of GABA.
The incidence of withdrawal symptoms requiring pharmacotherapy will vary markedly,
depending upon the population of drinkers attending a particular service. Factors that will
predict severe withdrawal are: (a) recent high levels of alcohol consumption; (b) previous
history of severe withdrawal; (c) previous history of seizures or delirium; (d) concomitant
use of psychoactive drugs; (e) poor physical health; and (f) high levels of anxiety and other
psychiatric disorder. There is an evidence base to support the good practice of detoxiﬁcation but the apparently forgiving nature of withdrawal management can lead clinicians into
being complacent and unsafe.
For the majority of patients, withdrawal symptoms begin to emerge after some 6–8 hours
and peak within the next 24 hours—only rarely do major symptoms persist beyond 5 days.
The risk of seizures is small after 2 days and delirium is unlikely to emerge anew in patients
who have been adequately treated. In untreated patients, status epilepticus may be the
presenting problem (see Alldredge & Lowenstein, 1993). Delirium may be the presenting
problem in patients who are still drinking but have markedly reduced their alcohol intake
(Kramp & Hemmingsen, 1979), although the incidence is more usually seen to peak at
around 4 days post-abstinence. It follows from these time scales that the general aim of
pharmacotherapy is rapidly to achieve therapeutic levels of medication and to taper the
dose after 48 hours.
The most effective treatments for withdrawal are all GABA-enhancing. The ﬁrst-line
drugs are all sedatives and, to a lesser or greater extent, have the problem that they may
cause undue sedation, particularly if taken in the presence of alcohol or other central
nervous system depressants. Aside from the medical treatment of alcoholic delirium, there
are three basic protocols for detoxiﬁcation, each of which suits different circumstances:
•

•

Fixed dose regimen. In this regimen patients are assessed according to some rather crude
measure of withdrawal severity and assigned to a starting point on a predetermined
reduction programme. This kind of regime is clinically questionable but may be a satisfactory approach for patients with less severe withdrawal problems or as an expedience where nursing and medical resources are limited.
Variable dose regime. This is probably the most widely used approach and well suited
to outpatient or home detoxiﬁcation. The aim is to prescribe a sufﬁcient but minimal
dose of sedative according to a clinical rating of withdrawal severity; ratings should be
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made using one of the standardized measurement scales that are discussed below. This
approach requires the regular availability of medical, nursing and pharmacy staff.
Loading dose regime. This approach is best suited to inpatient or possibly home
detoxiﬁcation. The principle is that a loading dose of a long-acting sedative is given
incrementally to achieve an end-point of light sleep. No further medication is given and
detoxiﬁcation depends on the slow elimination of the drug. This can be a cost-effective
approach but skilled supervision and monitoring are required in the initial stages.

In a review of drug treatments for alcohol withdrawal, Williams & McBride (1998) evaluate 14 randomized, double-blind placebo-controlled and 22 randomized, double-blind
controlled trials. They highlight serious methodological problems in most of the studies
reviewed but, in overview, conclude that benzodiazepines and chlormethiazole are superior to placebo and of similar effectiveness to each other in treating withdrawal, including
preventing seizures and delirium. Shaw (1995) concurs with this general conclusion but
also concludes that the different pharmacokinetics of benzodiazepines may be used to
advantage. A further consideration in favour of benzodiazepines is the availability of the
benzodiazepine antagonist ﬂumazenil in the event of overdose. The differences between
chlordiazepoxide, diazepam, lorazepam and chlormethiazole as ﬁrst-line treatments for
alcohol withdrawal are marginal, and so it is sensible that clinicians select one or possibly
two drugs and become totally familiar with their characteristics.

Chlordiazepoxide
Chlordiazepoxide is long-acting, half-life 5–15 hours, and has active metabolites with halflives up to 100 hours; there is therefore a risk of an accumulation of active drug leading to
unwanted sedation and confusion, especially in the elderly. Chlordiazepoxide has a low
addictive potential and a high margin of safety when taken with alcohol. The metabolites
of chlordiazepoxide are unique and can, therefore, be separately identiﬁed on urine toxicology screening. There is a strong argument for using chlordiazepoxide as the ﬁrst-line
drug in non-residential settings using ﬁxed or variable protocols (see Duncan & Taylor,
1996). A typical reduction regime is presented in Table 3.2.

Diazepam
Diazepam is long-acting, half-life 10–30 hours, and has active metabolites with half-lives up
to 100 hours. Accumulation problems are the same as for chlordiazepoxide. Diazepam is
more rapidly absorbed than chlordiazepoxide, which gives it a greater addictive potential
Table 3.2 Fixed protocol for chlordiazepoxide withdrawal regimen

Day
Day
Day
Day
Day
Day
Day

1
2
3
4
5
6
7

Morning
(mg)

Midday
(mg)

Evening
(mg)

Night
(mg)

Total daily dose
(mg)

30
30
20
20
10
10
10

30
20
20
10
10
10
0

30
20
20
10
10
0
0

30
30
20
20
10
10
10

120
100
80
60
40
30
20

For moderate severity of withdrawal start at day 3, and for mild severity
day 5.
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but also makes it more suitable for a loading regime. Ritson & Chick (1986) have favoured
diazepam, noting its smooth action and its effect on relieving anxiety and depression.
Salloum et al. (1995) found that of 37 patients requiring pharmacotherapy and given a
loading dose regime, 15 required a single 20 mg dose, 14 required 40–100 mg and 8 required
120–220 mg. They reported no complications related to this treatment.

Lorazepam
Lorazepam is short-acting, half-life 10–20 hours, and has no active metabolites. Lorazepam
is well absorbed intramuscularly and can be seen as suited to loading regimes, particularly
in patients presenting with more severe symptoms, the elderly and patients with markedly
impaired liver function. The short half-life increases the addictive potential of lorazepam
and also increases the potential for seizures if the drug is tapered without due caution.
Hosein et al. (1978) report on the treatment of 21 patients with incipient alcoholic delirium who were successfully treated with an initial injection of lorazepam 5 mg followed by
a tapering dose of oral lorazepam.

Chlormethiazole
Chlormethiazole is short acting, half-life 3–6 hours. The potency of chlormethiazole and its
short half-life confer a high addictive potential. It is more likely than benzodiazepines to
complicate respiratory insufﬁciency and to be lethal in combination with alcohol. On the
other hand, chlormethiazole is consistently found to be superior to benzodiazepines in preventing seizures and delirium, suggesting that it is the drug of choice for more severe withdrawal and use on an inpatient basis only. Morgan (1995) advises that severe withdrawal
symptoms are best controlled by an intravenous infusion of 0.8% chlormethiazole; this
should only occur in a general medical setting where there are skilled staff to monitor ﬂuid
balance and so forth. She recommends an initial drip rate of 3.0–7.5 ml/minute to induce
shallow sleep and thereafter reducing the infusion rate to 0.5–1.0 ml/minute with regular
checks to ensure that the patient can be roused.
If hallucinations are a feature of withdrawal, then haloperidol is the treatment of choice
and regimens should reﬂect standard psychiatric practice. Shaw (1995) has estimated that
regularly drinking more than 24 units of alcohol on heavy days increases the risk of severe
withdrawal, which includes hallucinations in 7.3–32%. Anticipation of severe withdrawal
should provoke a full medical work-up, to include examination for Wernicke’s encephalopathy, hepatic failure, subdural haematoma, checks for hypoglycaemia, electrolyte balance
(including magnesium) and toxicology screen. Where an individual has neglected his/her
diet or is scoring in the high risk area of a standard rating scale, then there is strong evidence in favour of giving multivitamin supplements, which should contain at least thiamine
300 mg daily and magnesium supplements. There is an argument for giving vitamin supplements on a routine basis, given that the potential beneﬁts are so great and the cost so
small (Cook & Thompson, 1997).
Williams & McBride (1998) concluded that carbamazepine may be an alternative ﬁrstline drug to benzodiazepines. Carbamazepine has the advantage of being effective in severe
alcohol withdrawal, including alcoholic delirium. It does not interact with alcohol, it is not
contraindicated for patients with liver damage and it is thought to prevent the kindling
process, which has been implicated in the genesis of seizures and delirium. Carbamazepine
is somewhat more expensive than benzodiazepines and there is a risk of serious haematological side effects.
Given the complexity of alcohol effects on neurotransmitter systems, a logical approach
to alcohol withdrawal is to use ethanol itself as a pharmacological agent. This is usually not
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practical because of the problems of dispensing pharmaceutical ethanol and the problem
of blood alcohol being a major cue for loss of control over further drinking. However, one
setting in which ethanol substitution can be convenient is the intensive care unit. Wilkens
et al. (1998) successfully treated 11 postoperative patients for alcohol withdrawal by means
of ethanol infusion. They found ethanol elimination rates of 18–50 mg/100 ml/hour, which
is rather higher than the widely assumed elimination rate of 15 mg/100 ml/hour.

Adjunctive Therapies
Much of the alcohol withdrawal syndrome is due to adrenergic overactivity. It follows that
in cases where either benzodiazepines are deemed unsuitable or where autonomic overactivity is marked, then both a-2-adrenergic agonists, such as lofexidine, and b-adrenergic
blockers, such as atenolol, may be beneﬁcial. These drugs can be used either alone or in
combination with benzodiazepines (see Brewer, 1995). Neither of these groups of drugs
have any effect on preventing seizures or delirium, nor are they expected to have an impact
on mood or sleep disturbance. Among other drugs that have found a rationale in the treatment of alcohol withdrawal, Williams & McBride (1998) found insufﬁcient evidence to
recommend the use of lithium, bromocryptine or g-hydroxybutyric acid.
The use of non-pharmaceutical, non-speciﬁc “feel-good” therapies has become increasingly popular. These treatments, which include acupuncture, aromatherapy, massage and
homeopathy, can be used either on a stand-alone basis for patients with mild withdrawal
symptoms or as an adjunctive to pharmacotherapy. Auricular acupuncture has particular
appeal, in that it is easy to organize in a variety of settings, it can be done on an individual
or group basis, it is inexpensive and there is limited evidence supporting efﬁcacy beyond a
generalized “feel-good effect” (Bullock et al., 1989).

Aftercare
In an ideal situation, detoxiﬁcation will be part of a therapy programme and so aftercare
will be planned in advance. The need for post-detoxiﬁcation treatment will vary enormously
from one person to another, depending upon their social circumstances, their psychological well-being and previous levels of dependence. Whatever the long-term drinking goal, a
period of total abstinence is usually desirable post-detoxiﬁcation. Whether or not the detoxiﬁcation service should offer disulﬁram as an aid to abstinence or anti-craving drugs, at least
in the period between ﬁnishing detoxiﬁcation and the follow-up key worker appointment,
is a policy issue for clinical teams.
If there was any suggestion of mental illness in the pre-detoxiﬁcation assessment, then
the service should also make a full psychiatric assessment post-detoxiﬁcation. As many as
80% of problem drinkers entering treatment experience psychological symptoms, often as
a mixed picture of dysphoria, anxiety, depression, panic and insomnia; in severe cases, ideas
of self-harm and hopelessness may be cause for concern. Usually these symptoms fall short
of a psychiatric disorder and melt away after a period of abstinence. For example, Driessen
et al. (1996) found that for inpatients, who are expected to have high rates of comorbidity,
the prevalence of psychiatric disorders 2 weeks post-detoxiﬁcation was 3% schizophrenia,
13% affective disorder, 22% phobic disorders and 2% generalized anxiety. Brown & Irwin
(1991) demonstrated a week-on-week fall in anxiety scores post-detoxiﬁcation, which continued through to 3 months follow-up. Psychiatric disorder can complicate the management
of detoxiﬁcation; however, Araujo et al. (1996) found no differential effect on drop-out
rates between those with and those without disorder. It follows that any treatment for psy-
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chiatric disorder should be delayed, preferably for as long as 4 weeks post-detoxiﬁcation
(see Raimo & Schuckit, 1998).

MEASURING WITHDRAWAL AND AUDIT OF
DETOXIFICATION
It is usual to use a rating scale to measure the severity of alcohol withdrawal for the dual
purpose of determining the dose of medication prescribed to attenuate withdrawal symptomatology and to identify any complications of detoxiﬁcation. The commonly used scales
are all derived from a 20-item scale developed by Gross et al. (1971), who themselves went
on to develop a shortened Selected Severity Assessment Scale (Gross et al., 1973, pp.
365–376). The original instrument developed by Gross and colleagues had good inter-rater
reliability, except on the item “quality of contact”. “Visual disturbances” were differentiated from “visual illusions” or “visual hallucinations”; “visual disturbances” were thought
to be toxic in origin and consist of phenomena such as ﬂashes of light or moving coloured
spots. In addition to the 20 items, the scale is supplemented by charting temperature, pulse
and number of seizures should any occur.
Shaw et al. (1981) developed a reliable and validated 15 item scale, the Clinical Institute Withdrawal Assessment for Alcohol (CIWA-A), which was designed for hourly administration. Sullivan et al. (1989) have revised this scale and produced the CIWA-Ar, which
has only 10 items. Competent nurses can complete an evaluation in less than 2 minutes.
The scale excludes seizures on the grounds that these are rare events which can be noted
in the clinical assessment. Equally, pulse and blood pressure, which were not found to correlate with severity of withdrawal, are recorded as indicators of the whole clinical picture.
The authors recommend that pharmacological treatment is not indicated for scores less
than 10 and clinical judgement should determine the use of pharmacotherapy for scores
between 10 and 20.
Metcalfe et al. (1995) also developed a 10 item modiﬁcation of the CIWA-A but reached
rather different clinical judgements to the previous authors. In contrast to the CIWA-Ar,
they retained the seizures, “quality of contact” and “thought disturbance” items from the
parent instrument. In this case, seizures were included on the grounds that they are relatively common (5–15% of problem drinkers referred for detoxiﬁcation) and for the reason
that around one-third of cases of alcoholic delirium are preceded by one or more seizures.
“Quality of contact” and “thought disturbance” items were judged to provide early warning
of more severe withdrawal. Thus, the Windsor Clinic Alcohol Withdrawal Assessment Scale
(WCAWAS) was designed to be clinically more relevant than CIWA-Ar and the items
chosen were seen to be objective. Of the 142 patients in their validation study, 8% developed complicated withdrawals: ﬁve developed visual hallucinations, one alcoholic delirium
and ﬁve had grand mal seizures.
Wetterling et al. (1997) have also devised a scale which seeks to improve upon the
CIWA-Ar. As with the CIWA-Ar, the Alcohol Withdrawal Syndrome Scale (AWSS) was
derived from a statistical analysis of CIWA-A; seizures were eliminated on the grounds of
rarity and irrelevance as a clinical predictor. In their validation study of 256 subjects
referred for detoxiﬁcation, 10.5% developed alcoholic delirium. The authors recommend
that scores of ﬁve or less be considered mild withdrawal, requiring no medication, and
scores 10 or greater be considered severe withdrawal and high risk for complications. The
three shorter rating scales, CIWA-Ar, WCAWAS and AWSS, can each be seen as a suitable
instrument for monitoring the clinical progress of detoxiﬁcation. In choosing a particular
scale, clinicians will apply their own preferences and intuition; a key issue is whether or
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Table 3.3 Scoring systems for different alcohol withdrawal scales
DCCRS
CIWA-A
CIWA-Ar
WCAWAS
AWSS
Gross et al. Shaw et al. Sullivan et al. Metcalfe et al. Wetterling et al.
(1971)
(1981)
(1989)
(1995)
(1997)
Pulse rate
Blood pressure
Temperature
Respiration rate
Sweating
Anxiety
Tremor
Depression
Agitation
Snout reﬂex
Hallucinations
Tactile
Auditory
Visual
Nausea and vomiting
Pruritus
Muscle pain
Sleep disturbance
Nightmares
Tinitus
Headache
Eating disturbed
Thought disturbance
Orientation
Impaired consciousness
Quality of contact
Impaired gait
Visual disturbance
Flushing of the face
Insight
Seizures
Max. Score

0–7
0–7
0–7
0–7
0–7
0–2
0–4

0–7
0–7
0–7
0–7
0–7
0–7

0–7
0–7
0–7

0–7
0–7
0–7

0–4
0–8

0–3
0–3
0–3
0–3
0–3
0–2
0–3

0–7

0–7

0–8

0–4

0–3
0–6
0–6
0–6
0–7

0–7
0–7
0–7
0–7

0–7

0–7

0–3
0–4

0–4

0–4
0–8
0–10
0–6

0–7
0–4
0–7
0–7
0–7
0–7

0–7

0–6
0–10

0–3

0–6

0–3

0–2
0–7
0 or 7
129

86

0 or 10
67

76

34

not to include withdrawal seizures. The scoring system for different scales is presented in
Table 3.3.
Measuring the effectiveness of treatment at minimizing the severity of withdrawal and
at preventing complications is one valid indicator of outcome. Equally, detoxiﬁcation has
the clear aim of achieving an alcohol-free state and so, logically, outcome could be assessed
on this basis. However, these limited goals lack conviction as outcome measures, and
another solution is to tailor outcomes to include more of a feel for the local clinicians’ views
of success. For example, it may be useful to report the percentage of patients prescribed
disulﬁram or anti-craving drugs, the percentage of patients attending their therapist postdetoxiﬁcation or the percentage that continue to take prescribed medication. As well as
following the clinical course of detoxiﬁcation, there is also a need to audit the process of
detoxiﬁcation. First, audit should show evidence of preparation—has the patient been given
adequate information? Has a supportive other person been involved? Has a plan of daily
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activities been worked out? Second, there should be monitoring of the clinical ratings of
withdrawal against prescribing practice and complications of withdrawal. Third, there
should be some measure of engagement in ongoing therapy where this is appropriate.
There are two things that are important to remember about detoxiﬁcation. First,
improved case management has reduced the mortality rate for the most severe withdrawal
state, alcoholic delirium, from in excess of 15% 20 years ago to under 5% today: death is
usually caused by cardiovascular collapse, concurrent infection, irreversible hypoglycaemia
or malignant hyperthermia. Good case management of withdrawal, whether mild or severe,
requires constant vigilance to detect complications. Second, detoxiﬁcation is an opportunity to help people change. Good therapy can steer the learning experience in the desired
direction. A colleague relates the clinical anecdote of two cases which did not have the
beneﬁt of addiction therapy during detoxiﬁcation. One, a ﬁlm director in his 40s, the other
a retired builder, were referred to her clinic during the same month following inpatient
admissions for reasons quite unrelated to alcohol dependence. During both inpatient stays,
alcoholic delirium was the consequence of the abrupt and unreported cessation of alcohol
consumption. At their ﬁrst consultation, both patients related their frightening experiences,
the one concluding “I must never start drinking again”, the other concluding “I must never
stop drinking again”.

KEY WORKS AND SUGGESTIONS FOR
FURTHER READING
Edwards, G., Gross, M.M., Keller, M., Moser, J. & Room, R. (Eds) (1977). Alcohol-related
Disabilities. Geneva: World Health Organization.
This publications gives a good account of the thinking that separated alcohol dependence from alcohol-related problems. There are useful deﬁnitions and reference to some
of the classic studies of alcohol withdrawal problems.
Stahl, S.M. (1996). Essential Pharmacology: Neuroscientiﬁc Basis and Practical Applications. Cambridge: Cambridge University Press.
This is a richly illustrated book which offers a very understandable account of neurochemical mechanisms. The book is not speciﬁc to alcohol but rather gives an excellent
overview of the principal neurochemical pathways and the mechanisms of pharmacotherapies for mental illness problems.
Heather, N. & Robertson, I. (1997). Problem Drinking, 3rd edn. Oxford: Oxford University Press.
This easy to read book summarizes the evidence which supports the view that problem
drinking is primarily a learned behaviour. An understanding of these arguments is necessary in order to set the management of withdrawal symptoms in the broader treatment context.
Institute of Medicine (1990). Broadening the Base of Treatment for Alcohol Problems.
Washington, DC: National Academy Press.
This book contains some interesting analysis of key issues that have challenged the
expanding alcohol treatment ﬁeld. Detoxiﬁcation services are mentioned in several sections but it is the introduction to needs analysis and cost beneﬁts that may be of particular interest.
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Chapter 4
Pharmacological Treatments
Jonathan Chick
Alcohol Problems Clinic, Royal Edinburgh Hospital, Edinburgh, UK
Synopsis
For years, the only medications that could help prevent relapse in alcohol dependence were
the deterrent drugs such as disulﬁram, and even those appeared only to be effective when
taken under supervision. Based on research into the neurochemical pathways involved
in animal models of alcohol preference and dependence, three types of drugs have been
developed which are safe in humans and have been found to reduce relapse rates in alcohol
dependence, at least under certain conditions: acamprosate, opioid antagonists and some
serotonin-enhancing drugs. The use in practice of these medications, as well as that of disulﬁram, is described in this chapter, together with a summary of their proposed mode of action,
their effectiveness, their unwanted effects, the characteristics of patients most likely to respond
(although information here is often lacking) and their interaction with other therapies.
Another chapter deals with the use of medication in treating alcohol withdrawal.

Treating an addiction with another drug sometimes alarms sufferers, their families and therapists. Is it not substituting one addiction with another? The drug therapies tested to reduce
relapse during outpatient treatment, to be described in the main section of this chapter,
have not been shown to be abused for their psychotropic effects, and do not prolong a
dependent state because of cross-tolerance with alcohol, as occurs with benzodiazepines.
Neither do they worsen the psychomotor retardation caused by ethanol if the person drinks.
Evidence about their mode of action, safety and efﬁcacy will be presented.

The Essential Handbook of Treatment and Prevention of Alcohol Problems. Edited by N. Heather and
T. Stockwell.
© 2004 John Wiley & Sons Ltd. ISBN 0-470-86296-3.
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DETERRENT MEDICATION
Mode of Action
Disulﬁram, if taken regularly in a sufﬁcient dose, causes an unpleasant reaction 15–20
minutes after alcohol enters the body. The reaction is due to accumulation of the intermediate metabolite of ethanol, acetaldehyde. The patient ﬂushes, experiences headache,
pounding in the chest or head, tightness in breathing, nausea and perhaps vomits. Hypotension can be dangerous, but deaths have been exceedingly rare, with documented cases
usually being individuals who had received large doses and/or had pre-existing heart
disease. The efﬁcacy of disulﬁram depends on deterring the patient from drinking because
of fear or distaste for the reaction.
In the typical dose of 200 or 250 mg/day, some individuals will have only a mild reaction
if they drink alcohol. Probably some patients, at varying frequency and without declaring
it to the therapist or without it being obvious, consume small amounts of alcohol. This was
the likely explanation for the ﬁnding that the urinary marker of recent ethanol consumption, 5-hydroxytryptophol, can sometimes signal positive for ethanol in patients taking
disulﬁram, but normalizes if the dose of disulﬁram is increased (Helander, 1998).
In the past, surgical implantation of disulﬁram tablets under the skin was sometimes
used as a longer-term deterrent. This is seldom used now, partly because the active drug
was often not detectable in blood after about 2 weeks. However, when patients were told
that there was a risk of a reaction for several months after the implant was inserted, many
patients had long periods of abstinence, especially if they had tested it out and had a reaction in the early weeks. Local skin reactions occurred in some patients.
The antimicrobial drug metronidazole causes a disulﬁram-like interaction with ethanol
and has been used in treating alcohol dependence, as a deterrent. However, it has several,
albeit infrequent, toxic effects and is not a drug to prescribe lightly. Calcium carbimide is
a drug with similar properties to disulﬁram, but it is out of production.

Evidence of Efﬁcacy
Hughes & Cook (1997) and Wright & Moore (1990) reviewed published efﬁcacy studies.
It is only when compliance with the medication has been improved by supervision that randomized controlled studies show with consistency that disulﬁram is associated with a better
outcome on drinking measures than placebo. In some patients, it is the belief that if they
drink while taking the tablet they will be ill that enhances abstinence. Thus, in the randomized controlled study analysed by Fuller & Williford (1980), there was no difference at
the end of 1 year between groups who had received 1 mg disulﬁram (insufﬁcient to cause
an ethanol reaction) and 250 mg.
Many patients do not test out the reaction. However, a difﬁculty in placebo-controlled
studies is that telling subjects they may be prescribed a dummy may lead to a greater
number of subjects testing it out. Of those who test it out, a proportion will not get much
reaction, even on a dose of 200 mg or 250 mg. For those, the drug loses its effect. Thus, for
the research subject and the investigator to remain blind to the treatment could be seen as
preventing a test of one of the features of the disulﬁram treatment package, namely, the
instillation of fear to drink. This could be part of the explanation for the failure to show an
effect of disulﬁram in the all-patient analysis in the largest reported trial (n = 605) of unsupervised disulﬁram (Fuller et al., 1986). Nevertheless, Fuller et al. found that amongst
patients who attended all appointments (thus, a compliant group), such that there were suf-
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ﬁcient detailed data on patterns of drinking, disulﬁram 250 mg daily was associated with
signiﬁcantly fewer drinking days than disulﬁram 1 mg or placebo.
There seems to be a tendency in some patients for disulﬁram treatment to become less
effective over time. For example, Chick et al. (1992) compared supervised disulﬁram to
vitamin C. The “blind” assessor rated more abstinent days and less total consumption in
the 6 months of the trial in the disulﬁram group. However, in the last month of the study
the groups’ mean consumption did not differ. This may be due to diminishing compliance,
or a waning of the fear of the reaction.

Characteristics of Responders
The literature is contradictory in specifying who beneﬁts from being offered disulﬁram
(Hughes & Cook, 1997). Having a partner or supervisor to aid compliance, and some incentive, would seem to be important. In a randomized trial comparing disulﬁram vs. no medication in patients dependent on both cocaine and alcohol, patients allocated to disulﬁram
had longer periods of abstinence from alcohol and longer periods of abstinence from
cocaine (Carroll et al., 1998). The authors speculated that the patients had the incentive to
receive help to get off cocaine. When a methadone prescription is the incentive in
methadone maintenance clinics, patients with coexisting opiate and alcohol dependence do
better if they take disulﬁram as a condition of their prescription (Liebson et al., 1978).

Interaction with Other Therapies
Trials have not applied randomized methods to compare whether disulﬁram is more effective when combined with some psychosocial treatments rather than others. The largest
treatment effect size in the disulﬁram literature (although in a small sample of 42 patients)
was seen by Azrin (1976) in a study in which supervised disulﬁram was added to community reinforcement therapy (see Bigelow, 2001 and Chapter 1, this volume.) and marital
behavioural therapy. Azrin found almost 100% abstinence over 2 years in the 20 disulﬁram
patients. In the studies of Azrin and colleagues (Azrin, 1976; Azrin et al., 1982), when disulﬁram was shown to produce an added advantage, it had been part of a contract and ingestion was supervised.
Duckert & Johnsen (1987) studied the use of disulﬁram combined with a behaviour
therapy approach which permitted patients to choose their own goals, including “controlled
drinking”. Some patients used the disulﬁram intermittently, and interspersed this with
drinking; some patients used it to deal with high-risk situations they had identiﬁed in the
psychological therapy. Compared to non-users of disulﬁram, users consumed signiﬁcantly
less alcohol by the end of the study.
Disulﬁram has been used with apparent success with acamprosate (see below), in a study
where random allocation was made to either acamprosate or placebo, and some patients
also chose to take disulﬁram. The longest time to relapse was seen in patients taking both
drugs (Besson et al., 1998).

Unwanted Effects
One or more unwanted effects, including drowsiness, headache or, less commonly, bad
breath or skin rash, occurs in about every tenth patient.
Very rare but potentially fatal liver hypersensitivity has been reported. This type of liver
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reaction is reported in a number of other medications in common use over many years, e.g.
chlorpromazine (Largactil). For disulﬁram, death due to liver hypersensitivity is estimated
to occur in 1 in 25,000 patients treated per year (Chick, 1999). Most cases have developed
in the ﬁrst 3 months of treatment. Overall, disulﬁram is associated with improvement in
liver function tests compared to control groups rather than worsening—presumably due to
reduction of drinking (Chick et al., 1992).
Controlled studies have not found that there are more complaints of sexual dysfunction
in patients taking disulﬁram than in control groups. Peripheral neuropathy (almost always
reversible) has been reported in rare cases following some months of treatment at doses
of over 250 mg. There are a few reports of psychosis induced by disulﬁram and a history of
psychotic illness has been a contraindication in the licensing in some countries. The risk is
so low and the need to help schizophrenic patients with alcohol problems is sometimes so
pressing that in other countries that contraindication is changed to a “caution”. There are
many documented cases where improvement due to abstaining from alcohol has occurred
in psychotic patients while taking disulﬁram, and in a dose of up to 250 mg/day there are
no problems from unwanted effects or interactions with medication for the psychiatric
illness (Larson et al., 1992).
Disulﬁram slows the breakdown of a number of commonly prescribed medications,
including some antidepressants such as amitryptiline and imipramine, and this can be therapeutic rather than harmful. However, with other affected compounds, such as anticonvulsants (e.g. phenytoin) and warfarin, there are risks of toxic effects and the combination
should be avoided or extra plasma monitoring put in place. Unwanted effects of disulﬁram
have been reviewed in detail by Chick (1999).

Use in Practice
Disulﬁram should not be given to patients with active or recent heart disease. Great caution
must be used if prescribing to patients taking medication to lower blood pressure, when
the hypotension resulting if the patient drank alcohol having been taking disulﬁram would
be exaggerated and extremely dangerous. Like many drugs metabolized in the liver, it
should not be given in advanced liver disease. There is no consensus as to whether or not
it should be given to people with mild or moderately abnormal liver enzyme tests. If it aids
sobriety, then the liver damaged by alcohol can improve.
Disulﬁram enables the individual to get used to life without alcohol and allows time for
conﬁdence to resume in the family and at work. It only works if taken consistently. It is
suggested to patients that they recruit someone to help them remember to take it and see
them take it, such as their partner, or a nurse or welfare ofﬁcer at work, a high street pharmacist, or a nurse at the clinic or a Health Centre. This can be either daily or three times
a week in a larger dose, so that at least 1400 mg/week is taken. The tablet can be taken dispersed in water so that it can be seen to be swallowed.
It is common to prescribe disulﬁram for 6 months, but many patients and their families
ask to continue the method much longer. There are sometimes slips, even after long periods
of abstinence when the disulﬁram is ceased, and many patients keep a supply to use when
they are at risk of drinking, for example, on a business trip away or at a social event.
Some clinics regard disulﬁram as “a last ditch”. Indeed, after numerous admissions and
relapses, clinics may make further treatment conditional on supervised disulﬁram. This was
documented as successful in a controlled study by Sereny et al. (1986).
Sometimes an employer is prepared to reinstate an employee suspended because of an
alcohol-related infringement if the employer knows that supervised disulﬁram is being
taken. When employees on their ﬁnal warning were offered supervised disulﬁram, they
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reduced their annual absenteeism rate from 10% to 2%. However, after the year’s disciplinary period ended and some stopped the disulﬁram, annual absenteeism of these
employees rose again, towards but not reaching the previous level (Robichaud et al., 1979).
While ethically repugnant to some physicians, supervised disulﬁram can be effective as part
of probation or when there is a deferral of sentence while the Court waits to see if good
behaviour is maintained (Chick, 1998).
There is no consensus on whether or not blood tests to monitor liver function should be
repeated at intervals. The very rare disulﬁram-induced hepatitis mentioned above seems to
commence very suddenly. It has been argued that even monthly blood tests cannot guarantee early detection of the reaction and that the rarity of the condition therefore does not
justify frequent testing (Chick, 1999)
It is recognized practice to increase the dose of disulﬁram, for example to 400 mg/day,
if the patient ﬁnds the deterrent method useful in principle, but has tested out the alcohol
reaction and the reaction has not been severe enough to act as a deterrent.

What to Tell Patients
Patients should be informed about the risks of the reaction, the need to avoid ethanol in
foods or some medicines, and of the unwanted effects.
Patients may object that it is weakness to take a deterrent pill, instead of using “willpower”. But they may agree that will-power is not always there when most needed. With
the pills, a decision to drink or not still has to be made, but only once a day. An analogy
can be made with recovery after a fracture—a splint permits stability to allow the fracture
to heal.

THE OPIOID ANTAGONISTS
Mode of Action
The brain’s own opiate transmitters, endorphins, are involved in the release of dopamine
in the nucleus accumbens, which is believed to be part of the brain substrate of reward and
addiction (see Lingford-Hughes & Nutt, 2001). There are drugs which antagonize endorphin transmission. Of these drugs, naltrexone and nalmefene reach the brain after having
been taken by mouth and act for some 24 hours, making them potentially relevant for the
clinical situation. Stimulating endorphin transmission is one of many acute actions of
ethanol on the limbic system.
Naltrexone reduces ethanol-seeking in dependent animals. Several strains of alcoholconsuming animals show “catch-up drinking” after periods of imposed abstinence, much
like the human reinstatement phenomenon. Naltrexone reduces catch-up drinking. Reid et
al. (1996) have studied the durability of naltrexone’s effects in alcohol-consuming rats. They
found that the naltrexone-induced inhibition of ethanol drinking did not diminish when
naltrexone was continued over some days. But when naltrexone was replaced by placebo,
drinking immediately resumed at the level of the control rats. There was no carry-over of
its effect. Part of naltrexone’s action may be to reduce the positive, rewarding effects of
ethanol, and studies of its effect on non-dependent drinking in humans, and its subjective
correlates, have tended to support this (for a recent study and review, see Davidson et al.,
1999). It could be that some alcohol-dependent individuals have a particularly pronounced
endorphin response to alcohol (Gianoulakis et al., 1996) and by blocking this, naltrexone
can help prevent relapse in susceptible individuals after the ﬁrst drink is taken.
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Sinclair (1998) proposes that when drinking is repeated while positive effects of ethanol
are blocked by the opioid antagonist, drinking behaviour will gradually be extinguished, as
in a classical conditioning paradigm (see Chapter 14). Thus, naltrexone’s action in reducing drinking will only appear if the subject consumes some ethanol on a number of occasions while premedicated with naltrexone.
A related hypothesis is that, as well as reducing positive experiences of drinking, naltrexone may also reduce the strength of conditioned positive associations of drinking,
including positive thoughts about drinking and the intensity of positive cue-triggered urges
to drink (O’Brien et al., 1998). But a test of this in the laboratory by Modesto-Lowe et al.
(1997) found that 1 week of pre-treatment with naltrexone did not reduce the desire to
take alcohol expressed by patients with coexisting alcohol and cocaine dependence after
watching a ﬁlm about drinking.
In the follow-up studies of naltrexone in the treatment of alcohol dependence, subjects
who lapse have been asked about their experiences after a drink is taken. In the study of
O’Malley et al. (1992), amongst those who took at least one drink during the 3 month outpatient treatment period, subjects who were prescribed daily naltrexone reported lower
levels of craving for alcohol compared to subjects who received placebo, and were more
likely to give reasons for terminating drinking that were consistent with decreased incentive to drink (O’Malley et al., 1996a). Some patients who resume drinking while taking
naltrexone report that they felt less of the ethanol “high”. Perhaps they then experience
less impulse to carry on drinking (Volpicelli et al., 1995).

Evidence of Efﬁcacy
Three double-blind randomized controlled studies of naltrexone in detoxiﬁed patients
taking part in an outpatient treatment programme have been published at the time of
writing. They mostly show a reduced risk of relapse [deﬁned as more than ﬁve US standard
drinks (65 g ethanol) in a day], over a 3 month study duration. The same result was found
for nalmefene (Mason et al., 1999).
In the two earliest studies that had the most unequivocal results, the effect size of naltrexone treatment in reducing the percentage of days drinking was 0.42 (Volpicelli et al.,
1992) and 0.60 (O’Malley et al., 1992; for review, see Volpicelli et al., 1995). An effect size
of 1.0 means success in all patients and 0.0 in none. For comparison, the mean effect size
in reducing depressive symptoms in meta-analyses of studies of ﬂuoxetine in the treatment
of depression is around 0.4. In the ﬁrst Veterans Administration hospital study of Volpicelli
et al. (1992), naltrexone treatment was associated with greater reduction in craving than
placebo, but not with a signiﬁcantly greater rate of total abstinence. The effect in reducing
relapse (deﬁned as more than 5 drinks per day) was greatest when the subsample of those
who had taken at least one drink during the study was examined. However, in the O’Malley study there was an advantage to naltrexone in the numbers of patients who reported
achieving total abstinence as well as a reduction of drinking overall.
The marker of drinking, serum aspartate aminotransferase (AST) level, was signiﬁcantly
lower at 3 months in the naltrexone group compared to the placebo group for O’Malley et
al. (1992), with a similar but non-signiﬁcant trend for the less speciﬁc marker alanine aminotransferase. There was a non-signiﬁcant trend in the study of Volpicelli et al. (1992) for
lower serum AST and serum g-glutamyl transferase (GGT) levels in the naltrexone group
compared to the placebo group.
Subsequent analyses and further studies have found that compliance is critical. O’Brien
et al. (1996) showed that the naltrexone treatment effect in the study of Volpicelli et al.
(1992) was higher among those who complied with medication than among less compliant
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patients. In a later 3 month outpatient study at the same centre, the overall advantage of
naltrexone treatment was only modest, with 35% of the naltrexone group relapsing over 3
months compared to 53% in the placebo group. However, among those who completed
treatment, relapse occurred in only 25% of naltrexone-treated subjects compared to 53%
of placebo subjects (Volpicelli et al., 1997).
Some clinicians have wondered whether, unlike the animal results of Reid et al. (1996;
see above), the efﬁcacy of naltrexone might wane with longer use. This has not yet been
answered. Relating to appropriate length of treatment are the ﬁndings of O’Malley (1996b),
who followed patients from the study quoted above (O’Malley, 1992) for 6 months after
withdrawal of medication. Although there was no sudden peak of relapse, there was a tendency for the previous naltrexone-treated patients to relapse, so that after 6 months there
was no statistically signiﬁcant difference between the groups. While there are no controlled
studies of longer than 3 months duration, it might nevertheless be appropriate in some
patients to continue prescribing it for longer.

Characteristics of Responders
Peterson et al. (1996) compared response to drinking alcohol in young non-alcoholic men
at high genetic risk of alcohol dependence with that in controls. They had a greater increase
in heart rate after drinking, and peak production of plasma b-endorphin correlated with
increased heart rate. They proposed that a subset of those at high risk for alcoholism might
be characterized by heightened heart-rate response to ethanol mediated by endorphin production, and that these persons might differentially beneﬁt from naltrexone treatment.
Volpicelli et al. (1995) found that beneﬁcial response to naltrexone in their original study
was greater in those who initially had reported high levels of craving for alcohol and higher
levels of somatic symptoms.
Jaffe et al. (1996), in a post-hoc analysis of the results of the naltrexone/placebo trial of
O’Malley et al. (1992), found that naltrexone had additionally beneﬁted patients who at
intake to the study had high craving, poor learning ability and more severe dependence.

Interaction with Other Therapies
In their study of random allocation to naltrexone or placebo, O’Malley et al. (1992) found
that there was a greater advantage of naltrexone to placebo in patients who, in the psychotherapy arm of the trial, had been randomly allocated to cognitive-behavioural therapy
rather than to supportive therapy. Balldin et al. (1998) designed a similar study, and found
a response to naltrexone only in those allocated to cognitive-behavioural therapy, and no
effect in those in the “treatment-as-usual” group.

Unwanted Effects
Early speculation that opiate antagonists might cause dysphoria seemed to be supported
by statements from heroin addicts given naltrexone, even when they were apparently some
weeks free of heroin. Placebo-controlled studies in alcohol-dependent patients have
consistently only revealed one unwanted effect that is commoner in naltrexone-treated
patients—nausea. Headache, dizziness and weight loss have also been found to be commoner in naltrexone-treated than placebo groups. Neither depression nor inability to feel
pleasure are associated with the use of naltrexone by alcohol-dependent patients. There are

60

J. CHICK

only anecdotal reports of alterations (increase and decrease) in sexual performance or
desire. Data have been systematically collected on patients who have taken naltrexone for
up to a year, and no cumulative harm has been detected (Croop et al., 1997).

Use in Practice
Naltrexone is prescribed as one 50 mg tablet each morning. To reduce the risk of early sideeffects, a half tablet is usually given for the ﬁrst 3 or 4 days. Naltrexone is to aid those who
are striving to remain completely abstinent. Despite the data from the studies quoted above
showing that its effect was greatest in those who had had a lapse, at the time of writing
there is no published controlled study showing naltrexone as an aid to moderating drinking. If patients drink while taking naltrexone, they are advised to continue the drug but also
put into play all methods they can to terminate the lapse and regain abstinence. Because
regular compliance is necessary if an overall effect of naltrexone is to be seen, a sustainedrelease injection is being developed (Kranzler et al., 1998). Naltrexone is metabolized in
the liver and should not be used when there is hepatic decompensation.

ACAMPROSATE (CALCIUM ACETYL HOMOTAURINATE)
Mode of Action
The inhibitory neurotransmitter g-aminobutyric acid (GABA) and the excitatory transmitter glutamate are known to be important in alcohol dependence (see Lingford-Hughes
& Nutt, 2001). Acamprosate acts in a dose-dependent way to reduce glutamate transmission by acting at the NMDA receptor complex. It may also reduce activity of the voltageoperated calcium channels, which are over-active after alcohol withdrawal (Littleton, 1995).
It does this without any benzodiazepine-like tranquillizing action.
Indicators of excessive brain glutamate activity can be detected in the cerebrospinal ﬂuid
of alcohol-dependent patients at least a month following withdrawal from alcohol (Tsai et
al., 1998), and this may contribute to what Begleiter & Porjesz (1979) proposed might be
a “sub-acute withdrawal syndrome”. They referred to the psychological and physiological
parameters (e.g. irritability, anxiety, depression, sleep EEG, temperature control, cortisol
response to stressors and electrophysiological signs of nervous system hyperexcitability)
which are abnormal during withdrawal and still abnormal up to 4 months later.
Acamprosate reduces drinking in alcohol-dependent animals, and reduces the reinstatement of drinking behaviour and withdrawal symptoms in animals re-exposed to
alcohol after a period of abstinence. It does not substitute for ethanol or benzodiazepines
in animals in the sense that they will seek out acamprosate; that is, it is not in itself rewarding (reviewed by Littleton, 1995). Although acamprosate has been called an anti-craving
medication, that conscious experience of craving is not felt by many drinkers who relapse.
It may be more accurate to say that acamprosate may reduce drinking by altering the subacute withdrawal state, and perhaps drinking triggered by priming doses of alcohol and
cues to drinking that have been conditioned via the GABA–glutamate system.

Evidence of Efﬁcacy
The ﬁrst randomized controlled study of acamprosate in recently detoxiﬁed patients found
that 33% of acamprosate-treated patients relapsed during the 3 month outpatient period,
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compared to 66% of placebo patients (Lhuintre et al., 1985). The effect was subsequently
seen to be dose-related in a larger 12 month study (Paille et al., 1995). The dose-related
effect was also shown by Pelc et al. (1997). Other large randomized controlled studies, each
in at least 200 alcohol-dependent newly abstinent patients, have shown acamprosate’s efﬁcacy, typically enhancing complete abstinence by some 20% above the rate achieved in the
placebo group (i.e. approximately doubling the proportion of complete abstainers) for up
to 1 year (e.g. Whitworth et al., 1996; Sass et al., 1996; Poldrugo, 1997). These studies also
found that the cumulative total of days of abstinence was signiﬁcantly greater in the
acamprosate-treated patients. Some of these studies (e.g. Whitworth et al., 1996) followed
patients into the year after medication was withdrawn, without evidence of sudden relapse.
Whereas the Swiss study by Besson et al. (1998) of 110 patients found that the advantage
of acamprosate over placebo persisted until the end of a 12 month period, the smaller,
earlier Swiss study (Ladewig et al., 1993) had found that a signiﬁcant trend to advantage
was detected only in the ﬁrst 3 months.
With regard to objective markers of alcohol consumption, Paille et al. (1995) found the
self-report data showing acamprosate-treated patients drank less overall was corroborated
by signiﬁcantly lower GGT levels during the 1 year follow-up compared to placebo-treated
patients. Corroboration by signiﬁcantly greater improvement in GGT was found in the
Italian study (Poldrugo, 1997) and the Swiss study of Besson et al. (1998).
The large UK multicentre study (Chick et al., 2000) is the only study known to the author
in which acamprosate was not associated with statistically signiﬁcantly better outcome than
placebo. Another large study (Lhuintre et al., 1990) was less clear in terms of self-reported
abstinence than the other studies quoted above, but nevertheless found an advantage to
acamprosate in terms of serum GGT.

Characteristics of Responders
Data in the efﬁcacy studies just quoted have been analysed to tease out which type of
patient is most likely to beneﬁt from acamprosate. None has been revealed. Lesch & Walter
(1996) have proposed the more “pure” alcohol-dependent patients without psychiatric disorders or evidence of early childhood behaviour disorder related to brain injury.

Interaction with Other Therapies
No interaction with type of outpatient therapy has been found. Acamprosate has been used
safely while patients are prescribed antidepressants. In the study of Besson et al. (1998),
patients who requested it were permitted to also take disulﬁram. Those patients who were
randomly allocated to acamprosate and also took disulﬁram did better than those who were
not also taking disulﬁram. Although it could be that those who chose to take disulﬁram as
well as the study medication were specially well-motivated, it may be that the drug effects
are important: taking acamprosate may reduce the need to drink, and disulﬁram reinforces
the conscious determination to avoid alcohol.

Unwanted Effects
Diarrhoea and abdominal discomfort are the only common (approximately 10%)
unwanted effects reported, and this is usually mild. Acamprosate is excreted via the kidney
without being metabolized in the liver. Thus, in mild to moderate liver disease (before
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kidney function is affected), it is safe. It has no abuse potential and does not interact harmfully with alcohol.

Use in Practice
In the studies showing efﬁcacy of acamprosate, patients met criteria for alcohol dependence, expressed a goal of abstinence and commenced the drug within a week or two after
the last drink. Its advantage over placebo emerges in the ﬁrst 2 months after withdrawal.
It has not been tested as a stand-alone treatment, although in some of the above studies
the psychosocial treatment offered was not intensive. Until more precise information is
available, these points should guide its use.

SEROTONERGIC AND NORADRENERGIC MEDICATIONS
(ANTIDEPRESSANTS)
Mode of Action
Numerous animal studies have implicated serotonin (5-HT) transmission in alcohol preference and dependence (Le et al., 1996; see Lingford-Hughes & Nutt, 2001). Speciﬁc 5-HTreuptake inhibitors (SSRIs) reduce volitional drinking in animals, but their effect in
reducing drinking in non-depressed alcohol-dependent patients is equivocal, is more predictable in non-dependent drinkers, and tends to be short-lived (reviewed by Lejoyeux,
1996; Pettinati, 1996). In particular, no effect of ﬂuoxetine was seen in the large, welldesigned and analysed controlled study of Kranzler et al. (1995).
For citalopram, the results are more positive, and Angelone et al. (1998) found that
citalopram and ﬂuvoxamine were associated with 52% and 56%, respectively, of complete
abstinence compared to placebo of 30% over 16 weeks (reanalysed here to the intention
to treat sample).
When depressive symptoms are present in the newly detoxiﬁed patients, SSRIs and other
antidepressants have been found to help more consistently. Imipramine helped depressive
symptoms in alcoholics with a primary depressive illness, and if depression lifted, drinking
was seen to improve (McGrath et al., 1996). Cornelius et al. (1997) found severely depressed
patients recovered more from their depression, drank less and had more abstinent days if
they took ﬂuoxetine in a 3 month study, although rates of attaining complete abstinence
were not signiﬁcantly different statistically; however, there was a trend: ﬂuoxetine 28%,
placebo 15%. Desipramine, a tricyclic antidepressant that enhances transmission via noradrenaline more than via serotonin, reduced relapse in alcohol-dependent patients who also
had major depression, but not if they did not meet major depression criteria (Mason et al.,
1994). Powell et al. (1995), in a group of male alcoholics followed for 6 months, found that
nortryptiline, another noradrenergic antidepressant, was associated with reduction of drinking greater than placebo, not in depressives but in those with antisocial personality disorder, who tended, if they were in the placebo group, to have the worst outcome (antisocial
personality disorder is closer to Type II than Type I; see Epstein, 2001). Buspirone, the 5HT1A partial agonist, is a treatment for anxiety disorders, and it also reduces ethanol drinking in rats who have been regularly taking ethanol for many weeks independent of the
anxiolytic effect of the drug. Kranzler et al. (1994) found that buspirone, started in a low
dose with gradual increase to a full dose to avoid initial unwanted effects, reduced drinking as well as anxiety in anxious alcohol-dependent patients. Subsequent studies led to the
conclusion that buspirone is only indicated if patients have signiﬁcant anxiety.
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Lithium is not a treatment for alcohol dependence itself, but is effective if there is
primary manic-depressive disorder.

Characteristics of Responders
As discussed above, psychiatric disorders such as depression or anxiety disorder predict
response to serotonin drugs. There is evidence that post-traumatic stress disorder responds
to these drugs, and there are patients whose alcohol dependence is linked to this disorder.
An argument has been put forward that impulsive, socially disorganized, early onset
patients (“Type B” or “Type I”, see Epstein, 2001) would be those who would respond to
serotonin-enhancing drugs, but there has been little clinical support so far. If anything, the
opposite is emerging. Kranzler et al. (1996) found type B alcoholics drank more when
taking ﬂuoxetine than placebo, and Pettinati et al. (2000) found that the SSRI sertraline
slightly improved the outcome for Type A alcoholics (later onset, more socially stable, less
severe) but did not do so in Type B.

Interactions with Other Therapies
Kranzler et al. (1996), in a controlled study of ﬂuoxetine, found an association between
poorer response to cognitive therapy and taking ﬂuoxetine in Type B patients. Such associations may occur by chance and require replication in speciﬁcally designed studies.

Unwanted Effects
Tihonen et al. (1996) reported an advantage to citalopram in self-report, relatives’
report and GGT after 3 months treatment, with a higher drop-out rate in the placebo group
than the citalopram group. They only presented data on patients who had taken a full
week of drug therapy, which may have excluded some of those who had unwanted effects
from the drug (numbers excluded were not published). Initial side-effects of SSRIs
(nausea, agitation, insomnia) cause people to stop treatment. One reason why ﬂuoxetine
may have emerged as more effective than placebo in the small placebo-controlled study
of ﬂuoxetine of Janiri et al. (1996) is because small doses of benzodiazepine were
allowed.

OTHER COMPOUNDS INVESTIGATED
Benzodiazepine tranquillizers substitute partly for alcohol. When alcohol dependence is
related to severe chronic anxiety persisting some weeks into abstinence, a long-acting benzodiazepine, such as chlordiazepoxide or diazepam, may permit a better quality of life and
reduce the risk of relapse to drinking. However, dependence on the benzodiazepine is likely
and the anxiety condition may remain chronic. Benzodiazepines should be avoided in
impulsive individuals or those with a history of drug misuse, since abuse may develop, and
should be avoided in persons with a history of aggression. The medication is best used as
an occasional aid, rather than a regular prescription, e.g. to enable a severely phobic patient
to travel by bus or train. The occasions when specialists in alcohol dependence recommend
long-term benzodiazepines are rare (see review by Lejoyeux et al., 1998).
Tiapride is a selective D2 dopamine antagonist which was shown in outpatient samples
of anxious/depressed alcoholic patients to be associated with better outcome after 6 months
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(see Shaw et al., 1994). It is licensed for this in some countries. However, two larger, more
methodologically sound studies showed no evidence of efﬁcacy. These have been reported
at meetings but are not yet published.
Carbamazepine, chieﬂy known as an anticonvulsant but with mood-stabilizing properties too, was found to lengthen the time to ﬁrst drink in small placebo-controlled study
(Mueller et al., 1997).
GHB (g-ydroxybutyric acid) is a sedative that can be habit-forming. It has been shown to
reduce relapse rates in studies lasting 6 months (Gallimberti et al., 1992). Its abuse potential
may limit its acceptance as a treatment for alcohol dependence (Addolorato et al., 1996).
Animal models have found that preparations from the plant St John’s Wort (Hypericum), which is prescribed in some countries for mild depression, reduces ethanol-seeking
behaviour and consumption in laboratory animals, but there are no published controlled
studies of its use in alcohol-dependent patients.

SUMMARY
New medications are beginning to ﬁnd their place in preventing relapse in alcohol
dependence, but have only been tested where psychological therapy is also offered. In
time, whether or not they might have a place in primary care, with minimal psychological therapy, will be tested. At best, these treatments are only an aid to establishing
a change in lifestyle. A medication to enable an individual to regain control of drinking,
so that thereafter alcohol can be enjoyed in moderation, has not yet been identiﬁed.
However, if the erratic nature of the journey to an acceptance of abstinence and adjustment to that way of life can be smoothed by taking speciﬁc medications, then their place
is assured.
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Synopsis
What follows is the ﬁrst of two chapters devoted to a cognitive-behavioral approach to the
treatment of alcohol abuse and dependence. The goal of this chapter is to provide a state-ofthe-art overview of this therapeutic approach to alcohol treatment, about which more detailed
discussions are available elsewhere (Mackay et al., 1991; Kadden, 1994). The next chapter
in this two-part series will present a cognitive-behavioral model of Relapse Prevention
Therapy (RPT). The present chapter begins by placing cognitive-behavioral approaches to
alcohol treatment within the context of various conceptual models of addictive behaviors.
The four primary models include the moral model, the disease or medical model, the
spiritual or enlightenment model, and the compensatory model, which differ in their
determination of responsibility for the development and resolution of addictive behaviors.
Stages in the acquisition and change of alcohol-related problems are then presented.
Alcohol problems and related consequences lie on a continuum and can range from
mild difﬁculties to more severe dependency. It is important that treatment be appropriate for
both the level of dependency and degree of motivation that exists for each individual.
The basic principles of cognitive-behavioral alcohol treatment are also discussed. Based
on social learning theory, alcohol dependence is conceptualized as a learned behavior that
represents a maladaptive coping mechanism for life’s stressors. Practice guidelines for a
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cognitive-behavioral approach with clients and the scope, duration, and aims of cognitivebehavioral alcohol treatment are explained. This approach necessitates an objective and nonjudgmental therapeutic style that allows for collaboration and ﬂexibility between therapist
and client. Additionally, assessment and goal setting are ongoing activities during the course
of therapy and guide the overall process. The next section summarizes behavioral therapy
and cognitive therapy assessment and intervention strategies, both of which constitute the
ingredients of this approach. Behavioral assessment involves a functional analysis of the
drinking behavior, which evaluates the situational antecedents, the intensity and frequency of
the drinking behavior itself and the consequences that may be reinforcing the problematic
behavior. Behavioral treatment techniques include aversive approaches designed to reduce
the reinforcing aspects of alcohol through electric shock, nausea-inducing drugs or imagery,
cue exposure therapy, relaxation training, contingency management, which involves restructuring one’s environment, and coping skills training. In contrast, cognitive assessment focuses
on the manner in which behavior is mediated by thoughts and internal events. Clients are
asked to self-monitor and record their thoughts and expectancies related to drinking, so that
faulty beliefs can be challenged. Cognitive treatment techniques include teaching appraisal
of situations that represent a risk for heavy drinking, problem-solving training to cope with
life’s demands, and cognitive restructuring to confront negative thoughts. Both behavioral and
cognitive techniques rely heavily on the use of role-plays, modeling, homework and feedback
to facilitate the learning process. A contemporary cognitive-behavioral alcohol therapy
protocol developed by Monti and colleagues (Kadden et al., 1995; Monti et al., 1989) is
brieﬂy described. Finally, the chapter concludes with a discussion of the potential beneﬁts of
cognitive-behavioral alcohol treatment and a brief review of empirical support for the
efﬁcacy of alcohol treatments based on this theoretical approach.

CONCEPTUAL MODELS OF ADDICTIVE BEHAVIORS
In order to highlight the unique contribution to alcohol treatment that a cognitivebehavioral approach can provide, a brief discussion of various conceptualizations of the
etiology and treatment of alcohol dependence follows. Each of these models of addictive
behavior makes different predictions about the nature, course and outcome of alcohol
treatment. These predictions inﬂuence not only therapist behaviors, but also the clients’
beliefs about treatment entry, staying in treatment, treatment success and relapse (Marlatt
et al., 1997; Miller et al., 1996).
A model of helping and coping created by Brickman et al. (1982) helps to clarify four
divergent conceptual approaches to the development and modiﬁcation of addictive behaviors in general and alcohol dependence in particular. In their presentation, Brickman and
his associates asked the following two questions: (a) to what extent is an individual
considered personally responsible for the initial development of the addictive behavior
problem?; and (b) to what extent is the person responsible for and capable of changing the
behavior problem on his/her own, without treatment? Based on answers to these two questions, four general models of helping and coping were formulated which can readily be
applied to addictive behaviors, including alcohol dependence (Marlatt, 1992).
These four models consist of: the moral model, in which a person is held responsible for
both acquiring and changing his/her alcohol problem; the disease or medical model, where
a person is held responsible for neither the acquisition nor the change of his/her alcohol
problem; the spiritual or enlightenment model, where a person is held responsible for the
development of his/her alcohol problem but is not responsible for changing it; and ﬁnally,
the compensatory model, where a person is not held responsible for the development of
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his/her alcohol problem but is seen as responsible for changing their problem and considered capable of doing so.
The disease model of alcohol dependence, or “alcoholism”, remains the dominant conceptual model or paradigm of both alcohol and drug treatment, especially in the USA.
However, this situation is changing in response to empirical evidence, managed care cost
containment policies and greater pressures to demonstrate treatment efﬁcacy and effectiveness (Miller & Hester, 1986). Therapies based on a cognitive-behavioral approach
have recently been developed and tested as alternatives treatments or as adjuncts to
more traditional alcohol and drug treatment programs based on the disease model (Cook,
1988a, b).

A COGNITIVE-BEHAVIORAL APPROACH TO
ALCOHOL TREATMENT
The moral, disease and spiritual models of addictive behaviors represent three alternative
approaches to alcohol treatment. It is within the fourth and ﬁnal model in Brickman’s typology, the compensatory model, that we place cognitive-behavioral approaches to alcohol
treatment. This perspective is called the compensatory model because, while an individual
is not considered responsible for the development of alcohol abuse or dependence, he/she
is believed to be capable of compensating for it. Both self-change and change through the
assistance of others are seen as valid alternatives. Cognitive-behavioral approaches to
alcohol dependence are based largely on the principles of social learning theory, as elaborated by Bandura (1969, 1986, 1997). The major assumption of the cognitive-behavioral
model is that addictive behaviors, including alcohol dependence, are learned, maladaptive
habit patterns acquired through the interactive processes of classical conditioning, instrumental learning and cognitive mediation (see Gorman, 2001). From this point of view,
addictive behaviors are maladaptive coping responses when they become the central means
individuals use to cope with the stress of life’s demands.
Strong reinforcers that reward alcohol use with immediate consequences, such as
euphoric feelings of pleasure (positive reinforcement) or the reduction or elimination of
negative states, such as anxiety and pain (negative reinforcement), maintain these excessive behaviors or addictive habits. The alcohol dependence syndrome is characterized by
both the presence of immediate gratiﬁcation and the experience of delayed negative consequences. The reinforcement dynamics of this biphasic effect of drinking contribute to an
individual’s overgeneralized use of alcohol and interfere with his/her efforts to abstain from
drinking or to engage in controlled or moderate consumption.
Deﬁning alcohol dependence as a maladaptive habit rather than as alcoholism, a diseasebased addiction, does not diminish the disorder’s intensity or resistance to change. Indeed,
over-learned habits, such as the excessive drinking characteristic of alcohol dependence, can
become nearly or completely involuntary. The drinker may perform them with little conscious awareness or attention. Because alcohol use is effective in increasing pleasure and
decreasing pain, attempts to abstain in the absence of viable alternative coping behaviors
will lead to increased stress and distress.An individual’s ongoing stress and unmet needs may
then motivate the resumption of excessive drinking and the reinstatement of alcohol dependence, despite the predictably severe negative consequences of this behavior.
In this model of addictive behaviors, the development of alcohol abuse or dependence
is seen as a result of the interaction of biological, psychological and sociocultural forces. In
this biopsychosocial model, biological factors, such as genetic vulnerability and substanceinduced physiological changes; psychological factors, such as expectancies, attributions and
coping skills; and sociocultural factors, such as family history, peer inﬂuences, cultural and
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ethnic background, advertising and the media, all inﬂuence the development of addictive
behaviors (Donovan, 1988). This biopsychosocial model of addictive behaviors describes
alcohol dependence as a complex disorder with multiple determinants in systematic interaction during its development, maintenance and treatment. Therefore, cognitive-behavioral
alcohol treatments must be designed to effectively address the interaction of these multiple factors as they inﬂuence alcohol dependence at different stages of its development and
amelioration.
In addition to having biological and sociocultural causes and consequences, addictive
behaviors, such the excessive drinking characteristic of alcohol abuse or dependence, are
temporarily effective, yet ultimately maladaptive, coping mechanisms. Cognitive-behavioral
alcohol treatment views therapy as a habit change process during which clients gradually
replace addictive behaviors with new and more adaptive coping skills. The overall goal of
cognitive-behavioral approaches to treatment is to help clients meet life’s demands without
resorting to the excessive use of alcohol and its associated problems. In this model, relapse
is deﬁned as a mistake or error in a process of new learning. It may also be thought of as
a temporary setback in the journey from being controlled by alcohol dependence to the
recovery of life-style balance, self-control and personal freedom that characterize health
and well-being. (A more thorough discussion of cognitive-behavioral Relapse Prevention
Therapy follows in Chapter 6.)

MOTIVATION AND STAGES OF CHANGE
Effective cognitive-behavioral alcohol treatment requires that both therapist and client
understand the stages that occur when one acquires an abusive or dependent pattern of
drinking and the stages that occur when drinking behavior changes to a moderate level of
consumption or is eliminated entirely. Cognitive-behavioral therapy is based on an empirical, developmental model of alcohol use disorders, which attempts to delineate the natural
history of excessive drinking and alcohol-related problems. As therapist and client reﬁne
this understanding, they collaborate to generate an effective treatment plan for either individual or group therapy formats. This developmental approach to alcohol treatment takes
advantage of research examining drinking behavior, the development of alcohol problems,
and variability in current patterns of drinking from a longitudinal perspective (Marlatt et
al., 1988; Vaillant, 1995).
The potential development of alcohol dependence or other alcohol-related problems
begins with exposure and experimentation with alcohol, often during childhood or adolescence. Whether an alcohol-related problem of any type develops depends on a variety of
biopsychosocial factors including genetic vulnerability, family dynamics, peer relations,
conduct problems, media depictions of drinking, and access to alcohol. Most individuals
who drink do so with little or no problem; some individuals experience occasional mild to
moderate alcohol-related problems; and a few unfortunate others progress to the development of alcohol abuse or dependence disorders (IOM, 1990; Marlatt, 1992). Therefore,
rather than the overly simplistic notion of either having or not having the disease of alcoholism, the cognitive-behavioral developmental perspective views alcohol use and alcoholrelated problems as existing on a continuum of use and severity of consequences. This
analysis is consistent with the notion of a spectrum of alcohol-related problems, each of
which is best addressed by a different level of treatment, ranging from prevention and brief
intervention to more intensive treatment (IOM, 1990).
Just as the development of alcohol-use disorders occurs in stages, it also seems that individuals go through as series of predictable stages of change when trying to alter their drinking behavior. In our previous work on relapse prevention (Marlatt & Gordon, 1985; Marlatt
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& Parks, 1982), we proposed that habit change is a journey that occurs in three stages. These
stages consist of preparation for the journey, involving motivation and commitment; departure, involving cessation or quitting the addictive behavior; and ﬁnally, the maintenance
stage, involving coping with the challenges one will encounter to resume excessive drinking. It is during the maintenance stage that clients must work the hardest to maintain their
motivation and commitment over the long term and avoid the problem of relapse (see
Chapter 6).
A related stages of change model, ﬁrst applied to smokers and later to other addictive
behaviors, has been developed and reﬁned by Prochaska & DiClemente (1992). An important point illustrated by both stages of change models is that therapeutic interventions, to
be maximally effective, should be relevant to the stage of change a client is experiencing.
Cognitive-behavioral alcohol treatment includes ongoing assessment of a client’s motivation at various stages of change, and strategically integrates motivational enhancement
interventions throughout the course of therapy (Baer et al., 1999; Miller & Rollnick, 1991;
also see Chapter 7). Cognitive and behavioral assessment and intervention strategies
designed speciﬁcally for the action, maintenance, and relapse stages are gradually introduced as client motivation increases during the preparation or determination stage of
change (Prochaska & DiClemente, 1992; also see Chapter 6).

PRINCIPLES OF COGNITIVE-BEHAVIORAL
ALCOHOL TREATMENT
As stated earlier, the theoretical heritage of cognitive-behavioral alcohol treatment derives
from the social learning approach to understanding human behavior, more recently
referred to as social cognitive theory (Bandura, 1969, 1986, 1997). Based on a tradition of
empirical studies and theoretical hypothesis testing, the social cognitive approach has
evolved within psychology from earlier behavioral theories but departs from a strictly
behavioral approach to human problems by incorporating the principles of reciprocal
determinism, observational learning, social cognition and self-regulation. Cognitivebehavioral alcohol treatment combines behavioral and cognitive interventions in an overall
approach that emphasizes self-management and rejects labeling clients with traits like
“alcoholic” or “drug addict”, which are often promoted by moral and disease models of
addiction. The psycho-educational philosophy of this approach focuses on enhancing client
motivation, providing new knowledge about drinking and its consequences, and fostering
coping skills to empower a person to maintain long-term freedom from excessive and
problematic alcohol use.
The ﬁrst principle of cognitive-behavioral alcohol treatment is that the excessive drinking characteristic of alcohol abuse and dependence disorders is conceptualized as a set of
socially learned behaviors with multiple determinants. These determinants include genetic
factors, past learning, situational antecedents, cognitive processes and immediate positive
and delayed negative consequences. This treatment approach focuses on: (a) situational
antecedents of excessive drinking, such as time of day, place, people, activities; (b) internal
states, such as anxiety, depression or other unpleasant emotions or painful sensations that
may increase the likelihood of excessive drinking; (c) cognitive processes, such as expectancies about the rewarding effects of alcohol and attributions infusing alcohol with the power
of a magic elixir to transform moods; and (d) the reinforcing consequences that serve to
maintain drinking behavior at an excessive level. Cognitive-behavioral alcohol treatment
integrates classical conditioning mechanisms (see Drobes et al., 2001), instrumental learning (see Bigelow, 2001), and social-cognitive processes (see Collins & Bradizza, 2001) in
the understanding of the etiology of excessive drinking and its therapeutic techniques of
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treatment. Consistent with a social learning analysis of excessive drinking, alcohol dependence can be treated most effectively by a combination of both behavioral and cognitive
techniques.
A second basic principle of this treatment approach is that alcohol abuse or dependence
and other addictive behaviors are viewed as maladaptive mechanisms for coping with stress.
This adaptive orientation views stress as resulting from an imbalance between environmental demands (stressors) and an individual’s coping resources. The client’s level of stress,
vulnerability to stress and repertoire of coping responses that reduce or eliminate the need
for excessive drinking as a coping mechanism are essential factors in cognitive-behavioral
alcohol treatment. As an individual faces the demands of stressful living, an increasing
imbalance may occur that taxes or exceeds his/her ability to adapt to, master or at least
tolerate these circumstances without resorting to excessive drinking. To the extent that
effective cognitive or behavioral coping skills are not possessed or implemented, excessive
alcohol use may be seen as an effective short-term coping strategy, even at the expense of
long-term negative consequences.
The third basic principle of a cognitive-behavioral alcohol treatment is that drinking
behavior can be understood as existing on a continuum of use and severity of consequences
which may not always be perfectly correlated. This continuum ranges from abstinence with
no alcohol-related problems, at one extreme, to alcohol dependence with many alcoholrelated problems at the other extreme, with many intermediate locations on the continuum
between these two endpoints. This principle contrasts with the traditional model of alcoholism as a progressive disease, which assumes the potential for addiction to be present or
absent and, if present, to intensify in severity as time goes on. From a cognitive-behavioral
point of view, alcohol consumption is viewed as a learned behavior, determined by the same
processes regardless of where an individual’s drinking falls on the continuum of use and
severity of consequences. The learning processes involved in alcohol consumption, including important biopsychosocial factors, determine drinking at all levels of the continuum
and are no different from the learning processes that govern the acquisition and change of
other non-addictive behaviors. This continuity of learning processes in human behavior
allows the cognitive-behavioral therapist to help clients replace the habit of excessive drinking with the cognitive and behavioral skills to cope with the stress of life’s demands.

CLINICAL PRACTICE GUIDELINES
The essence of cognitive-behavioral alcohol treatment is the movement from a disease
model of deﬁcits, powerlessness and loss of control to a competence model based on
enhanced motivation, increased awareness, skill acquisition and social support (Marlatt &
Parks, 1999).Traditional approaches to the treatment of alcoholism initiate therapy by using
confrontational techniques designed to “break through the denial system” and force clients
into accepting a diagnostic label such as “alcoholic”. In contrast, a cognitive-behavioral
approach attempts to foster a sense of objectivity or detachment in the way individuals
approach their alcohol-related problems (see Chapter 7). By relating to the client as a colleague or co-therapist, cognitive-behavioral therapists hope to encourage a sense of cooperation and openness during the therapy process. Using this approach helps clients learn
to perceive their excessive drinking as something they do, rather than as an indication
of someone they are. By adopting this objective and detached approach, clients may be
able to free themselves from any guilt and defensiveness that would otherwise bias their
view of their alcohol-related problem and their ability to change their excessive drinking
behavior.

COGNITIVE-BEHAVIORAL TREATMENT

75

Cognitive-behavioral therapists encourage clients to take an active role in treatment
planning and decision-making processes throughout the course of treatment and to assume
progressively more personal responsibility for their treatment at every stage of the therapy
program. Within-session exercises and between-session homework assignments, such as
bibiliotherapy and self-monitoring, are carefully explained and demonstrated by the
therapist so that the client understands their rationale and importance. Over time, the
client becomes his/her own therapist as he/she gains new knowledge and masters new skills.
Self-control or self-management is the ultimate goal of treatment and, after termination of
the therapy proper, the client is in charge of aftercare planning and the implementation of
an individually tailored relapse prevention program (see Chapter 6). The overall goals
of cognitive-behavioral alcohol treatment are: (a) to increase and maintain motivation for
change; (b) to enhance awareness and choice concerning drinking behavior; and (c) to
develop coping skills and self-control capacities.

SCOPE, DURATION AND AIMS OF COGNITIVEBEHAVIORAL ALCOHOL TREATMENT
Cognitive-behavioral alcohol treatment begins with a thorough biopsychosocial assessment
of the client. Utilizing a multivariate, biopsychosocial model in treatment requires a comprehensive and integrated assessment of the client, focusing on social and medical history,
level of alcohol dependence, alcohol-related problems, drinking behaviors, coping skills
deﬁcits, psychiatric comorbidity and social support. A comprehensive pre-treatment assessment involves the multiple systems of physiological, cognitive, psychological, behavioral,
and social factors. While begun prior to treatment, assessment is an ongoing interactive
process between therapist and client that contributes to the development of a treatment
plan matching the person to an appropriate type and intensity of cognitive-behavioral
treatment. Assessment includes continuous monitoring of the client’s progress throughout
therapy and frequent feedback about currently achieved and anticipated treatment
outcomes.
Cognitive-behavioral alcohol treatment employs a public health approach that matches
clients to levels of care, depending on the severity of alcohol abuse or dependence and on
factors such as psychiatric comorbidity, other drug use, cognitive or neurological impairment and criminal conduct. A stepped-care approach offers interventions ranging in intensity and duration, from psycho-educational programs and brief interventions (see Chapter
8) to intensive outpatient treatment or on to medically supervised inpatient alcohol treatment. Initial matching of clients to treatments is determined by comprehensive assessment
results. Ongoing assessment of clients determines whether a speciﬁc course of treatment
should be continued and whether a client should be moved backward or forward in terms
of the intensity and duration of treatment needed (see Chapters 1, 2).
Cognitive-behavioral alcohol treatment also allows for some ﬂexibility with regard to
the ultimate goal of therapy. Considerable controversy has existed concerning the appropriateness of “controlled drinking” as a goal for alcoholics or alcohol-dependent individuals (Marlatt et al., 1993; Heather & Robertson, 1983). However, in clinical practice the goals
of abstinence or moderation are often determined more by program policy or consumer
choice than by objective assessment or research ﬁndings (Marlatt et al., 1997). Obviously,
alcohol treatment will not work unless the person begins and continues therapy. Insisting
on a goal of abstinence may create a high threshold for treatment entry and continuation.
Harm reduction approaches to alcohol treatment (Marlatt, 1998) and motivational inter-
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viewing (Miller & Rollnick, 1991; see also Chapter 8) attempt to provide consumers with
low-threshold access to treatment services. While the harm reduction approach includes
abstinence as the ideal goal for alcohol-dependent individuals, consistent with the stages
of change model, any progress toward abstinence is viewed as therapeutic progress. From
a cognitive-behavioral point of view, abstinence, moderation or even attenuated drinking
can be appropriate goals of alcohol treatment for clients, depending on their unique
characteristics and life circumstances (Jarvis et al., 1995).
Although clients may not initially choose or accept abstinence as their treatment goal,
over time they may decide that it is in their best interest not to drink. They will often then
begin to ask their therapist for interventions aimed at drinking cessation, rather that
moderation or attenuation. The ultimate therapeutic objective is to help clients create those
outcomes that are desirable to the client, that reduce harm and that are safe and attainable. Jarvis, Tebbutt & Mattick (1995) suggest the following factors as guidelines for choosing appropriate goals for alcohol treatment: medical complications, alcohol-induced organic
brain damage, cognitive impairment, psychiatric comorbidity, physical withdrawal, severity
of alcohol dependence, drinking history, social support and partner preference (see also
Heather & Robertson, 1989).

BEHAVIORAL ASSESSMENT
Cognitive-behavioral alcohol treatment utilizes assessment techniques and clinical interventions that integrate traditional behavioral therapy strategies with cognitive therapy
interventions. Early behavioral therapy approaches to alcohol treatment focused primarily
on the clinical application of the principles of classical conditioning and instrumental learning. While this approach has since been viewed as overly simplistic, it has served a useful
heuristic purpose and several key aspects of behavioral therapy continue to be central
to the contemporary and more mediational cognitive-behavioral approach to alcohol
treatment.
The cornerstone of assessment in behavioral therapy is the functional analysis of
behavior. This assessment method continues to be fundamental in the practice of effective
cognitive-behavioral alcohol treatment. Functional analysis is a behavioral assessment
procedure which involves observing and measuring the antecedents of drinking behavior,
the rate and pattern of alcohol consumption behavior itself, and the consequences of alcohol
use that reinforce drinking. The ﬁrst step in the functional analysis of alcohol consumption
is to determine and help the client understand the most frequent and potent antecedents
for his/her drinking behavior. This is done while teaching the client that selective attention,
subjective interpretations and expectancies are cognitive factors that determine the choice
and meaning of drinking situations. A second step in the functional analysis of alcohol consumption is to instruct clients in observing and measuring the frequency, quantity, duration
and intensity of drinking behavior and its associated temporal and situational patterns.
Finally, consequences that serve to maintain drinking behavior are assessed and discussed,
including positive physiological consequences such as increased pleasure and decreased
pain, emotional consequences such as tension reduction and greater emotional expressiveness, and social consequences such as peer approval and acceptance.
Useful behavioral assessment techniques include self-monitoring of drinking behavior,
as well as questionnaires and structured interviews like the Comprehensive Drinking
Proﬁle, the Brief Drinking Proﬁle, and the Timeline Follow-back Method (Donovan &
Marlatt, 1988; Sobell & Sobell, 1993). A cognitive-behavioral approach to alcohol treatment
also requires the assessment of level of alcohol dependence and the nature and severity of
any alcohol-related problems (Allen & Columbus, 1995; Donovan & Marlatt, 1988).
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BEHAVIORAL THERAPY INTERVENTIONS
Aversive Therapies
Aversive therapies are designed to reduce the reinforcing properties of drinking by
changing the valence of drinking-related cues from positive to negative through counterconditioning procedures. In this technique, an aversive unconditioned stimulus is paired
with a reinforcing conditioned stimulus, such as alcohol use. The goal of this classical conditioning procedure is for the client to experience an aversive conditioned response to
alcohol and to avoid drinking after the conditioning has occurred. Two forms of aversive
stimuli that have been shown to reduce a person’s desire to drink are electric shock and
nausea-inducing drugs, such as disulﬁram (Antabuse) and calcium carbimide. Nauseainducing drugs are more effective than electric shock, although both of these aversive
techniques pose both ethical and procedural problems (Chapter 4).
A more cognitive-behavioral version of aversive therapy involves imaginal pairing of
unpleasant events with alcohol, rather than actual in vivo pairing. This procedure, called
covert sensitization, includes three phases (Rimmele et al., 1989). In the ﬁrst phase, the
client is guided through positive imagery of drinking and then an aversive response such
as vomiting. In the second phase, the aversive imagery is paired with suggestions of nondrinking alternatives, allowing the client to escape the negative consequences if he/she
chooses not to continue drinking. Finally, in phase three, non-drinking alternatives are given
prior to the experience of any aversive consequences, allowing the client to avoid them if
he/she chooses not to drink in the ﬁrst place. Despite their promise and empirical support,
aversion therapies may be useful only for initial abstinence and have not been utilized very
heavily by alcohol treatment providers.

Cue Exposure
Classical conditioning approaches to behavioral therapy suggest that alcohol-dependent
drinkers may develop conditioned craving responses to drinking-related antecedent stimuli
because of their drinking history (Drobes et al., 2001). This suggests that cue reactivity must
be addressed during treatment in order for dependent drinkers to learn to anticipate and
cope with cravings for alcohol and urges to drink without a return to excessive consumption. Traditional treatment programs usually do everything they can to minimize or eliminate all tempting stimuli from the protected environment of the therapeutic setting. Clients
are discouraged from ever mentioning the possibility of encountering temptations to drink
excessively. Without preparation or warning, exposure to cues associated with past heavy
drinking can be an overwhelming and discouraging experience that is often interpreted
by clients as an indication that the treatment has failed or that treatment effects have
worn off. The presence of alcohol cues may disrupt the coping responses of dependent
drinkers, with those who are more dependent showing greater impairment in their coping
behaviors.
Cue exposure may be most effective when paired with response prevention and coping
skills training designed to prepare clients for the temptations they will encounter in
the course of their everyday lives (Monti et al., 1989; Marlatt, 1990). Extensive research is
currently under way assessing the efﬁcacy of incorporating cue exposure therapy into
cognitive-behavioral skills training, in order to improve the effectiveness of treatment
outcome (Rohsenow et al., 1994, Drummond et al., 1995).
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Relaxation Training
To the degree that stress causes unpleasant physical sensations and associated dysphoric
moods, it is a high-risk situation for excessive alcohol use. An important coping skill for
clients to learn is how to use the physical and emotional signs of stress as cues to “stop,
look and listen” and to try something to cope besides heavy drinking. Relaxation training
is a fundamental coping skill in the repertoire of a person trying to avoid excessive drinking. It can help clients to reduce their anxiety and tension when facing stressful situations
and minimize their typical levels of motor and psychological tension. Relaxation training
can also assist a person to remain calm and to think clearly in circumstances that require
effective problem solving and fast action. Many individuals believe in the tension-reducing
properties of alcohol, whether or not they are true, and, without an alternative means to
relax, excessive drinking may be a person’s only means of coping with painful sensations
and unpleasant emotions. Relaxation training fosters general stress-reduction and can be
taught to clients using various techniques that either reduce muscle tension, develop deep
breathing skills or focus on the use of pleasant imagery (Monti et al., 1989). In addition to
relaxation training, both meditation and exercise have been shown to have similar stressreducing properties.

Contingency Management
Contingency management procedures assist clients to re-structure their environment to
decrease the rewards associated with alcohol use and increase the costs of excessive
drinking. The principles of contingency management are based on operant or instrumental
learning approaches to human behavior (see Bigelow, 2001). Contingency management
techniques include providing incentives for compliance with alcohol treatment and positive reinforcement from spouses or friends for sobriety. This approach is combined with
punishment, in the form of withdrawal of attention and approval contingent on the resumption of excessive drinking, and provisions for social support, recreational activities and
vocational counseling.
The Community Reinforcement Approach to alcohol treatment is a contingency management intervention strategy that has demonstrated its effectiveness in both inpatient and
outpatient settings (Hunt & Azrin, 1973; Smith & Meyers, 1995). It is compatible with either
moderation or abstinence treatment goals. The program involves a functional analysis of
drinking behavior, basic skills training, problem-solving training, drinking refusal training,
and social, recreational and vocational counseling, including marital therapy where
indicated.

Skills Training
Behavioral and cognitive skills training techniques, sometimes called coping skills training,
form the cornerstone of cognitive-behavioral alcohol treatment. Monti et al. (1989) have
categorized these coping skills as either intrapersonal or interpersonal and have developed
a session-by-session manual for skills training in their treatment protocol. Individuals with
a history of heavy drinking may be deﬁcient in coping skills, such as rational thinking,
problem solving, assertiveness or effective conﬂict resolution. A functional analysis of
drinking identiﬁes deﬁcits in those skills the client needs to learn and practice in order
to regain abstinence or maintain moderate use in situations previously associated with
excessive drinking.
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A series of behavioral skills, such as blood alcohol discrimination, pacing of drinking,
drinking refusal and setting moderation goals, have been used in behavioral self-control
training to help clients whose goal is moderation rather than abstinence. In addition, clients
whose goals are moderation or abstinence can beneﬁt from social skills acquisition, such
as communications training, assertiveness training, creating and maintaining social support
networks and vocational training. Interpersonal skills training is often necessary because
many individuals lacking in social skills use alcohol excessively as a way of coping with
stressful situations involving others, especially interpersonal conﬂict (Marlatt & Parks,
1982).
Monti et al. (1989) provide modules on a number of speciﬁc interpersonal skills, as well
as guidelines for how to conduct skills training sessions. In this regard, verbal instructions
introducing skills are followed by modeling, role-playing and active practice by clients until
mastery in analog therapy situations is achieved. Homework assignments provide clients
with practice of new social skills in real-life situations where excessive drinking is a deﬁnite
risk. Success and failure in coping with these situations is debriefed in individual or group
therapy sessions, allowing for both a review of previously taught skills and feedback to the
client on his/her efforts. Interpersonal skills are also important to the acquisition and maintenance of social support during the process of acquiring greater mastery of social skills.

COGNITIVE ASSESSMENT
A major strength of cognitive-behavioral alcohol treatment lies in the integrated combination of behavioral and cognitive intervention strategies. An initial step in the conduct of
cognitive assessment and intervention is to persuade clients of the important role that
thoughts and other internal events play in excessive drinking. While behavioral assessment
involves the functional analysis of antecedents, behavior and consequences, cognitive
assessment involves a focusing of attention on the mediation of behavior by internal events,
such as self-talk and mental images.
One way to get the idea of cognitive mediation across to clients is to use the notion
popularized by rational-emotive behavioral therapy, that “people are disturbed not by
things, but by the views which they take of them” (Ellis et al., 1988). Most clients readily
understand that their drinking-related attitudes, beliefs and expectations are important contributors to their excessive drinking when a few examples are analyzed using the ABCs of
rational-emotive behavioral therapy. This involves identifying the activating event (A),
exploring the client’s interpretation of the event by discussing his/her beliefs, expectations,
automatic thoughts and self-talk (B), and demonstrating how these beliefs and expectations take the form of internal dialogue or self-talk and contribute to the consequence of
excessive drinking (C).
Once the rationale for cognitive assessment and intervention has been ﬁrmly established, clients are asked to begin self-monitoring their thoughts and other internal events
in those situations that have in the past been related to excessive drinking. Clients are also
taught about the importance of assessing and changing their cognitive appraisal of events.
They are encouraged to examine and challenge their beliefs and expectancies about the
transforming effects of alcohol and to develop greater self-efﬁcacy expectations for mastery
of life events without heavy drinking. Cognitive assessment falls within the intrapersonal
skills domain of Monti et al. (1989), which includes a number of speciﬁc training modules
to be brieﬂy reviewed below. The Daily Thought Record and the Daily Record of Cravings
are cognitive therapy techniques designed to help clients self-monitor their drinkingrelated thoughts (Beck et al., 1993). In addition, a number of questionnaires and interview
methods have been devised to help therapist and client assess cognitive factors related to
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alcohol dependence, including alcohol outcome and self-efﬁcacy expectancies (Allen &
Columbus, 1995).

COGNITIVE THERAPY INTERVENTIONS
Appraisal
An initial cognitive intervention strategy is to assess the client’s characteristic manner of
evaluating whether various situations pose a risk for excessive drinking and, if they do, why
they do. This strategy is consistent with the notion that people respond not to the actual
situation, but to the situation as they perceive it to be. The importance of the appraisal
process in understanding and treating alcohol problems is based on the work of Lazarus
et al. (1974) and, more speciﬁcally, on the work of Sanchez-Craig et al. (1987). In this model,
two types of appraisal are important to assess. Primary appraisal is the process by which a
situation is judged beneﬁcial, harmful, or irrelevant to the task of avoiding excessive drinking. Secondary appraisal refers to one’s ability to identify and implement behavioral
alternatives to coping with stress without drinking.
Based on this analysis of the relevance of appraisal for effective coping, Sanchez-Craig
et al. (1987) suggest performing a functional analysis of the client’s beliefs, expectations
and attributions regarding drinking and their relationship to the emotions and behavioral
intentions the client experiences. Given this information on the appraisal process, clients
are taught new, more adaptive ways to appraise situations and are encouraged to reconsider attributions made about their appraisal of past negative events. The reappraisal
process follows the basic formula of all cognitive-behavioral interventions. That is, clients
ﬁrst become aware of their thoughts and related behaviors by learning to identify situations in which they are likely to drink excessively. Additionally, they are taught how their
primary and secondary appraisals inﬂuence this process. Then clients are taught to generate new, more effective cognitive strategies and to rehearse these strategies in both treatment and real life until mastery is achieved. This approach to reappraisal is consistent with
both rational-emotive behavioral therapy (Ellis et al., 1988) and with the use of overt verbal
instructions to modify the self-statements of clients used in Meichenbaum’s (1977) stress
inoculation training approach to control impulsivity and schizophrenic behavior.

Problem-solving Training
Cognitive and behavioral coping skills training focuses on speciﬁc thoughts or situations
related to the likelihood of excessive drinking. In addition to this situation-speciﬁc strategy, cognitive-behavioral alcohol treatment combines training in general problem solving
with speciﬁc skills training that focuses on the client’s unique challenges and resources
regarding his/her drinking. Adopting a problem-solving orientation to these situations
(D’Zurilla & Goldfried, 1971) gives clients greater ﬂexibility and adaptability in new stressful situations, rather than having to rely solely on the rote learning of a number of discrete
coping skills that may or may not generalize across various settings and situations.
In this sense, maintaining abstinence from alcohol or moderating drinking may be largely
dependent on the ability of clients to use problem solving to cope effectively with the
demands of those life situations previously associated with excessive drinking.
D’Zurilla & Goldfried (1971) describe ﬁve general stages that focus on key cognitive
processes that have been seen as a prescription for effective problem solving in situations
involving the risk of excessive drinking. In real life, problem solving may not take place in
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such a sequential manner. There might be substantial overlap between the stages; a client
may jump back and forth from stage to stage or even work on different stages simultaneously. Nevertheless, the stages listed below can be seen as a method for effective problem
solving and are usually helpful in the education of clients who have problem-solving deﬁcits.
D’Zurilla & Goldfried (1971) recommend ﬁve steps for effective problem solving: (a)
identifying a client’s style of approaching problems and helping him/her to improve a
maladaptive general orientation to problems is vital for effective problem solving; (b)
assisting a client in the skill of problem deﬁnition allows him/her to formulate a problem
in a clear, simple and unambiguous form, thereby facilitating a solution; (c) teaching a client
the skill of generating alternative solutions to the problem is a vital step and is often facilitated by teaching the technique of brainstorming; (d) helping a client to weigh the consequences of various alternative solutions with the assistance of a decision matrix or decision
balance sheet; and (e) veriﬁcation, where the client and therapist evaluate the outcome of
the client’s problem-solving effort, allowing for feedback and correction if needed. Eventually, it is assumed that the client will select a viable solution and the veriﬁcation of
its effectiveness should result in increased self-efﬁcacy for mastering life events without
excessive drinking.

Cognitive Restructuring
Problem-solving training helps clients to better identify and resolve the everyday challenges
they face in their efforts to achieve their therapeutic and life goals. Cognitive or “thought”
restructuring gives clients a cognitive skill that focuses their awareness on identifying those
beliefs, patterns of thinking, attributions and expectations that are related to excessive
drinking and alcohol-related problems. During this procedure, clients engage in ongoing
self-monitoring and written recording of internal states, such as inner dialogue or self-talk
related to excessive drinking. Through this process of client self-assessment, client and therapist try to create a functional analysis of the antecedent events, beliefs and consequences
that form a client’s typical pattern of excessive drinking. Client handouts and recording
forms are often used to assist clients in making a systematic analysis of the relationship
between their thinking and their problematic drinking.
Awareness of internal states and the relationships between certain ways of thinking and
excessive alcohol use lays the foundation for cognitive restructuring. The next step is teaching clients how to “restructure” or alter their thinking by ﬁrst interrupting a sequence of
“negative” thoughts and then by challenging those thoughts, eventually leading to new,
more adaptive ways of thinking. Clients are taught to “stop, look and listen” for thoughts
leading to excessive drinking, especially as they face situations and circumstances where
heavy alcohol consumption used to occur. Strategies to identify negative thinking are
combined with in-session and/or in-group practice in discussing these beliefs, expectations
and attributions and challenging them. Negative thinking is challenged, based either on the
rationality of its content, on the evidence supporting it or on the presence of distortion or
errors in thinking (Ellis et al., 1988; Beck et al., 1993).

A CONTEMPORARY COGNITIVE-BEHAVIORAL ALCOHOL
TREATMENT PROTOCOL
Monti et al. have developed a cognitive-behavioral coping skills therapy protocol that
systematically combines the cognitive and behavioral assessment and intervention elements

82

G.A. PARKS, G.A. MARLATT AND B.K. ANDERSON

previously described into treatment manuals for practitioners (Kadden et al., 1995; Monti
et al., 1989). These manuals guide therapists engaged in the treatment of individuals with
alcohol abuse and dependence disorders to an understanding of a social learning approach
to alcohol consumption, an appreciation of the rationale for coping skills training, and the
creation of a session-by-session treatment program, including both assessment and intervention procedures. They divide their coping skills training program into interpersonal and
intrapersonal components, which roughly correspond to behavioral and cognitive therapy
interventions. This cognitive-behavioral alcohol treatment protocol has been applied in
both inpatient and outpatient settings, using both individual and group therapy formats. A
version of this protocol was chosen as the cognitive-behavioral intervention in the Project
MATCH study (Kadden et al., 1995).

POTENTIAL BENEFITS OF COGNITIVE-BEHAVIORAL
ALCOHOL TREATMENT
Cognitive-behavioral alcohol treatment avoids the stigma and shame of labeling clients as
“alcoholic” because clients are instead viewed as individuals with drinking behavior problems, or bad habits, that are not their fault but that can be changed with knowledge, effort
and support. This approach to treatment creates a low threshold for treatment entry, fosters
openness and cooperation in clients, and increases the likelihood of continued treatment
compliance. Another beneﬁt of this science-based approach to alcohol treatment is that
speciﬁc, yet ﬂexible, treatment goals can be derived and modiﬁed, depending on the nature
and severity of a client’s alcohol dependence and his/her stage in the habit change process.
This is true in part because assessment of the nature and severity of the alcohol-related
problem and feedback to the client occur at the onset of treatment and are an ongoing
process during therapy. Since therapeutic goals are made explicit and agreed upon by therapist and client in advance, it is readily apparent to both the therapist and the client whether
a treatment intervention is effective in achieving its desired results as therapy progresses.
Finally, because cognitive-behavioral alcohol treatment is an empirically-derived approach
and endeavors to evolve and improve as new evidence accumulates from efﬁcacy and effectiveness studies, the intervention components and protocols of cognitive-behavioral alcohol
treatment are designed to be evaluated and modiﬁed by the results of ongoing clinical
research trials and the outcome effectiveness of active treatment programs.

EMPIRICAL SUPPORT FOR COGNITIVE-BEHAVIORAL
ALCOHOL TREATMENT
Cognitive-behavioral therapies are often recommended as “what works” best for the treatment of a number of mental and medical disorders, including substance use disorders such
as alcohol abuse and dependence, because these science-based protocols have been
supported by outcome research testing their efﬁcacy through randomized controlled
experimental designs (Nathan & Gorman, 1998; Chambless & Hollon, 1998). Speciﬁcally,
empirical support for the efﬁcacy of cognitive-behavioral therapies as preferred treatments
for drug abuse (Carroll, 1996) and for alcohol use disorders (Miller & Hester, 1986; Hester
& Miller, 1995; Nathan & Gorman, 1998) is very strong. For example, Hester & Miller
(1995), in their comprehensive review of alcohol treatment outcome studies, listed the following six cognitive-behavioral therapy techniques among their top 10 interventions with
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the strongest empirical evidence: social skills training, community reinforcement approach,
behavioral contracting, aversion therapy (nausea), relapse prevention, and cognitive
therapy. There is substantial evidence that constituent ingredients or components of a more
integrated cognitive-behavioral alcohol treatment program are effective when applied to
drug and alcohol problems. This evidence will be reviewed in Chapter 6 on Relapse Prevention Therapy (Marlatt & Parks, 1999; Carroll, 1996; Irvin et al., 1999). For the purposes
of this chapter, let us end with the following statement of endorsement for this therapeutic approach by Monti and colleagues as they discuss the efﬁcacy of cognitive-behavioral
treatment for both substance and alcohol use disorders:
Since the essential core elements in CSST (Coping and Social Skills Training) have a strong
theoretical base as well as solid empirical support from research treatment outcome studies,
they should be an integral part of any state-of-the-art intervention for clients with addictive
behaviors in general, and of alcohol prevention and treatment in particular (Monti et al., 1995).

KEY WORKS AND SUGGESTIONS FOR
FURTHER READING
Broadening the Base of Treatment for Alcohol Problems. Institute of Medicine (1990).
Washington, DC: National Academy Press.
This report highlights the continuum of alcohol-related problems and disorders that
can range from mild difﬁculties to severe dependency. The importance of matching
treatment intensity to problem intensity is emphasized.
Kadden, R. et al. (1995). Cognitive-behavioral Coping Skills Therapy Manual: A Clinical
Research Guide for Therapists Treating Individuals with Alcohol Abuse and Dependence.
National Institute on Alcohol Abuse and Alcoholism Project MATCH Monograph
Series. Bethesda, MD: US Department of Health and Human Services.
This manual was developed for Project MATCH and is a modiﬁed version of the treatment approach developed by Monti and his colleagues. The manual provides guidelines
for 22 cognitive-behavioral therapy sessions that can be combined in an individualized
manner.
Sobell, M.B. & Sobell, L.C. (1993). Problem Drinkers: Guided Self-change Treatment. New
York: Guilford.
The Sobells describe the nature and scope of problem drinking and provide a detailed
description of a guided self-change treatment approach.
Monti, P.M. et al. (1989). Treating Alcohol Dependence. New York: Guilford.
This book presents 27 cognitive-behavioral treatment sessions for alcohol-dependent
clients. It formed the basis of the Project MATCH CBT manual.This treatment approach
is geared towards a group setting and incorporates the development of both interpersonal and intrapersonal coping skills.
Jarvis, T.J., Tebbutt, J. & Mattick, R.P. (1995). Treatment Approaches for Alcohol and Drug
Dependence: An Introductory Guide. Chichester: Wiley.
This book describes basic treatment approaches without going into the detail of speciﬁc
session-by-session instructions. It addresses general topics such as assessment, motivational enhancement and goal setting, as well as more speciﬁc techniques.
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Synopsis
What follows is the second of two chapters devoted to a cognitive-behavioral approach to
the treatment of alcohol abuse and dependence. In Chapter 5, we provided an overview of
this therapeutic approach by placing it within a typology of conceptual models, summarizing the main principles of cognitive-behavioral alcohol treatment and reviewing both
cognitive and behavioral assessment and intervention techniques that are the constituent
ingredients of this empirically-supported form of therapy.The goal of this chapter is to present
an overview of a cognitive-behavioral approach to the problem of relapse, Relapse Prevention Therapy (RPT).
The chapter begins by introducing a conceptual model of relapse prevention and discussing the cyclical nature of long-term behavioral change. From this perspective, relapse is
a natural part of the process of change and does not represent failure. Rather, lapses or
relapses represent opportunities for clients to gain a greater understanding of their unique
challenges in changing drinking behavior and to learn new skills to better cope in the future.
High-risk situations represent difﬁcult circumstances in which goals of abstinence or moderation may be tested. Common across a range of addictive behaviors, they can be broadly
described as interpersonal or intrapersonal situations in which one’s sense of control is threatened. The process of relapse, from the experience of high-risk situations to an initial lapse, is
then presented. Positive outcome expectancies regarding the effects of alcohol, degree of selfefﬁcacy and the acquisition of effective coping skills all play a role in this process. Additionally, when a lapse occurs there is often an abstinence violation effect, composed of guilty
feelings and a sense of inherent powerlessness, which can interact with these other factors and
The Essential Handbook of Treatment and Prevention of Alcohol Problems. Edited by N. Heather and
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trigger a relapse. A client may unknowingly contribute to a relapse through several covert
antecedents that lead him/her to a high-risk situation. For example, the desire for the pleasurable effects of alcohol, a lack of life-style balance, the experience of urges and craving,
and cognitive factors such as rationalization, denial and apparently irrelevant decisions, all
may represent links in the chain leading up to a relapse. A thorough analysis of a relapse
experience will reveal these steps and contribute to a greater understanding of the relapse
process.
RPT intervention strategies are then discussed. Speciﬁc RPT strategies are designed to
address the immediate precursors of relapse and include assessment of high-risk situations
and coping skills, training of new coping skills, challenging positive outcome expectancies
associated with alcohol use, and coping with lapses and the abstinence violation effect. Global
RPT strategies are focused on broader issues of life-style balance and awareness of covert
determinants of relapse. These include an assessment and emphasis on life-style balance,
coping with the desire for indulgence through substitute indulgences, coping with cravings
for alcohol and urges to drink, and coping with cognitive distortions to minimize the likelihood of relapse. Finally, two empirical reviews of RPT are discussed. Both support the use
of RPT as an effective treatment for alcohol problems.

THE NATURE OF RELAPSE
What is the best way to conceptualize the maintenance stage of habit change? One approach
is to consider the maintenance stage as a period following treatment and successful abstinence or moderation, during which therapeutic effects wear off over time. In this theory of
treatment decay, one would expect the risk of relapse to increase over time as treatment
effects wear off. Therefore, booster sessions of alcohol treatment are typically recommended to bolster the lagging effects of the initial therapy. Relapse Prevention Therapy
(RPT) provides an alternative view of the maintenance stage of habit change as an opportunity for new learning to occur. Since drinking is a learned behavior from a cognitivebehavioral point of view, the maintenance stage can be conceptualized as a time to practice
“unlearning” old drinking behaviors and replacing these previously dominant responses by
experimenting with new learning. Using this theoretical model, one would expect the risk
of relapse to decrease over time as clients learn to avoid errors and to acquire and more
ﬁrmly establish new responses related to alcohol.
In RPT, quitting drinking or exerting control over alcohol consumption is like embarking on an extended journey, with the act of departure (quitting or moderating) only the ﬁrst
of many steps (see discussion of stages of change in Chapter 5). If clients and therapists
believe that habit change is successful once drinking has ceased or is moderated,
little attention and effort will be placed on the demands of the perilous journey of maintaining change ahead. From a stages of change perspective, after a client has made a successful change in drinking behavior, usually through a series of advances and setbacks, the
focus shifts to the stability of the changes achieved. In the maintenance stage, therapeutic
gains from the action stage will be consolidated and clients will attempt to identify and
implement strategies to avoid relapse. During the ﬁrst 90 days, when risk of relapse is
highest, a client must work hard to maintain his/her motivation and commitment to the ultimate goal of abstinence or sustained moderation. Research has demonstrated that most of
the variance in long-term treatment outcome can be attributed to events that occur after the
action stage, or after treatment has been completed (Cronkite & Moos, 1980). This research
underscores the need for RPT during both the action and maintenance stages of change and
the need for aftercare and social support following the termination of alcohol treatment.
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Failure to maintain the changes achieved during the action stage of change may lead the
client to the relapse stage. Although traditionally viewed an indication of treatment failure
or the gradual extinction of treatment effects, a cognitive-behavioral view of relapse conceptualizes it as a ﬂuid and dynamic process that is best understood as a natural transition
in the habit change process. Relapse prevention and relapse management strategies are
necessary at the action, maintenance and relapse stages in order for habit change to be successful in the long run. Cognitive-behavioral relapse prevention strategies are designed to
cope with the high-risk situations that precede a slip or lapse and relapse management strategies are designed to prevent a slip or lapse from becoming a full-blown relapse.
Since change is a cyclical process, most clients will not be completely successful on their
ﬁrst attempt to alter their drinking behavior. Therefore, RPT is also designed to teach
clients not to be demoralized or to view relapse as a failure, but to re-ignite their motivation and commitment to change and to risk beginning the journey again. The lessons
learned from each lapse or even relapse may bring clients closer to stable maintenance if
they are viewed as opportunities to learn, rather than failures, dead ends, or an indication
that the disease of alcoholism is incurable.

HIGH-RISK SITUATIONS FOR RELAPSE
After a client completes treatment, he/she experiences a sense of perceived control while
maintaining abstinence from drinking or a moderated level of alcohol consumption. The
longer the period of successful abstinence or moderation, the greater the individual’s perception of control and self-efﬁcacy is likely to be. Abstinence or moderation will usually
continue until the person encounters a high-risk situation or relapse trigger. A high-risk
situation is deﬁned as any internal or external event or factor that poses a threat to the
individual’s sense of perceived control or ability to cope with the immediate situation or
its subjective consequences (e.g. elicitation of negative emotions).
In an analysis of 311 initial relapse episodes obtained from clients with a variety of addictive behavior problems (alcohol, smoking, heroin addiction, compulsive gambling and
overeating), three high-risk situations were identiﬁed that were associated with almost
three-quarters of all the relapses reported: negative emotional states, interpersonal conﬂict,
and social pressure (Cummings et al., 1980). Overall, these high-risk factors can be more
speciﬁcally divided into intrapersonal and interpersonal determinants. Intrapersonal determinants refer to those precipitating factors that do not require the presence of another
person and include negative emotional states, negative physical states, positive emotional
states, testing personal control and urges and temptations. Interpersonal determinants
refer to those precipitating factors that require the current or recent presence of another
person and include interpersonal conﬂict, direct and indirect social pressure, and positive
emotional states experienced in social settings.

THE RELAPSE PROCESS: THE PATH FROM HIGH-RISK
SITUATIONS TO RELAPSE
If a client has learned and can implement an effective coping response to deal with
a high-risk situation (e.g. assertiveness in response to direct social pressure, or relaxation
to reduce anxiety and tension), the probability of relapse may decrease signiﬁcantly
(see Figure 6.1). The RPT model proposes that when a person copes effectively with a
high-risk situation, he/she is likely to experience an increased sense of mastery and a
perception of self-control or self-efﬁcacy. The concept of self-efﬁcacy (Bandura, 1977, 1997)

90

G.A. PARKS, B.K. ANDERSON AND G.A. MARLATT

Figure 6.1 A cognitive-behavioral model of the relapse process

refers to an individual’s expectation concerning his/her capacity to cope effectively with
a speciﬁc situation or a particular task. As the duration of abstinence or moderation
increases, clients have the experience of coping effectively with one high-risk situation after
another. However, what happens if a client has not learned or cannot execute an effective
coping response when exposed to a high-risk situation? The RPT model predicts that failure
to effectively cope with a high-risk situation is likely to create decreased self-efﬁcacy
and possibly engender a sense of helplessness and powerlessness to cope with other life
demands.
As self-efﬁcacy decreases, clients are likely to focus more narrowly on the anticipated
immediate positive effects of drinking, especially if they recall that alcohol helped them
cope in the past. Attraction to the immediate gratiﬁcation of excessive drinking becomes
dominant in a person’s mind and the reality of the delayed negative effects of drinking
fades. Research has demonstrated that positive outcome expectancies for the effects of
alcohol are potent determinants of excessive use (Marlatt & Rohsenow, 1980). The combination of being unable or unwilling to cope effectively with a high-risk situation, combined
with positive outcome expectancies for the effects of drinking, greatly increases the
probability of an initial lapse or slip.
After a lapse has been experienced, many clients may experience a further decrease in
self-efﬁcacy coupled with the tendency to give up trying to cope and give in to further temptations to continue to drink. To account for this reaction to the transgression of an absolute
rule, we have proposed a mechanism called the abstinence violation effect (AVE) which is
termed the rule violation effect (RVE) when applied more broadly to moderation as a goal
(Marlatt & Gordon, 1985). The AVE is characterized by two key factors: cognitive dissonance (a discrepancy between one’s identity as an abstainer and one’s current drinking
behavior) and an attribution of the cause of the lapse to internal uncontrollable factors
(blaming oneself for lack of willpower). The ﬁnal factor to be considered concerning the
immediate determinants of relapse is the initial intoxicating effects of drinking alcohol
experienced by the person following the lapse or slip. It is likely that the immediate
outcome of drinking will be a “high” or euphoric state (positive reinforcement) or perhaps
a reduction in any negative emotional or physical states (negative reinforcement). These
initial effects of the lapse interact with the AVE to further increase the probability of
relapse by priming the person to continue engaging in excessive drinking.
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Figure 6.2 Relapse set-ups: covert antecedents of relapse situations

RELAPSE SET-UPS: COVERT ANTECEDENTS
OF RELAPSE
In many, perhaps most, relapse episodes, clients report they were not expecting a high-risk
situation to occur or were not well prepared to cope effectively with it when it did occur.
Usually, after extensive debrieﬁng and analysis of relapse episodes, the lapse or subsequent
relapse appears to be the last link in a chain of events that preceded exposure to the highrisk situation itself. It seems as if, perhaps unknowingly, even paradoxically, the client has
set him/herself up for relapse (see Figure 6.2).
Why would a person set him/herself up for relapse? The immediate gratiﬁcation of drinking is a welcome relief from the relative deprivation of abstinence or the restraints of moderation and the individual may believe that it is difﬁcult to cope with life’s demands without
excessive drinking. For many clients, the instant gratiﬁcation of excessive drinking may outweigh the cost of any anticipated future negative consequences. Cognitive distortions, such
as denial and rationalization, make it easier to set up one’s own relapse episode with the
added beneﬁt of not having to take responsibility for it.
Research studies and clinical experience suggest that the degree of balance in a person’s
daily life has a signiﬁcant impact on the desire for indulgence and immediate gratiﬁcation.
Life-style imbalance is the ﬁrst covert antecedent in a chain of events that can lead to a
relapse set-up. A key aspect of life-style balance is the number of daily activities perceived
as required by external demands, or shoulds, and those activities perceived as engaged in
for enjoyment and pleasure, or wants. If shoulds are much greater that wants, a client may
experience a sense of relative self-deprivation and a corresponding desire for indulgence
or immediate gratiﬁcation. More broadly conceived, life-style balance refers to the amount
of stress in a person’s daily life compared with stress-reducing activities, such as social
support, exercise or meditation.
Relapse set-ups are also caused by affective and cognitive processes that mask a client’s
actual intentions and move the client closer to a high-risk situation. Affectively, the desire
for indulgence may be experienced as an urge or craving for alcohol. An urge is deﬁned as
the relatively sudden impulse to engage in a pleasurable act. Craving is deﬁned as the sub-
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jective desire to experience the expected effects of a given behaviour. While the disease
model of alcoholism views craving as a result of acute withdrawal or an internal physiological need for alcohol, the RPT model recognizes that both craving and urges may also
be elicited by conditioned environmental cues associated with withdrawal or past alcohol
use and that urges and cravings are mediated by the expectation of immediate pleasure or
reduced pain associated with drinking (Rohsenow et al., 1994).
In addition to affective processes, covert antecedents of a relapse episode are inﬂuenced by three cognitive factors: rationalization, denial, and apparently irrelevant decisions
(AIDs), which are associated with the chain of events preceding exposure to a high-risk
situation. A rationalization is an explanation or an seemingly legitimate excuse to engage
in drinking behaviour. Denial is a similar defense mechanism in which an individual will
deny the existence of any motive to engage in drinking and may also deny awareness of
the delayed negative consequences of resuming excessive drinking. Both rationalization
and denial are cognitive distortions that occur with little awareness and may promote a
client’s covert planning of exposure to a high-risk situation. AIDs stand for a number of
mini-decisions made over time, each of which seems innocent or irrelevant to relapsing in
and of itself (e.g. a man decides to visit his old friends at the neighborhood bar) but in combination bring the client closer to exposure to a relapse triggering high-risk situation. One
of the primary goals of RPT is to train clients to recognize early warning signs that precede
exposure to a high-risk situation, and to execute intervention strategies before it is too
late to do anything and the temptations in the high-risk situation become too compelling
to resist.

RPT INTERVENTION STRATEGIES
RPT intervention strategies represent a menu of treatment alternatives aimed at both the
immediate and covert aspects of relapse that can be individually tailored to various clinical populations, to particular addictive behaviors including alcohol dependence, and to different treatment settings.These strategies can be grouped into three categories: coping skills
training, cognitive therapy and life-style modiﬁcation. Coping skills training strategies
include behavioral and cognitive techniques to effectively cope with high-risk situations
and to enhance self-efﬁcacy. Cognitive therapy procedures are designed to provide clients
with ways of reframing the habit change process (i.e. to view it as a learning process and
as a journey), to correcting cognitive distortions and to introduce coping imagery to deal
with urges and craving. Finally, life-style modiﬁcation strategies (e.g. meditation, exercise,
spiritual practices) are designed to strengthen the client’s global coping capacity and to
reduce the frequency and intensity of the desire for indulgence and the experience of urges
and craving.
Initially, RPT assessment and intervention strategies are designed to teach clients to
anticipate and cope with the possibility of relapse. Clients are taught to recognize and cope
with high-risk situations that may precipitate a lapse and to modify cognitions and other
reactions to prevent a single lapse from developing into a full-blown relapse. Because
these procedures are focused on the immediate precipitants of the relapse process, they are
referred to collectively as speciﬁc intervention strategies (Figure 6.3). As clients master
these techniques, clinical practice extends beyond a microanalysis of the relapse process
and the initial lapse and involves strategies designed to modify the client’s life-style and to
identify and cope with covert determinants of relapse (early warning signals, cognitive distortions and relapse set-ups). As a group, these procedures are called global intervention
strategies.
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Figure 6.3 Speciﬁc relapse prevention therapy intervention strategies

SPECIFIC RPT INTERVENTION STRATEGIES
Assessment of High-risk Situations
Autobiographies
One of the ﬁrst homework assignments in RPT is for clients to write a brief autobiography describing the history and development of their alcohol problem. Clients are asked to
focus on their subjective image of themselves as they progressed through the stages of habit
acquisition leading to alcohol abuse or dependence. The following points are emphasized:
a description of parental and extended family alcohol and drug use habits, a description of
the ﬁrst episode of drinking to drunkenness, the role of alcohol and drugs in the client’s
adult life up to the present, factors associated with any increases in the severity of the
client’s drinking problem, the self-image of the client as a drinker, and any previous
attempts to quit or moderate on one’s own or with the assistance of treatment. The purpose
of this technique is to identify high-risk situations and to get a baseline assessment of the
client’s self-image while engaging in excessive drinking. Clients are also asked to write a
brief essay describing their future as an ex-drinker or a moderate drinker.

Past Relapses
Most clients in treatment will have tried either on their own or in previous treatment
to abstain from alcohol or moderate their use. Asking clients to describe past relapses
may provide important clues to future high-risk situations and deﬁcits in coping skills. The
therapist and the client can classify the descriptions of past relapses into the categories
previously presented in order to determine the situational or personal factors that had the
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greatest impact. It is also useful to determine the client’s attitude toward these past
“failures” to remain abstinent or to drink moderately, because many clients develop
negative attitudes toward future change attempts, based on attributions that they have a
deﬁcit in willpower or self-control. Cognitive reframing of past relapses will be necessary
to reduce the client’s fear of the prospect of yet another failure. The therapist can encourage the client to attribute past relapses as due to a lack of skill or effort, not to immutable
internal factors.

Relapse Fantasies
This guided imagery technique involves asking the client to imagine as vividly as possible
what it would take to resume drinking. Clients are asked to repeat this technique either in
a therapy session or on his/her own as homework for as many possible relapse scenarios
as he/she can envision. If a client denies that relapse is a possibility or has difﬁculty using
his/her imagination, the therapist and client can brainstorm together, perhaps using any
past relapses as a guide. Questionnaire techniques to be described below can also be used
to gain a better understanding of a client’s unique proﬁle of high-risk situations.

Self-Monitoring
When clients who are still drinking alcohol or using drugs enter therapy, prior to quitting
they are asked to self-monitor their use on a daily basis by keeping track of drinking, the
situational context in which it occurs, and the immediate consequences of the behaviour.
In most cases, RPT programs are initiated after abstinence or moderation has been
achieved by some means. In this situation, self-monitoring of tempting high-risk situations
for excessive drinking is a useful technique. Clients are asked to keep track of exposure to
situations or personal factors that cause them to have urges or craving to resume drinking
excessively.

Questionnaires for Assessing High-risk Situations
The Inventory of Drug-Taking Situations (IDTS) developed by Annis, Turner & Sklar
(1997b) is a 50-item self-report questionnaire which provides a proﬁle of a client’s highrisk situations by measuring those circumstances in which a client has used alcohol heavily
in the past year. Clients are asked to indicate their frequency of heavy drinking in each of
50 speciﬁc situations. The eight high-risk categories previously described are divided into
three areas: negative situations (unpleasant emotions, physical discomfort, conﬂict with
others), positive situations (pleasant times with others, pleasant emotions), and temptation
situations (urges and temptations, social pressure to use, testing personal control). Research
has documented the utility of the IDTS as a reliable and valid instrument for helping
therapists and clients recognize situations in which the client has had alcohol problems in
the past and to begin working on acquiring coping skills speciﬁc to those situations.
Another excellent tool for assessing a client’s speciﬁc high-risk situations and coping
deﬁcits is the Substance Abuse Relapse Assessment (SARA) (Schonfeld, Peters & Dolente,
1993). This structured interview technique based on the RPT model yields the frequency
and pattern of substance use for the 30 days preceding the last use of the substance; has
the client describe the antecedents of substance abuse including places, activities and companions; assesses coping skills; identiﬁes the most problematic substance in the client’s lifetime; identiﬁes the consequences of substance use; and, in a ﬁnal section, describes the
client’s responses to previous slips or lapses. SARA also provides the client and therapist
with instructions on how to develop an individualized substance abuse behavior chain.
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Assessing Coping Skills
The Situational Competency Test (SCT)
The SCT is a role-play technique developed by Chaney, O’Leary & Marlatt (1978) requiring clients to give a verbal response to a series of high-risk situations presented by a narrator on audio tape. The client is presented with a series of high-risk scenarios drawn from
the categories of high-risk situations previously described. In the initial use of the SCT, four
scoring measures were used: latency, duration, compliance and speciﬁcation of new behavior. Latency is deﬁned as the elapsed time from the termination of the recorded situation
to the beginning of the subject’s verbal response. Response duration is taken as the frequency of words in the response. Compliance is a dichotomous score indicating whether or
not the subject gave in to the situation without attempting to engage in an alternative
coping response.
Speciﬁcation of new behavior is also a dichotomous score indicating whether the description of the problem-solving behavior or coping response was given in enough detail for
someone else to be able to use the description as a guide to perform the behavior. This
technique is a good way to assess coping skills deﬁcits and to begin the process of coping
skills training.

Coping Skills Training
Stimulus Control
This behavioral technique is particularly important in the early phase of the maintenance
stage of habit change, before self-efﬁcacy has increased and before new, more effective
coping skills for handling high-risk situations have been learned. The situational cues
previously associated with drinking are likely to create craving, urges and temptations to
resume the old pattern of excessive alcohol consumption. Several stimulus control strategies can be easily learned and applied while more extensive coping skills training is under
way. The ﬁrst option is avoidance of those high-risk situations that have been identiﬁed in
the assessment as having the highest problem potential. While this may not be practical in
all cases, there are many situations that can be avoided with some forethought and vigilance. Where avoidance is not possible, or when a high-risk situation appears to occur unexpectedly, escape is the next best option. Some preparation may be necessary to prepare
a client with escape plans for the most probable high-risk situations. Finally, if neither
avoidance or escape is possible, delay of action may be a ﬁnal stop-gap measure to buy time
until escape is possible.

Coping Skills
Once the high-risk situations have been identiﬁed, the client can then be taught to respond
to these situational cues as discriminative stimuli (“highway signs”) for behavior change.
The cornerstone of the RPT approach to maintaining behavior change is coping skills training (e.g. Chaney, O’Leary & Marlatt, 1978). For clients whose coping responses are blocked
by fear or anxiety, the therapist should attempt to disinhibit the behavior through an appropriate anxiety-reduction procedure, such as systematic desensitization or general relaxation
training. For clients who show deﬁciencies in their coping skills repertoire, however, the
therapist attempts to teach them new coping skills, using a systematic and structured
approach. The RPT approach combines training in general problem-solving ability with
speciﬁc skill training focused on the client’s unique challenges and resources. Adopting a
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problem-solving orientation to stressful situations (D’Zurilla & Goldfried, 1971) gives
clients greater ﬂexibility and adaptability in new problem situations, rather than having to
rely solely on the rote learning of a number of discrete skills that may or may not generalize across various settings and situations. Coping skills training methods incorporate
components of direct instruction, modeling, behavioral rehearsal, therapist coaching and
feedback from the therapist.

Relapse Rehearsal
Sometimes a therapist and a client can do coping skills training in vivo, in which the therapist accompanies the client while he/she is exposed to high-risk situations in real-life settings. However, the therapist can also make use of imagery or role-plays to represent the
high-risk situation. This procedure, called relapse rehearsal, is similar to the relapse fantasy
technique mentioned earlier. In the relapse rehearsal procedure, the therapist goes beyond
the imagined scenario of relapse to include scenes in which the client can imagine or practice engaging in appropriate coping responses. This behavioral procedure, known as covert
modeling, can also be used to help clients cope with their reactions to a lapse. Relapse
rehearsal can be extended into a role-playing procedure, either in individual therapy or in
the context of RPT group work.

Stress Management
In addition to teaching the clients to respond effectively when confronted with speciﬁc highrisk situations, there are a number of additional relaxation training and stress management
procedures the therapist can draw upon to increase the client’s overall capacity to cope.
Relaxation training may provide the client with an increased perception of control overall,
thereby reducing the stress “load” that any given situation may pose for the individual.
Such procedures as progressive muscle relaxation training, meditation, exercise and various
stress management techniques are extremely useful in aiding the client to cope more effectively with the hassles and demands of daily life.

Assessing Self-efﬁcacy
The Drug-Taking Conﬁdence Questionnaire (DTCQ) (Annis, Sklar & Turner, 1997a) is
available to measure a client’s conﬁdence in avoiding heavy drinking or drug use across
the same eight high-risk categories and 50 speciﬁc risk situations included in the IDTS.
Clients using the DTCQ are asked to imagine themselves in each of the 50 risky situations
and to indicate on an accompanying scale how conﬁdent they are that they would be able
to resist the urge to drink heavily or use a speciﬁc drug. Studies of clients’ conﬁdence in
coping with risky situations have found that clients are less likely to relapse in situations
where they have a high level of conﬁdence in their ability to cope. The DTCQ allows therapists to gauge a client’s self-efﬁcacy in coping with high-risk situations at different stages
in the treatment process, providing a measure of the client’s progress.

Enhancing Self-efﬁcacy
In terms of the relapse prevention model, self-efﬁcacy refers to the judgments or expectations about one’s capacity to cope with speciﬁc high-risk situations. Until a high-risk situation is encountered, there is little threat to this perception of control, since urges and
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temptations are minimal or absent. If a coping response is successfully performed, the individual’s judgment of efﬁcacy will be strengthened for coping with similar situations as they
arise on subsequent occasions. Guided imagery can be used to enhance efﬁcacy in a manner
similar to relapse rehearsal. In this procedure, the therapist gently guides the client who is
experiencing anxiety or having trouble generating successful coping strategies with subtle
prompts that can later be internalized by the client. Efﬁcacy-enhancing imagery is used to
augment coping skills training and to assess the client’s current level of self-efﬁcacy and
coping skills mastery.

Challenging Positive Outcome Expectancies
Positive outcome expectancies for the immediate effects of alcohol play an inﬂuential
role in the relapse process. As a reminder of its potent effects, this phenomenon is called
the problem of immediate gratiﬁcation or PIG. The image of a hungry and insatiable
PIG provides clients with a vivid reminder of the costs of impulsive consumption.
Education about both the immediate and delayed effects of alcohol use may help offset
the tendency to exaggerate the positive effects of drinking and to minimize its negative
effects. A decision matrix can be an important resource to reduce the PIG phenomenon
and the myopia of having outcome expectancies that focus only on the immediate positive
effects of drinking. The decision matrix cells concerning both immediate and long-term
effects of drinking or not drinking can serve as a potent reminder that alcohol use has
its costs.

Coping with Lapses and the AVE
The occurrence of a lapse, while not a catastrophe, cannot be viewed as a totally harmless
event. It is a moment of crisis that combines both danger and opportunity, with the most
dangerous period immediately following the slip. There are several recommended strategies, or relapse emergency procedures, to employ whenever a lapse occurs. These can be
presented to clients in summary form by the use of a reminder card that should be kept
handy in the event that a lapse occurs. Since speciﬁc coping strategies will vary from client
to client, therapists may wish to help a particular client prepare an individualized reminder
card that ﬁts that person’s unique set of vulnerabilities and resources.
The following strategies for coping with lapse and the AVE are adapted from Relapse
Prevention (Marlatt & Gordon, 1985):
1.

Stop, look and listen. The ﬁrst thing to do when a lapse occurs is to stop the ongoing
ﬂow of events and to look and listen to what is happening. The lapse is a warning signal
indicating that you are in danger.
2. Keep calm. The ﬁrst reaction to a lapse may be one of feeling guilty and blaming oneself
for what has happened. This is a normal reaction and is to be expected. Give yourself
enough time to allow this reaction to arise and to pass away, just like an ocean wave
that builds in strength, peaks at a crest, and then ebbs away.
3. Renew your commitment. After a lapse, the most difﬁcult problem to deal with is motivation. You may feel like giving up. Think back over the reasons why you decided to
change your behavior in the ﬁrst place. Renew your commitment.
4. Review the situation leading up to the lapse. Don’t yield to the tendency to blame
yourself for what happened. Instead, look at the slip as a speciﬁc unique event. Ask
yourself the following questions. What events led up to the slip? Were there any early
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warning signals that preceded the lapse? What was the nature of the high-risk situation that triggered the slip?
5. Implement your plan for recovery. After a slip, you must turn your renewed commitment into a plan of action to be carried out immediately. First, get rid of all alcohol or
other stimuli associated with drinking. Second, remove yourself from the high-risk situation if at all possible. If necessary, ﬁnd an alternative means of gratifying your need for
satisfactions.
6. Ask for help. Make it easier on yourself if you ﬁnd that you need help: ask for it! Ask
your friends who are present to help in any way they can. If you are alone, call your
therapist or AA sponsor and seek out their assistance and support. If you know about
a crisis center, give them a call for assistance.
After the lapse has occurred, the client should be reassured that the therapist or RPT
group will not censure or blame him/her for the mistake, as often occurs in traditional programs. Instead, clients should receive compassion and understanding, along with encouragement to learn everything possible about how to cope with similar situations in the future
through a thorough debrieﬁng of the lapse and its consequences. Clients are taught to
review the details of the events and thoughts that led to the high-risk situation, to develop
and practice new coping responses that are likely to be more effective in future situations,
and to reframe their reactions to the slip as an error that is correctable with effort on their
part and not as a sign of failure or moral weakness.

GLOBAL RPT INTERVENTION STRATEGIES
Providing clients with behavioral coping skills training and cognitive strategies to effectively cope with high-risk situations and lapses is vital to the success of any relapse prevention program. However, simply teaching clients to cope with one high-risk situation
after another is not enough for long-term success in habit change. Even if every situation
could be identiﬁed, teaching the client to cope effectively with each situation is likely to be
time consuming and inefﬁcient. In addition, the coping skills training and cognitive therapy
procedures previously described are, by necessity, speciﬁc to the situations encountered and
their unique cognitive and emotional consequences. In order to develop a more comprehensive and effective program of habit change, it is necessary to: (a) help the clients develop
a more balanced life-style in order to increase their overall capacity to cope with stress, as
well as incrementally to increase self-efﬁcacy; and (b) teach clients how to identify and
anticipate the early warning signals that preceded exposure to high-risk situations and to
implement coping strategies designed to reduce the probability of a lapse or a relapse
(Figure 6.4).

Assessment of Life-style Balance
As stated earlier, the degree of balance or imbalance in a person’s daily life has a signiﬁcant impact on the desire for indulgence and immediate gratiﬁcation. The ﬁrst step in applying global RPT intervention strategies is to assess the client’s quality of life with a focus
on areas of life-style imbalance. A good place to start assessing life-style balance is by
paying attention to the areas of life previously mentioned by the client. Areas to explore
include, but are not limited to: physical health, including chronic illness; exercise and nutrition; psychological health, including co-occurring psychological conditions, such as DSMIV Axis I disorders and DSM-IV Axis II disorders; interpersonal factors, including family
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Figure 6.4 Global relapse prevention therapy intervention strategies

dynamics and the extent and quality of other social support; employment, including job
satisfaction and security; the client’s current ﬁnancial situation, including savings and debt;
and the client’s spiritual beliefs and practices. In addition to clinical interviews, two lifestyle questionnaires designed for use in substance abuse treatment are available: The Health
and Daily Living Form and the Lifestyle Assessment Questionnaire (Murphy & Impara,
1996). Both instruments can be used as therapist-administered structured interviews or as
self-report questionnaires.

Increasing Life-style Balance
Once life-style imbalance has been assessed and its implications have been thoroughly discussed with the client, a comprehensive self-management program to improve the client’s
overall life-style and to increase his/her capacity to cope with the experience of more pervasive stress factors is begun. Life-style modiﬁcation procedures are designed to identify
and circumvent the covert antecedents of relapse that set up exposure to high-risk situations and to promote life-long habit change to create greater mental, emotional, physical
and spiritual well-being.
The speciﬁc life-style modiﬁcations recommended in the RPT approach depend on the
client’s unique needs and abilities.A program of exercise, meditation, enhanced social activities, or weekly massages to reduce muscle tension are among the many possibilities. Some
clients are simply encouraged to create some time and space in their daily routine for discretionary activities to reduce stress and enhance pleasure.

Coping with the Desire for Indulgence: Substitute Indulgences
As life-style imbalance is likely to create a desire for indulgence, one effective strategy
is to search for activities that might be substitute indulgences that are not harmful or
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addictive. In this regard, Glasser (1974) has described behaviors such as excessive drinking
and drug abuse as negative addictions that initially feel good, but produce long-term harm.
Conversely, Glasser describes “positive addictions” (e.g. running, meditation, hiking,
hobbies) as producing short-term discomfort or even pain while creating long-term beneﬁts to physical health and to psychological well-being. Positive addictions often become
wants as clients begin to gain mastery and look forward to engaging in these activities as
a source of pleasure. An added beneﬁt of positive addictions is that they often involve
developing new skills and social relationships, which may increase a person’s self-efﬁcacy
and create social networks with peers who model and support a healthy life-style.

Coping with Craving for Alcohol and Urges to Drink
Stimulus Control
Despite one’s best attempts to modify life-style and to learn and practice positive addictions and substitute indulgences, occasional urges and cravings do arise. Quite often, urges
and craving are conditioned responses triggered by external cues, such as the sight of others
engaged in drinking. The frequency of these externally triggered urges and craving can be
reduced by using stimulus control techniques designed to minimize exposure to these cues.
In some circumstances, simply avoiding the situation is the best strategy. Using a highway
metaphor for habit change, avoidance strategies can serve as an emergency detour allowing the client to escape exposure by a last-minute defensive maneuver. Later, when coping
skills are better learned and more effective, it may be less dangerous to venture down that
high-risk road. In any case, viable avoidance strategies may serve a person well for a time
and enhance his/her sense of self-efﬁcacy and personal choice while more sophisticated
coping strategies are being learned.

Cue Exposure
Stimulus control techniques such as avoidance are at best short-term solutions to the
challenges posed by urges and craving. Eventually, the client will have to learn and master
effective techniques to cope with these tempting situations. One approach in this regard is
cue exposure (Drummond et al., 1995). Traditional treatment programs do everything they
can to minimize or eliminate all tempting stimuli from the protected environment of the
therapeutic setting. Without preparation or warning, exposure to cues associated with
addictive behaviors can be an overwhelming and discouraging experience and is often
interpreted by the client as an indication that the treatment has failed or that treatment
effects have worn off. Cue exposure treatments administered in either analog situations or
in vivo can assist clients to avoid lapse when they cannot avoid drinking cues.

Coping Imagery
In addition to contemporary approaches, such as cue exposure, it is often helpful when
teaching clients to cope with urges and craving to emphasize that the discomfort and agitation associated with these conditioned internal sensations is expected and natural. Most
people have the mistaken idea that once an urge or craving begins, it will increase in intensity until drinking occurs. In helping clients to cope with the seemingly overwhelming power
of growing urges and craving, it is helpful to teach them that these conditioned responses
will rise in intensity, reach a peak, and then subside. In this respect, urges and craving can
be compared to waves on the ocean; they rise, they crest, and then they fall, in a repeated
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cycle. Urge surﬁng uses the wave metaphor to help clients gain control over these seemingly unmanageable events. The client is taught to label these urges or craving as an ocean
wave that reaches a peak, crests, and then subsides. Clients visualize learning to “ride the
wave” through the peak experience of craving to its eventual decline. Clients are initially
taught the urge surﬁng technique through guided imagery and then encouraged to try it on
their own whenever they are exposed to alcohol cues.

Self-monitoring
Another way to foster detachment and disidentiﬁcation with urges and craving is to have
clients use self-monitoring procedures to keep track of these experiences. The craving diary
is a technique used in a number of RPT programs to gain information and to help cope
with craving. The client is asked to keep track of the internal and external cues that stimulated a craving, his/her mood, the strength of the craving, how long it lasted, coping skills
used, and how successful or unsuccessful these coping strategies were.

Craving Cards
Just as a reminder card is used to automate the client’s emergency response to a lapse,
craving cards are designed to help clients cope with intense urges and cravings at a time
when they may have trouble generating adaptive thoughts and behavioral coping skills.
These cards include both general and speciﬁc suggestions for how the client can survive
an urge and craving emergency without a lapse. A sample card might include tips on
recognizing and labeling cravings, brief instructions for relaxation techniques, positive selfstatements that encourage continued abstinence, tips on how to use distraction and incompatible responses, an abbreviated decision balance sheet, and emergency escape directions,
including phone numbers of individuals willing to offer social support.

Coping with Cognitive Distortions
Urges and cravings usually do not operate at a conscious level, but are likely to be masked
by the cognitive distortions and defense mechanisms described in the discussion of covert
antecedents of high-risk situations. As such, these dimly perceived sensations and strong
emotions fueled with forbidden desires set up the possibility of relapse by allowing for
apparently irrelevant decisions (AIDs) to bring the person closer to exposure to a high-risk
situation. Teaching clients to become vigilant for these early warning signals and to engage
in explicit self-talk that questions their motivations and intentions can help them to recognize and acknowledge the direct relevance of these AIDs to the increased risk of relapse.
By acknowledging to oneself that these mini-decisions actually represent urges and craving
to return to excessive drinking, one is better able to recognize them as early warning signals
on the road to relapse. Deliberately labeling the true nature of urges and craving before
they motivate apparently irrelevant decisions is a good way to foster detachment and a
stronger sense of self-efﬁcacy.

EMPIRICAL SUPPORT FOR
RELAPSE PREVENTION THERAPY
In this section, we will described two reviews which provide evidence for the therapeutic
efﬁcacy of treatments derived from the RPT model in their ability to effectively help clients
overcome alcohol dependence and other addictive behavioral problems.
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Carroll (1996) reviewed more than 24 randomized controlled trials evaluating the effectiveness of RPT as a psychosocial treatment for substance abuse. Her selection criteria
included “only those randomized controlled trials that evaluated a treatment approach
deﬁned as relapse prevention or evaluated a coping skills approach that explicitly invoked
the work of Marlatt” (Carroll, 1996, p. 46). After reviewing these studies, Carroll concluded:
Across different substances of abuse, there is evidence for the effectiveness on substance
use outcomes for relapse prevention over no-treatment control conditions, mixed ﬁndings
when compared with attention and discussion control conditions, and ﬁndings that relapse
prevention appears comparable, but not better than, other active treatments. (Carroll, 1996,
p. 51).

In her review, Carroll (1996) discusses three areas that emerged as having particular
promise for the effective application of RPT. First, Carroll notes that while RPT may not
always prevent relapse better than other active treatments, several investigations suggest
that RPT is more effective than available alternatives in relapse management (i.e. reducing the intensity of lapse episodes if they do occur). Second, numerous studies, especially
those comparing RPT to other psychotherapies, have found RPT to be particularly effective at maintaining treatment effects over long-term follow-up measurement. In addition,
Carroll’s review suggests the presence of what she calls “delayed emergence of effects for
relapse prevention”, in which clients actually improve in coping ability over time (Carroll,
1996, p. 52). Finally, Carroll (1996) suggests that relapse prevention may be most effective
“for more impaired substance abusers, including those with more severe levels of substance
abuse, greater levels of negative affect, and greater perceived deﬁcits in coping skills”
(Carroll, 1996, p. 52).
Narrative reviews of substance abuse treatment studies, such as the one by Carroll
(1996), serve a useful purpose for both researchers and clinicians, but conclusions from
descriptive analysis are not readily quantiﬁed and may be subject to various interpretations. On the other hand, meta-analytic reviews of treatment outcome studies use
statistical techniques to measure and quantify treatment effects, allowing more precise
comparisons and conclusions regarding the relative effectiveness of different treatment
alternatives (Lipsey & Wilson, 1993). A meta-analytic review of the efﬁcacy of Relapse
Prevention Therapy has been recently completed and will be summarized below.
Irvin, Bowers, Dunn & Wang (1999) selected 17 controlled studies with 72 hypotheses
in order to evaluate the overall effectiveness of RPT as a substance abuse treatment and
to identify moderator variables that may reliably impact the outcome of treatment. Six
moderator variables were studied: treatment modality; theoretical orientation of prior
therapy delivered before relapse prevention; treatment setting; type of outcome measure
used to determine effectiveness; medication as an adjunct to relapse prevention; and ﬁnally,
type of substance use disorder treated by the RPT interventions.
In their discussion of the results of the meta-analytic review of RPT outcome studies,
Irvin et al. (1999) conclude that “relapse prevention is highly effective for both alcohol-use
and substance-use disorders”. They go on to say that the effect size for this ﬁnding was signiﬁcant and the available evidence indicates the overall effectiveness of RPT as a substance
abuse treatment for both habit cessation and maintenance. Additionally, relapse prevention appears to be most effective when applied to alcohol or poly-substance use disorders,
combined with adjunctive use of medications, and when evaluated immediately following
treatment using uncontrolled pre–post tests (Irvin et al., 1999). These two treatment
outcome reviews provide encouraging evidence on the effectiveness of RPT as a treatment
for alcohol problems. Overall, RPT appears to be a promising intervention for use in
alcohol and substance abuse treatment.
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Marlatt, G.A. & Gordon, J.R. (1985). Relapse Prevention: Maintenance Strategies in the
Treatment of Addictive Behaviors. New York: Guilford.
Part I of this book presents a detailed exposition of the relapse prevention model
that forms the basis of RPT. Part II presents application of RPT with speciﬁc addictive
behaviors such as alcohol, smoking, and weight control. This is still the most complete
presentation of RPT in print.
Wanigaratne, S., Wallace, W., Pullin, J., Keaney, F. & Farmer R. (1990). Relapse Prevention
for Addictive Behaviors: A Manual for Therapists.
This manual is a practical introductory guide to conducting RPT with any type of addictive behavior. Written in a clear and engaging style, it presents an overview of the relapse
prevention model as well as descriptions of how to implement both speciﬁc and global
RPT interventions for individuals or groups.
Annis, H.M., Herie, M.A. & Watkin-Merek, L. (1996). Structured Relapse Prevention: An
Outpatient Counselling Approach. Toronto: Addiction Research Foundation of Ontario.
A treatment manual and videotape developed by Helen Annis and her colleagues at
the Addiction Research Foundation that presents a systematic protocol for use in
outpatient settings. The ﬁve major components of SRP include assessment, motivational interviewing, treatment planning, initiation of change and maintenance of
change.
Annis, H.M., Turner, N.E. & Sklar, S.M. (1997). IDTS: Inventory of Drug-Taking
Situations. Toronto: Addiction Research Foundation of Ontario.
This manual provides guidelines for using the IDTS, which assesses a client’s most problematic triggers for relapse based on the taxonomy of high-risk situations developed by
Marlatt. The IDTS is available as a paper and pencil questionnaire or as computerized
software.
Swanson, J. & Cooper, A. (1994). The Complete Relapse Prevention Skills Program.
This program based on the RPT model offers clinicians and clients a package of userfriendly yet sophisticated tools to prevent and manage relapse. The program includes
an integrated set of clinician’s guides as well as client pamphlets, workbooks and
videotapes.
Roberts, L.J., Shaner, A. & Eckman, T. (1999). Overcoming Addictions: Skills Training for
People with Schizophrenia.
A therapist manual with accompanying video offering a step-by-step approach to RPT
with clients presenting with co-occurring substance use and mental disorders. The best
resource currently available for RPT coping skills training.
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Synopsis
This chapter begins with the context in which motivational interviewing was developed: the
often conﬂict-ridden encounters in alcohol counselling in which poor motivation, denial and
resistance were viewed as ingrained qualities of clients themselves. A psychologist trained in
client-centred counselling, William R. Miller, developed the hypothesis that the way clients
were spoken to could either enhance or minimize motivation to change. The method that
emerged provided counsellors with the skills to reduce resistance and explore the uncertainty
about change (ambivalence) so common among problem drinkers. It is guided by the notion
that motivation to change should not be imposed from without, in the form of counsellor
arguments for change, but elicited from within the client. This chapter outlines the practice
of motivational interviewing, starting with three central concepts—readiness, ambivalence
and resistance. It then turns to the principles and three core skill areas—empathic listening,
eliciting self-motivating statements and responding to resistance. The chapter concludes with
a brief review of research evidence and a discussion of the opportunities and limitations of
motivational interviewing.

Every therapist knows that motivation is a vital element of change. Nowhere is this clearer than
in the treatment of addictive behaviours, which are, if one thinks about it, fundamentally motivational problems. Addictive behaviours are by deﬁnition highly motivated, in that they persist
against an accumulating tide of aversive consequences. When one continues to act despite great
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personal risk and cost, something is overriding common sense. In the context of war, we call it
bravery or heroism. In the context of pleasure, we call it addiction (Miller, 1998).

It is a common experience for alcohol counsellors to sigh at the inability of clients to change
their lives. Conversations about them abound with frustration—about the hardships they
face in the outside world and about difﬁcult encounters in the consulting room. Traditionally, lack of progress in alcohol treatment has been attributed to client failings, with lack of
motivation often seen as the main culprit. The counsellor, often with a clear sense of where
the client is going wrong, tries to steer the person in the right direction. The response is
often passivity, disagreement or outright denial.
Motivational interviewing presents the counsellor with a quite different perspective: low
motivation is not just a client problem but a shifting state that is very sensitive to the behaviour of the counsellor. Progress in counselling is more likely to occur if the client is given
room to breathe, if motivation to change is not imposed from without, but elicited from
within in an atmosphere free of conﬂict. How these tasks are achieved is the subject of this
chapter, the principal aims of which are to describe the origins and content of motivational
interviewing and to brieﬂy consider some new directions for practice and research.

THE ORIGINS OF MOTIVATIONAL INTERVIEWING
When a client says, “. . . you don’t seem to understand, it’s not just the alcohol, it’s my marriage as well . . .”, how should a counsellor respond? How might the counsellor inﬂuence
the course of the conversation to the satisfaction of both parties?
It was questions like these that were asked by a group of clinicians in the early 1980s in
seminars with William R. Miller in Bergen, Norway. The answers pointed to something
which was quite different to everyday practice in addiction treatment at the time, particularly in North America: instead of attributing client resistance and poor motivation to the
client, Miller, a client-centred psychotherapist, suggested that a confrontational interviewing style could enhance and reinforce these problems. Stated positively, the counsellor could
use empathic listening to minimize resistance and increase motivation for change. What
emerged was an outline of motivational interviewing (Miller, 1983) which must have struck
a chord in the ﬁeld. Ten to 15 years later, this variant of client-centred counselling had
become one of the most popular approaches to the treatment of alcohol problems. The
method was subsequently revised and enlarged (Miller & Rollnick, 1991), a research base
emerged, and attempts were made to adapt the method to other client groups and settings.
There are numerous unanswered questions about the effective ingredients of motivational
interviewing and its relation to other treatment approaches. Nevertheless, its central principle, that motivation to change should be elicited from people, not somehow imposed on
them, has clearly proved useful in a treatment culture with a history of sometimes coercive
solutions to the problem of the unmotivated problem drinker.

THE DEFINITION AND SPIRIT OF MOTIVATIONAL
INTERVIEWING
Motivational interviewing has been described as a counselling style (Rollnick & Miller,
1995). Matters of technique have thus been rendered secondary to an atmosphere of constructive conversation about behaviour change, in which the counsellor uses empathic listening initially to understand the client’s perspective and minimize resistance. Upon this
foundation of respectful collaboration, strategies and techniques are used to explore the
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person’s values and goals and their relation to the addictive problem, and to elicit motivation for change from the client. The method, however, is confrontational. Whereas in traditional alcohol counselling the confrontation often was overt, in motivational interviewing
the confrontation is intended to arise within the client, not between the parties to the conversation. Such discomﬁture increases the probability of change, providing certain other
conditions support change.
This activity is not viewed as equivalent to non-directive counselling; it also involves
being directive. Counsellors need to provide clear structure to the session. They frequently
also have a clear view about what direction they would like the client to take. Typically this
involves gently coaching the client to explore the conﬂicts and contradictions so prevalent
in addiction problems. By summarizing these for the client, and giving the person room to
reﬂect, it is assumed that motivation to change is more likely to be enhanced. The deﬁnition of motivational interviewing provided by Rollnick & Miller (1995) is: a directive, clientcentred counselling style for eliciting behaviour change by helping clients explore and resolve
ambivalence. Before turning to the more technical “how to” aspects of motivational interviewing, the use of this counselling style will be illustrated with reference to three concepts
that have guided the development of the method. Awareness of them ensures that the
method is viewed, not as a set of techniques, but as a skilful listening task in the ﬁrst
instance.

Three Useful Concepts
Readiness
One useful way to view motivation is as a state of readiness to change, which ﬂuctuates and
can be inﬂuenced by others (Miller & Rollnick, 1991). The stages of change model
(DiClemente & Prochaska, 1998), which emerged almost simultaneously with motivational
interviewing, provided a construct, readiness to change, which proved useful for the understanding and conduct of a motivational interviewing session. There are a number of ways
of conceptualizing readiness. One is to think in terms of stages of change, as Prochaska &
DiClemente (1998) have done. Despite debates about its measurement and scientiﬁc status
(see Davidson, 1998), this stage-based framework has been a source of inspiration to counsellors because it indicates that people have different needs, depending on their stage of
change, and that simply moving stages during counselling might be beneﬁcial. Another way
of conceptualizing readiness is to view it as a continuum (Rollnick, 1998). Although obviously oversimpliﬁed, with no reference being made to a circular process, the notion of a
continuum of readiness highlights the need to maintain congruence with the client’s readiness on an ongoing basis in counselling (Rollnick et al., 1999). Moreover, jump ahead of
the client and resistance will be the outcome.
Counsellor awareness of shifting readiness is invaluable for the skilful use of motivational interviewing. The therapist’s role is to keep in step with the client. In this difﬁcult
terrain, either party, with equal ease and suddenness, might lose his/her footing. Debates
on the purpose of the counselling, the route to be taken, doubts about the importance of
the goal and one’s capacity to reach it, all serve to make the task ever more fraught. Not
only is the client usually cautious but the counsellor, often with limited time for the journey,
may run ahead of the client’s readiness, shouting encouragement and entreaties backwards
across an ever-broadening gulf. If the gulf becomes too great, the conversation, in all but
name, is ended, and it is not uncommon for both parties to blame the other for failure and
wasting time. It is sensitivity to readiness that enables the so-called resistance behaviours
of the client to be kept to a minimum and for rapport to be sustained through difﬁcult pas-

108

S. ROLLNICK AND J. ALLISON

sages. In motivational interviewing, the counsellor always walks beside the client, in step
with his/her readiness to change.

Ambivalence
This concept was placed at the centre of the description of motivational interviewing
(Miller & Rollnick, 1991) because it provided counsellors with a conceptual anchor for
dealing with the uncertainty about behaviour change that pervades so many counselling
sessions. If change is a process, and if all change is preceded by some degree of ambivalence, then ambivalence is a normal and deﬁning state endured by all in degrees. It is doubtless the case that change is not made without inconvenience, even from worse to better.
Such inconvenience may be hard to comprehend from the perspective of the outsider, especially when the behaviour is perceived by others as problematic and therefore surely troublesome to the individual. But for the person with the “problematic” behaviour, change
may be effortful and enervating, not least because it may demand a reconﬁguration of
beliefs concerning the particular role that the behaviour fulﬁls and its attendant value. As
Miller has noted in conversation with an “ambivalent client”, “. . . it’s almost like giving up
a part of yourself, in a way, to think about changing . . . it’s offensive to think about that
because it’s like sacriﬁcing part of who you’ve become . . . (it’s) . . . a letting go of something that (is) dear to you . . .” (Miller, Rollnick & Moyers, 1998). It is the inter-relationship
of ambivalence about change and the client’s goals and core values that is the substance of
motivational interviewing.
Where problematic alcohol use is the focus of discussion, many conversations about
change demand a period of discomforting ambivalence wherein the client may feel a
range of emotions perhaps hitherto unrecognized and inexperienced. To feel, at once, that,
“I don’t want to and I want to!” is both the source of immobilization and mobilization. It
is the problem and the solution; it is the explanation of inaction and the seed of action.
To increase the probability of change—the client’s readiness—the counsellor’s task is to
encourage the client to change the balance of “weights” from one clause, “I don’t want to
. . .” to the other, “I want to . . .”; to shift commitment from one posture to the other. In
motivational interviewing the shift is attempted by harnessing the client’s own motivation,
by gentle coaching, not by using a clever argument or therapeutic technique. It is the client
who is encouraged to express a recognition of problems and express concern about
these problems, who talks with determination to make changes and with hope and optimism in his/her own ability to achieve his/her goals; these are the cognitive, affective and
behavioural domains of motivation for change. Clients hear themselves articulating a
desire for change—not the counsellor’s words, but theirs. In traditional alcohol counselling,
many a counsellor has fallen into the trap of overtly taking sides, of trying to persuade
an ambivalent client about the advantages of change or about the dangers of continued
drinking. The outcome is often a more entrenched client who defends the “no change”
position with even greater authority. Motivational interviewing provides a counselling
style that avoids this problem of postural confrontation and helps, ﬁrst, the counsellor to
avoid eliciting defensiveness whilst maintaining direction and, second, the client to
explore his/her ambivalence about change without experiencing the process as hostile and
insensitive.
For many clients, the experience of hearing themselves exploring personal discrepancies
out loud provokes strong emotions; for some, such turmoil is so disturbing and painful that
a strong desire to quickly re-establish a sense of internal continuity results in attempts to
“ﬁght back”, using the counsellor as a foil. During this period of heightened ambivalence,
the counsellor’s overarching need is, in one sense, to remove him/herself from the debate, to
distance him/herself from the client’s competing voices. The role and tasks of a “chair” are
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most apt here. Particularly through the skilful employment of reﬂection, the counsellor moderates the articulated “voices” of the client, acknowledging the many divergent viewpoints.

Resistance
The connection between expressions of ambivalence and resistance can be illustrated thus;
the client says, “I’d like to do it, but I can’t”; to which the counsellor responds, “But if you
succeeded for a month last time, maybe you can do better this time?”; to which the clients
replies, “Yes, but I can’t because . . .”. The conversation then continues, ad nauseam, in a
spiral of wills, the two combatants locked as wrestlers until one party is exhausted and
submits. Such activity has little connection with effective addiction counselling and certainly no similarity in style with motivational interviewing.
What is resistance? In the description of motivational interviewing, resistance is viewed
as observable behaviour that arises when the counsellor loses demonstrable congruence
with the client (Miller & Rollnick, 1991). In short, in its most active form, it is often a consequence of counsellor behaviour and therefore amenable to change—provided that the
counsellor understands the dynamic process in which he/she is engaged. Resistance may be
conceived of as a general reluctance to make progress, or as opposition to the counsellor
or what the counsellor thinks is best, or as the client’s expectations as to the posture of the
agency the counsellor represents, or even, more traditionally, as “denial”. Conceived of
another way—from the position and perspective of the client—resistance might be viewed
as we might view resistance movements in war: as an heroic defence and counteraction to
a perceived or quite palpable threat. What might the client be defending or maintaining?
His/her self-esteem, personal values or the articulating of a particularly important
opinion—one, perhaps, that expresses a core belief held dear by the client. Most commonly,
the threat is an injunction, not always expressly stated but felt nonetheless, “Think differently, act differently!” Such injunctions rarely elicit the response, “Of course, whatever you
say. You’re absolutely right”. Responding constructively to rapport damaged by miscommunication and confusion is particularly important in the early stages of counselling. This
skill is at the heart of motivational interviewing.

THE PRACTICE OF MOTIVATIONAL INTERVIEWING
Principles
Express Empathy
Empathic listening is the fundamental principle that ensures that the counsellor remains
in step with the needs and aspirations of the client. Its practice, enhanced considerably by
the use of reﬂective listening, involves both simple summary statements, designed to ensure
parity with the client, and more complex statements that enable the skilled counsellor to
gently but directively highlight elements of the client’s dilemma that might encourage resolution of ambivalence.

Roll with Resistance
This principle highlights the need to avoid non-constructive conversations, which resemble
a battle of wills. Guidance is provided in the outline of motivational interviewing about
how to achieve greater harmony in the counselling session.
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Support Self-efﬁcacy
There is strong research support for the importance of self-efﬁcacy as a predictor of success
in changing behaviour (Miller & Rollnick, 1991). Put simply, developing a sense that, “I can
cope in this situation” and “I will do this in that difﬁcult situation” will be of beneﬁt to
clients. In a motivational interviewing session, emphasis is placed on eliciting this inner conviction, rather than imposing it from without. This does not mean that the counsellor cannot
make suggestions. Rather, suggestions are made and speciﬁc problems discussed in the
context of a brainstorming session in which the client is encouraged to take charge of decision making.

Develop Discrepancy
In the exploration of the client’s personal values and aspirations for the future, a particular state of discomfort, termed discrepancy, can arise from the contrast between what the
person wants from life and the self-destructive nature of the addiction problem. “I like the
drink but it’s getting me nowhere and tearing my life apart. I have no future”, is a common
expression from the exasperated client in addiction counselling. In motivational interviewing this kind of discomforting realization is not viewed as a problem to be avoided,
but as something that can be a catalyst for change. The development of the discrepancy
principle is not a pointer to the use of clever technique for creating discomfort, but to the
value of allowing clients to see how the problem might be at odds with what is dear to them
and their hopes for the future. Its practice requires a sensitivity and ability to empathize
that is critical for avoiding the ethical challenge that therapy should not be making clients
feel uncomfortable. A useful protective guideline can be phrased thus: the more discrepancy is deployed, the deeper should be the quality of empathic listening.

The Method
Empathic Listening Skills
These skills form the basis of motivational interviewing. Deﬁnitions of open questions,
afﬁrmation, summarizing and reﬂective listening can be found in Miller & Rollnick (1991).
Reﬂective listening is the principal vehicle for conveying empathy with the client and
the most amenable to skilful use. Discussion about ambivalence, decision-making and
behaviour change can be fraught with tension, both between and within the two parties
involved. The use of simple reﬂective listening can ensure that the client feels understood
in the often confusing discussion that takes place. A guideline suggested by practitioners is
that one should aim to increase the proportion and accuracy of reﬂective listening statements and decrease the proportion of questions. The more thoughtful and understanding
is the practitioner, the more likely the patient is to become contemplative and, in doing so,
to make new connections. Disentangling conﬂicting motives is part of the task for both
parties.
In the example below, a client is engaged in talking about ambivalence. The counsellor’s
task is not to jump ahead to any other topic but merely to allow the client to explore this
conﬂict. Simple reﬂective listening statements are used to do this.
Counsellor: So what have you noticed about the effect of alcohol on your mood?
Client: It’s like my saviour, because you see it is sometimes the only time I really feel at
peace with myself, like really relaxed.
Counsellor: It comes over you and you feel so different.
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Client: Yes, and this goes on for a long time. There can be all hell breaking loose around
me and I won’t let it touch me.
Counsellor: It protects you from all sorts of troubles.
Client: For a while and then it’s like my punishment is not far away, like the time will
come when I feel upset, little things, and I get upset and even angry.
Counsellor: You get this lovely lift and you also get these darker moments.
Client: Exactly, but they don’t just last for a moment. You should see what I am like the
next day, I feel really down, like my life is a roller coaster of highs and lows, and the
drink is my master. I don’t like that.

Eliciting Self-motivating Statements (Change Talk)
This complex sounding task is really quite simple: instead of presenting arguments for
change to the client, the counsellor elicits these from the client.This is not a technical matter
of eliciting these statements and ignoring arguments for not changing, but of giving the
client time to express ambivalence free of distraction in an atmosphere in which the counsellor’s main task is to listen and understand. In the dialogue noted above, reﬂective listening was used to do just this, and the last statement from the client is a self-motivating
statement and an expression of concern about drinking.
More complex reﬂective listening statements (see Miller & Rollnick, 1991) have been
identiﬁed that assist the counsellor to extend, highlight or even redirect the focus of discussion. Thus, new meanings can be added to reﬂective statements, which amount to subtle
interpretations. Particularly useful is the double-sided reﬂection, where the counsellor looks
for contrasting feelings and captures them in a single brief statement; e.g. “So you feel like
it’s killing you sometimes, and it also gives you so much pleasure”.
It is in using these more complex reﬂections that an element of directiveness is added
to the encounter. One can, for example, highlight certain issues and not others, thus obliging the client to respond accordingly. How and when reﬂections are used in this way
depends on the speciﬁc circumstances and quality of the rapport between the parties. Some
counsellors argue that it is best to use simple reﬂections in the early part of a counselling
session and turn to more complex interpretations only when the rapport is strong enough.
In any event, a useful guideline is not to try to be clever in using artful reﬂections but to
track very carefully what the client is saying. Self-motivational statements usually emerge
quite naturally from this process.

Responding to Resistance
Responding constructively to resistance, which can be viewed as damaged rapport, is particularly important in the early stages of an encounter, when the possibilities for miscommunication are so common. Being frank about the counsellor’s role and motives, and then
focusing on the client’s agenda using reﬂective listening statements, can do a great deal to
diffuse tension and misunderstanding. One of the most common mistakes made by counsellors is to assume greater readiness to change than is felt by the client. Resistance will be
the outcome. Similar, and very common in the alcohol ﬁeld, is the tendency to focus on
alcohol at all costs, when the client is equally or more concerned about something else. The
outcome will be damaged rapport and disengagement.
Responding to resistance is not merely a technical matter. The counsellor’s attitude
should reﬂect acknowledgement of the client’s need to maintain dignity, self-respect
and to be heard and acknowledged. Upon this basis of respect, the counsellor responds to
resistance by coming alongside the client, thereby undermining the oppositional nature
of the interaction. Reﬂective listening is the most useful way of doing this. In the example
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below, the counsellor focuses on “an alcohol problem” to begin with, elicits defensiveness from an angry client in response and then repairs the damage using reﬂective
listening.
Counsellor: I understand that you have come to see me about your drinking, is that
correct?
Client: No it’s not. I thought that would happen here, like you go on just like my wife—
drinking, drinking, drinking, as if it’s all due to drinking. I tell you, if all you want to do
is talk about drinking, I may as well go home. It’s just a waste of my time. (A single misdirected closed question has earned the counsellor the reward of a battle. In the dialogue
that follows, the counsellor resists the temptation to argue back, and uses reﬂective listening to come alongside the client and diffuse the tension.)
Counsellor: For you, there’s a much bigger picture. It’s not just the alcohol that’s
bothering you.
Client: That’s right, because time and time again I get told that my drinking is a problem,
like it’s the only thing that matters.
Counsellor: Other things also matter and you don’t want them to be sidelined in our
meeting today.
Client: No that’s exactly right, I want to talk about other things as well.
Counsellor: Tell me, taking your time, about these other things.

Summary
There is more technical depth to the practice of motivational interviewing than described
above. However, at its heart is an attempt to have a quiet and constructive discussion about
change in which the client drives the process as much as possible. The counsellor will
actively look for opportunities to explore ambivalence about drinking and will try to understand what broader values and issues are important to the client. How the client’s aspirations coexist or conﬂict with the drinking problem will often provide the fuel for
decision-making and change.

THE RESEARCH BASE
Research on motivational interviewing initially focused on the use of this counselling style
when feeding back the results of a “Drinker’s Check-Up” assessment (Bien et al., 1993;
Brown & Miller, 1993; Miller et al., 1998). The generally positive results that emerged
have since been supplemented by other studies in other settings, e.g. among heroin users
(Saunders et al., 1995), heavy drinkers in a hospital setting (Heather et al., 1996) and smokers
in primary care (Butler et al., 1999). In Project MATCH, a brief four-session version of motivational interviewing turned out to be as effective as more intensive treatments for problem
drinkers (Project MATCH Research Group, 1997), although this study was largely unable
to establish how to match individual clients to different treatments. Studies outside the
addictions ﬁeld, e.g. among patients with diabetes (Smith et al., 1997), have also emerged.
The question, “Is motivational interviewing effective?” can be answered in different
ways. The Project MATCH ﬁndings clearly suggest that it is comparable in effectiveness to
two other standard approaches to treatment (cognitive-behavioural therapy and a twelvestep facilitation approach; see also Chapter 1, this volume). Fewer studies have compared
it to no treatment. In general health care settings, two studies have noted a tendency for
motivational interviewing to be effective among those designated as less ready to change
(Heather et al., 1996; Butler et al., 1999). However, little is known about what elements of
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the method are particularly effective. One study suggests that an effective element is the
absence of confrontational statements from the counsellor which elicit resistance and lead
to poorer client outcome (Miller, Beneﬁeld & Tonigan, 1993). Much of the uncertainty
about effective mechanisms and counsellor behaviour can be resolved by studying session
content as well as outcome. To this end, a number of attempts have been made to provide
researchers, clinicians and trainers with coding instruments for analysing recorded interviews. During the last few years, the MISC (Motivational Interviewing Skill Coding) and
more recently MISC 2.0, together with the 1-PASS Coding System, are revealing the signiﬁcant motivational features of conversations about change. Of perhaps greatest importance, psycholinguistics may well prove to be the critical framework, through the study of
client commitment language and its evocation, for developing more effective practice (for
details, see the MINT website).

OPPORTUNITIES AND LIMITATIONS
Despite the positive outcome of controlled trials and the apparent popularity of motivational interviewing, the commitment of counsellors to developing and extending their
empathic listening skills will be critical to its survival. Without this commitment, motivational interviewing could be mistakenly viewed or practised as a set of simple techniques
applied on or to clients. This approach is unlikely to be of enduring beneﬁt to the ﬁeld,
since it involves discarding the use of the one element of motivational interviewing,
empathic listening, which has stood the test of numerous research efforts. Until the acquisition of these listening skills is placed at the centre of pre-qualiﬁcation training for counsellors and emphasized throughout their professional development, motivational
interviewing will have a limited role in the ﬁeld of alcohol counselling.
Counsellors are usually taught different methods as relatively distinct entities, then left
to integrate them in everyday practice. Whether this is the most productive training strategy is an open question. It might be tempting to take the results of Project MATCH and
argue that, since there was little difference in effectiveness across treatments, there is a case
for integrating different methods into a single broad model of addiction counselling. The
ﬁndings of the UK Alcohol Treatment Trial (see Chapter 8, this volume) will certainly contribute to this debate. If there were to be a move towards integrating treatment approaches,
which is compatible with developments like the transtheoretical stages of change model
(Miller & Heather, 1998), motivational interviewing might serve as a useful base for such
a method.
Consultations and conversations about whether or not to change behaviour are obviously not unique to the addictions ﬁeld. Interest has been shown in using motivational interviewing to grapple with motivation challenges among, for example, patients with diabetes,
eating disorders, heart disease and clients in criminal justice and psychiatric settings. Often
however, consultation time is shorter in these settings, and practitioners have less experience of using empathic listening skills and less time to learn them. Attempts have therefore been made to simplify motivational interviewing while retaining its essential
client-centred foundation (see e.g. Rollnick et al., 1999).

CONCLUSION
If motivational interviewing has made a contribution to the alcohol ﬁeld, it has been the
realization that empathic listening can become a highly sophisticated skill, capable of
helping client and counsellor manoeuvre through the sometimes entangled jungle of mixed
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emotions, motivations and conﬂicts that lie at the heart of so many drinking problems.
Helping clients to ﬁnd out what they really want and value, and how alcohol ﬁts in, requires
a deftness of touch in the consulting room that motivational interviewing has attempted to
harness.

KEY WORKS AND SUGGESTIONS FOR
FURTHER READING
Last year, the second edition of the original and principal text on motivational interviewing was published (see Miller & Rollnick, 2002). This contains both a necessary reﬂection
by the originators on the previous ten years—in which a variety of developments are
discussed and adjustments to the “model” suggested—and contributions from thirty–ﬁve
clinicians, trainers and researchers from around the world on developments in the practice
and theory of MI. The text also contains a major review of the research literature.
The reader may also wish to examine the following:
Davies, P. (1979). Motivation, responsibility and sickness in the psychiatric treatment of
alcoholism. British Journal of Psychiatry, 134, 449–458.
Davies, P. (1981). Expectations and therapeutic practices in outpatient clinics for alcohol
problems. British Journal of Addiction, 76, 159–173.
These two papers by Davies provide a vivid account of what went on in traditional alcoholism treatment. They provided some of the impetus for developing motivational
interviewing.
Miller, W.R. & Heather, N. (Eds) (1998). Treating Addictive Behaviours, 2nd edn. New
York: Plenum.
This edited volume contains many useful reviews and critiques, including a detailed
examination of the stages of change model, a chapter on motivation by William R. Miller
and one on common processes across treatments by Stephen Rollnick.
Orford, J. (1985). Excessive Appetites: A Psychological View of Addictions. New York:
Wiley.
An interesting account of different behaviours to which people can become excessively
attached, with the concept of ambivalence close to the heart of the book.
www.motivationalinterview.org
A website produced by the International Motivational Interviewing Network of
Trainers (MINT), which contains updates on research, bibliography, news of training
events and a trainer’s newsletter.
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Chapter 8
Brief Interventions
Nick Heather
School of Psychology and Sports Sciences, Northumbria University,
Newcastle upon Tyne, UK
Synopsis
Brief interventions are not merely a passing fancy in the alcohol problems ﬁeld but a crucial
and permanent addition to the range of strategies used to combat alcohol-related harm. It is
important to distinguish between two classes of brief intervention—brief treatment and
opportunistic brief intervention. Brief treatment is offered to people who are seeking help for
an alcohol problem and is delivered in specialist treatment centres; opportunistic brief intervention is delivered among their other duties by generalist workers and is aimed at people
who must be identiﬁed as excessive drinkers in settings where they have attended for reasons
other than to seek help for an alcohol problem. Brief treatment is usually longer than opportunistic brief intervention, is aimed at problem drinkers with relatively more severe problems
and derives from an evidence base quite different from that applying to opportunistic brief
intervention. The latter is best seen as part of a public health approach to alcohol-related
harm.
Interest in brief treatment originated from trials of treatment for alcohol problems beginning in the 1970s, showing no differences in outcome between briefer and more intensive
modalities. Evidence in favour of brief treatment was greatly strengthened by the ﬁndings of
Project MATCH, which reported no clinically signiﬁcant differences in overall outcome
between a four-session treatment (Motivational Enhancement Therapy: MET) and two more
intensive, 12-session treatments. Project MATCH did report some client–treatment matches
that favoured the use of either MET or more intensive approaches. Questions relating to the
relative effectiveness and cost-effectiveness of brief and more intensive treatment are currently
being investigated in the UK Alcohol Treatment Trial. Perhaps the main potential of brief
treatment is its ability to deliver more cost-effective treatment programmes in times of limited
resources for health care funding and competition for these limited resources from different
branches of health care.
The Essential Handbook of Treatment and Prevention of Alcohol Problems. Edited by N. Heather and
T. Stockwell.
© 2004 John Wiley & Sons Ltd. ISBN 0-470-86296-3.
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The impetus for interest in opportunistic brief interventions against excessive drinking
comes partly from a trial reported in 1979 of brief advice on smoking cessation by general
medical practitioners (GPs). This showed that, if brief advice were routinely implemented by
GPs throughout the UK, the gains to public health would be enormous. A similar logic underpinned a series of trials of alcohol opportunistic brief intervention in primary health care and
has also been applied to other generalist settings, such as general hospital wards, accident
and emergency departments, social services, educational institutions, criminal justice settings
and the workplace. A number of reviews and meta-analyses of opportunistic brief intervention have reached positive conclusions but several important research and practical issues
remain to be addressed. In particular, efforts to achieve widespread implementation of opportunistic brief interventions by the medical and nursing professions have so far been largely
unsuccessful, but research on this implementation process is proceeding. It is argued in this
chapter that, especially given the reluctance by governments to introduce preventive control
measures against excessive drinking, the widespread, routine and enduring implementation
of opportunistic brief intervention by the medical and other professions represents the best
chance of achieving a signiﬁcant reduction in alcohol-related harm among the population
at large.

The term “brief interventions” is much in vogue in alcohol treatment circles these days.
Research on brief interventions and applications in practice attract attention in many countries of the world and among international organizations in the alcohol ﬁeld. Some may conclude that brief interventions are merely a current fad in alcohol treatment, a passing fashion
like others before it that will be superseded in time by some other popular idea.This chapter
will argue that this is not the case—that brief interventions have an indispensable and crucial
role to play in the response to alcohol problems and should be regarded as a permanent
addition to the range of methods used to counter alcohol-related harm.
The chapter will review the origins of interest in brief interventions and the various
justiﬁcations for their use. Obstacles that have been encountered in disseminating and
implementing brief interventions—in other words, in translating research ﬁndings into
practice—will be discussed. However, the chapter will be mostly focused on reviewing
research evidence on the effectiveness and cost-effectiveness of brief interventions.
Readers interested in clinical descriptions of brief interventions and how-to-do-it guides
should look elsewhere (Bien, Miller & Tonigan, 1993; Heather, 1995a; NIAAA, 1995;
Rollnick, Mason & Butler, 1999).

TWO DOMAINS OF BRIEF INTERVENTION
Before proceeding, it is necessary to clarify one outstanding issue. Despite their popularity, there is still much confusion about the precise nature of brief interventions and their
aims. The main source of confusion is a failure to make a clear distinction between two different forms of activity that have been called brief interventions: the distinction between
their use with people who are actively seeking help for an alcohol problem and with those
who are not. As argued in more detail elsewhere (Heather, 1995b), although the two types
of intervention may in some senses be seen as lying along a single continuum, there are
dangers in confusing the evidence relating to these domains, not least the danger that
evidence in favour of brief interventions in non-specialist settings like general medical
practice will be interpreted as evidence that more intensive interventions in specialist
alcohol treatment settings are unnecessary.
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To avoid adding to this confusion, this chapter will employ different terms to describe
these two sorts of brief intervention activity—opportunistic brief interventions and brief
treatment. Opportunistic brief interventions (OBIs) are those that take place in community settings and are delivered by non-specialist personnel, such as general medical practitioners and other primary health care staff, hospital physicians and nurses, social workers,
probation ofﬁcers and other generalist professions. They need consist of only a few minutes
advice and encouragement but may also take somewhat longer than this. They are directed
almost exclusively at excessive drinkers who are not complaining about or seeking help for
an alcohol problem, and who therefore have to be identiﬁed by opportunistic screening or
some other identiﬁcation process. These drinkers will normally show only mild alcohol
dependence and relatively low levels of alcohol problems. As we shall see, reasons for interest in OBIs, the forms they take, the evidence underlying their application in practice and
their role in the treatment and prevention of alcohol problems are quite different from
those applying to the other domain of brief interventions.
As the name suggests, brief treatment (BT) consists of relatively briefer forms of treatment delivered by therapists or counsellors working in alcohol or addiction specialist agencies to those who are seeking, or have been mandated or persuaded to seek, help for their
alcohol problems. Although described as brief, these treatments are normally longer and
more intensive than OBIs. Since clients are self-selected by their attendance at specialist
alcohol treatment agencies, screening and identiﬁcation are unnecessary. Clients offered
BT will usually show higher levels of dependence and alcohol-related impairment than
those typically offered OBI in generalist settings, although not as high as other clients of
specialist treatment centres. Another difference is that evidence supporting the use of BT
comes mainly from studies that ﬁnd no differences in effectiveness between briefer and
more intensive, conventional forms of treatment, whereas evidence in favour of OBIs
comes from studies that compare their effects with those of no intervention or, at least,
even more minimal intervention. Thus, the task of judging the strength of the evidence is
crucially different in each case.

BRIEF TREATMENT
Origins of Interest in Brief Treatment
The key event in stimulating interest in BT among alcohol treatment specialists was the
publication in 1976–1977 of the results of a treatment trial carried out at the Maudsley
Hospital in London (Edwards et al., 1977). Following a comprehensive 3 hour assessment,
100 married, male, problem drinkers were randomly allocated to receive either conventional inpatient or outpatient treatment, complete with the full panoply of services available at a leading psychiatric institution and lasting several months, or to a single counselling
session with a psychiatrist involving the client and his wife and delivered “in constructive
and sympathetic terms”. At follow-up 1 and 2 years later, no statistically signiﬁcant differences were found between these two groups in drinking behaviour, alcohol-related problems, social adjustment or any other outcome measure. This lack of difference in outcome
between BT and intensive treatment was repeated in a follow-up of this cohort 12 years
after entry to treatment (Edwards et al., 1983).
The results of this study shocked many people involved in providing alcohol problems
treatment, leading to pessimism about the beneﬁts of conventional treatment and whether
it could be said to work at all (see e.g. Heather, Robertson & Davies, 1985). While such a
nihilistic reaction to the ﬁndings of the Maudsley study has generally been abandoned,
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several subsequent studies, as we shall see, have supported its main implication that brief,
inexpensive treatment can often be as beneﬁcial as a full, conventional treatment programme and have led to a major re-evaluation of the necessary requirements for effective
treatment of alcohol problems.

Studies of Intensive vs. Briefer Treatment
Following Edwards et al.’s (1977) report, their study was criticized on several grounds.
Tuchfeld (1977) suggested that the overall ﬁnding of no differences between groups might
disguise an interaction in the outcome data, such that those with more severe dependence
might do relatively better with more intensive treatment. This appeared to be borne out in
the second year follow-up data from the Maudsley study (Orford & Edwards, 1977) in
which “gamma alcoholics” with severe dependence beneﬁted more from intensive
treatment and non-gamma alcoholics seemed to do better with brief advice. While this
hypothesis was not conﬁrmed in a retrospective analysis of level of dependence and
outcome in the original sample by Edwards & Taylor (1994), the idea that briefer treatment is more suited to clients with lower degrees of dependence, while more intensive treatment is still necessary for those with more severe dependence, has been a durable principle
among treatment practitioners. Unfortunately, although it may be consistent with common
sense, there is little research evidence to support this principle.
A related criticism of the Maudsley study was that, as shown by their intact marriages,
the clients were relatively socially stable and, moreover, showed little evidence of psychiatric disturbance. Both these factors are known to be associated with a good prognosis from
treatment (Gibbs & Flanagan, 1977; McLellan et al., 1983). Thus, it may be that these clients
would have responded well to any kind of intervention, including brief advice. If the trial
had been conducted among clients of lower social stability and/or with signiﬁcant psychiatric problems, who often comprise a substantial proportion of clients in routine treatment
programmes, differences between the effects of intensive and briefer treatment may have
been greater (Kissin, 1977). Another obvious point is that, since the study was conﬁned to
men, the ﬁndings could not be applied to female problem drinkers.
These alleged deﬁciencies of the Maudsley study were addressed in a further comparison of intensive and brief treatment by Chick et al. (1988), which included women and
unmarried clients. Following assessment, 152 attenders at an alcohol problems clinic in
Edinburgh were randomly allocated to extended inpatient or outpatient treatment or to
one of two forms of brief intervention—“simple advice”, consisting of no more than 5
minutes standardized advice to stop drinking, or “ampliﬁed advice”, in which a psychiatrist
was given 30–60 minutes to increase the client’s motivation to make a radical change in
drinking behaviour. At follow-up 2 years later, those who had received extended treatment
did not show a higher rate of abstinence, which was nearly always the explicit goal of treatment, than those given the briefer interventions, or any greater improvement in employment or relationship status. However, the extended treatment group was functioning better
in that clients had accumulated less harm from their drinking during the follow-up period.
Remarkably, no differences were apparent between the simple and ampliﬁed advice groups.
Also at the Maudsley Hospital, Drummond et al. (1990) gave 40 clients of an alcohol
problems clinic a thorough assessment followed by brief advice. Clients were then randomized to receive outpatient counselling at the clinic or referral back to their general
medical practitioners for medical monitoring. At a 6-month follow-up, both groups showed
substantial improvements on a range of relevant measures and no signiﬁcant differences
in outcome were detected.
In another study of intensive vs. BT among clients of specialist alcohol treatment
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services in New Zealand, Chapman & Huygens (1988) reported no differences in effectiveness between a single session of advice and either 6 weeks of inpatient treatment or 6
weeks of twice-weekly outpatient treatment. However, this study and those of Edwards
et al. (1977) and Chick et al. (1988) have been criticized by Mattick & Jarvis (1994) on the
grounds that the treatments under investigation were not delivered as they were intended.
Thus, a substantial proportion of clients in the BT groups in fact received additional treatment, either because they were deemed to need it or sought it themselves, while some of
those in the intensive groups received only brief help because they dropped out of regular
treatment. Mattick & Jarvis argued that these factors would tend to obscure potential
differences between intensive and brief treatment.

Studies of Moderation-orientated Treatment
In addition to comparisons of brief and intensive treatment among those referred to specialist alcohol problems clinics, there is another set of studies that compare the effects of
different intensities of treatment aimed at a moderation goal among problem drinkers with
less severe impairment. These studies are included here under the heading of BT because
clients are seeking help but are channelled into treatment by unconventional means, often
by self-referral through media advertisements.
A series of studies by William R. Miller and his colleagues from the University of New
Mexico (Miller & Taylor, 1980; Miller, Taylor & West, 1980; Miller, Gribskov & Mortell,
1981) compared the effects of a self-help manual based on cognitive-behavioural
principles and accompanied by minimal therapist contact with various types of cognitivebehavioural therapy, delivered on an outpatient basis in either individual or group formats.
None of these studies showed any advantage for conventional behavioural treatment. Rates
of improvement for both minimal and intensive approaches were high (60–70%) and stable
at a 2 year follow-up (Miller & Baca, 1983). Other studies (e.g. Carpenter, Lyons & Miller,
1985; Skutle & Berg, 1987; Sannibale, 1988) have reported comparable ﬁndings among
various populations of problem drinkers in different countries. Following these earlier
studies, Miller and his colleagues developed a brief motivational intervention aimed at
media-recruited heavy drinkers (the Drinker’s Check-up) and reported some evidence for
its effectiveness (Miller, Sovereign & Krege, 1988). In a study of conjoint therapy among
moderately severe problem drinkers, using both moderation and abstinence goals, Zweben,
Pearlman & Lee (1988) found no differences in outcome at an 18-month follow-up between
a single conjoint session of advice and the provision of eight conjoint sessions. Neither this
study nor those of Drummond et al. (1990) and Miller & Baca (1983) found any relationship between severity of dependence and the relative effectiveness of brief vs. intensive
treatment.
It must be pointed out that sample sizes in the studies reviewed so far in this section
were typically small, so that the conclusion of equivalence between treatments becomes
hazardous because of low statistical power to detect real differences in effectiveness. If
widespread implementation of a form of treatment in a health care system is envisaged,
even a small superiority of one treatment over another becomes important, especially if
considerations of cost-effectiveness are introduced into the argument. It may need very
large samples to detect these small effect sizes.

Project MATCH
The hypothesis that BT is generally as effective as more intensive treatment has gained
considerable support from the results of Project MATCH, the largest study of the effects
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of treatment for alcohol problems ever carried out (Project MATCH Research Group,
1997a,b, 1998). The project involved 10 treatment sites in the USA and a total of 1726
clients, divided into two parallel but independent clinical trials—an outpatient arm (n =
952) and an aftercare arm (n = 774). It was designed to assess the beneﬁts of matching
clients showing alcohol dependence or abuse to three different treatments with respect to
a variety of client attributes. Clients within each arm of the study were randomly assigned
to three 12-week, manual-guided interventions: Twelve-step Facilitation Therapy (TSF), an
approach following the principles of Alcoholics Anonymous and founded on the idea that
alcoholism is a spiritual and medical disease; Cognitive-behavioural Coping Skills Therapy
(CBT), an approach based on social learning theory; and Motivational Enhancement
Therapy (MET), a less intensive form of therapy based on the principles of motivational
psychology. Each of these modalities was delivered by trained therapists on a one-to-one
basis. CBT and TSF consisted of 12 weekly sessions, while MET consisted of four sessions
spread over 12 weeks.
Project MATCH was primarily concerned with client–treatment matches (i.e. interactions between the effects of treatments and characteristics of clients) and the main
effects of treatment were not the focus of the study. However, these main effects are of
great interest for present purposes. The overall conclusion was that there were no clinically
meaningful differences in success rates among the three treatments studied. This basic
ﬁnding, which was undoubtedly surprising to many in the ﬁeld, has the important
implication that a briefer treatment, MET, was no less effective than two more intensive
treatments, CBT and TSF. This applied across the entire range of clients in the sample
and not only to those of lower dependence or problem severity. This is an important
point because, as we have seen, the consensus on the effectiveness of BTs before Project
MATCH was that they should be conﬁned to clients with lower levels of dependence and
problems.
Equally important, since MET consisted of only one-third the number of sessions available in the two more intensive treatments, it would seem at ﬁrst sight that it was the more
cost-effective treatment. In times of limited funding for health care services in all countries
of the world and of ﬁerce competition for these limited resources among different areas of
health care, the cost-effectiveness of treatment becomes a matter of paramount concern
for service delivery. If two or more treatments do not differ in effectiveness, it is obviously
a rational strategy to prefer the cheaper treatment. In fact, Cisler et al. (1998) showed that
MET was somewhat more than one-third as expensive to deliver as the other treatments,
but nevertheless concluded that it was clearly the most cost-effective option.
We have noted that there were no interactions between the relative effectiveness of
MATCH treatments and level of alcohol dependence. But were there any other indications
of what types of client might be especially suited to either briefer or more intensive forms
of treatment? A few matching effects discovered by the project are relevant to this issue:
1.

Network support for drinking. In the outpatient arm only, those individuals with a
social network supportive of drinking (i.e. those with lots of heavy-drinking friends)
did better with TSF than MET. Interestingly, this effect did not emerge until the 3 year
follow-up (Project MATCH Research Group, 1988), implying that it took time for the
behavioural changes in question to come about, but when it did emerge it was the
largest matching effect identiﬁed in the trial. An analysis of the data by Longabaugh
et al. (1998) showed that this effect was mediated by involvement with Alcoholics
Anonymous. The clear implication here is that outpatients with social networks supportive of drinking will beneﬁt especially from a Twelve-step programme, because that
is the most effective means of eliminating heavy-drinking friends and acquaintances
from the social network.
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Client anger. Also speciﬁc to the outpatient arm, the ﬁnding here was that clients
initially high in anger reported more days of abstinence and fewer drinks per drinking
day if they had received MET than if they had received CBT (Project MATCH
Research Group, 1997b). This effect persisted from the 1 year to the 3 year follow-up
point (Project MATCH Research Group, 1998). This can be understood as a consequence of the deliberately non-confrontational nature of MET, and high client anger
at initial assessment is clearly a positive indicator for the offer of MET.
Readiness to change. Perhaps the chief matching hypothesis relevant to the effects of
MET was that clients with lower “readiness to change” in terms of Prochaska &
DiClemente’s (1992) stages of change model would do better with MET than with CBT,
whereas the reverse would apply to those who had reached the action stage of change.
This was because the motivational content of MET was thought to be more helpful to
clients who were still ambivalent about changing their drinking behaviour but less relevant to those who had already decided to make this change. There was some evidence
to support this hypothesis from the outpatient arm of the trial but the matching effect
in question was “time-dependent”, i.e. it did not meet the MATCH investigators’
stringent criterion that a matching effect should be robust over time throughout the
follow-up period (Project MATCH Research Group, 1997a). Nevertheless, it is worth
observing that, at the follow-up one year after the end of treatment, the hypothesis was
supported by the data; if the investigators had carried out only one follow-up, as is often
the case in treatment trials, and restricted analysis to clients’ drinking status at that
time, the readiness to change matching hypothesis would have been regarded as
conﬁrmed.

Returning to treatment main effects, note that the two major criticisms made of previous work on brief vs. intensive treatment (see above) cannot be applied to Project MATCH.
First, the great majority of clients received a substantial “dose” of treatment, there was no
switching between modalities and the number of sessions received by CBT and TSF clients
was substantially greater than that received by MET clients. Second, because of the very
large sample sizes in the two arms of the study, needed to test speciﬁc matching hypotheses, there is very little possibility of insufﬁcient statistical power to detect genuine main
effects of treatment, even very minor effects.
Nevertheless, there are some difﬁculties in interpreting the MATCH ﬁndings as unequivocally supportive of the effectiveness of BT for the normal run of clients attending
specialist alcohol services. First, a commonly-voiced criticism of the trial is that various
factors—including the intensive 8 hour pre-treatment assessment, the ﬁve follow-up visits
during the ﬁrst year after the end of treatment, the exclusion of clients with polydrug dependence or low social stability, the additional treatment obtained by many clients outside the
trial, the high levels of therapist qualiﬁcations and training, and the rigorous quality control
over treatment delivery—could have blunted any potential differences between the outcomes of the treatments studied (see Heather, 1999). Differences between treatments that
were obscured by the conditions of a rigorous research trial, so the argument runs, might
well exist in the “real world” of day-to-day treatment delivery and, especially, to differences
between briefer and intensive treatment. While there are reasons for believing that some
of the grounds for this criticism are misplaced or exaggerated (Heather, 1999), they must
be carefully considered in evaluating the evidence in favour of BT.
Second, deductions from research ﬁndings from one country to another must always be
accompanied by considerable caution. This is because of different treatment systems as well
as wider cultural inﬂuences affecting drinking behaviour and attitudes to alcohol. Ideally,
implications for practice of the MATCH ﬁndings should explored in research within the
treatment systems of other countries before they are considered relevant to practical
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applications. As one illustration of this point, MATCH ﬁndings have little bearing on the
outcome of clients in moderation-orientated programmes since, although abstinence may
have been urged with different degrees of emphasis in the three treatments, moderation
was never an explicit goal of any of them. This particular limitation must be borne in mind
when thinking about the implications of the ﬁndings in countries like the UK, Australia
and some others, where the moderation goal is offered to a sizeable minority of clients in
treatment for alcohol problems.
Finally, it should be emphasized that MATCH was a pragmatic trial aimed primarily at
decision-making rather than theoretical advance. It was also aimed explicitly at discovering treatment–client matches, not at evaluating the comparative effectiveness of different
treatment modalities. For these reasons, the factors of treatment type and treatment intensity were deliberately confounded in the design. Thus, accepting for the moment that the
results show MET to be as effective as the two more intensive treatments, we cannot be
sure whether this was because of the speciﬁcally motivational nature of MET or whether
it would apply to BT, of roughly the same intensity as MET, in general. To decide this issue,
another trial would be necessary which added to the MATCH design either an intensive
form of MET or briefer forms of CBT and TSF. All we can conclude from the MATCH
results is that, given the qualiﬁcations and reservations expressed above, a briefer treatment in the form of MET is as effective as more intensive treatments represented by CBT
and TSF.

The UK Alcohol Treatment Trial
Implications of MATCH ﬁndings for treatment of alcohol problems in the UK are currently being explored in a trial funded by the Medical Research Council—the United
Kingdom Alcohol Treatment Trial (UKATT). The starting point for UKATT is the ﬁnding
from Project MATCH that has been the focus of the preceding section of this chapter—
that a briefer treatment in the form of MET was as effective in reducing harmful drinking
as two more intensive treatments. Thus, the general hypothesis it was aimed to test was that,
in the UK treatment system, MET would be as effective as more intensive treatment.
Another hypothesis ﬂows from this: in the UK treatment system, MET will be more costeffective than more intensive treatment.
According to Popper (1959), good science proceeds by the attempt to falsify hypotheses. In other words, researchers should subject their hypotheses to the most stringent test
possible by inventing experiments where the hypothesis is thought least likely to be conﬁrmed. How does this apply to the hypothesis that MET is as effective as, and therefore
more cost-effective than, more intensive treatment? An obvious response to this question
is the view that MET should be tested against the most effective form of intensive treatment available or, in other words, the form that is best supported by the research
literature.
The conclusion reached by UKATT investigators from recent reviews of the literature
(Holder et al., 1991; Thom et al., 1994; Miller et al., 1995; Finney & Monahan, 1996) was
that, among relatively intensive treatment modalities, those with the most favourable results
tend to contain a strong social or, at least, interpersonal element (see UKATT Research
Team, 2001). In the light of this evidence and based on feasibility work, a treatment modality called social behaviour and network therapy (SBNT) was developed by integrating a
number of strategies used previously in other approaches reported in the literature. These
strategies, which are all focused on the central aim of helping the client to build positive
social support for a change in drinking, were drawn from network therapy (Galanter, 1993),
behavioural marital therapy (e.g. McCrady et al., 1991), unilateral family therapy (e.g.
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Thomas & Ager, 1993), social aspects of the community reinforcement approach (e.g. Sisson
& Azrin, 1989), relapse prevention (e.g. Chaney, O’Leary & Marlatt, 1978) and social skills
training (e.g. Oei & Jackson, 1980). However, SBNT represents the ﬁrst treatment modality in which these various methods and treatment principles have been brought together
within a uniﬁed social treatment with theoretical coherence.
In the UKATT, SBNT is carried out over eight sessions, combining core and elective
topics, and lasting 50 minutes each. This is compared with a version of MET scheduled for
three 50-minute sessions in weeks 1, 2 and 8 of the treatment period. The UKATT version
of MET is a modiﬁed form of that used in Project MATCH (Miller et al., 1992), with
changes designed to make MET more relevant to the UK treatment context and to the
requirements of UKATT (see UKATT Research Team, 2001).
There are a few other characteristics of UKATT that are relevant to the issue of brief
vs. intensive treatment and to an exploration of the implications of Project MATCH
ﬁndings. First, without sacriﬁcing internal validity, the investigators have made very effort
to increase the external validity of the trial (i.e. its relevance to routine treatment provision in the UK). This has been done by reducing the pre-treatment assessment as far as
possible, by scheduling only two follow-up assessments during the ﬁrst year post-treatment,
by limiting exclusion criteria to include as many clients as possible who would normally
receive treatment at UK specialist centres, and by selecting therapists from treatment personnel employed by the treatment services in which the research is taking place. Screening and identiﬁcation of potential clients for the trial is carried out by non-UKATT clinical
staff in conjunction with routine assessment procedures in place in the participating treatment centres.
Second, despite the emphasis on the main effects of treatment in UKATT, it is possible
that interactions in the data will be found indicating which types of client are more likely
to beneﬁt from SBNT than from MET and which do as well or better with the briefer
as with the more intensive treatment. The discovery of some relevant matching effects
in Project MATCH suggests this possibility. Thus, speciﬁc matching hypotheses will be
tested in UKATT and follow-up data will also be inspected for possible matching effects
that were not predicted and could be further examined in another study. The interactions
investigated will also include therapist–treatment matches, i.e. the possibility that some
therapist characteristics are associated with better outcomes with MET and some others
with SBNT.
Finally, since the issue of the relative cost-effectiveness of a briefer and a more intensive treatment is of prime importance in UKATT, an economic evaluation has been built
into the design of the trial and relevant data from clinical sites and clients is being
gathered concurrently with all other data. It is very unlikely that the results of the UKATT
will be the “last word” on the issue of brief vs. intensive specialist treatment for alcohol
problems, but the investigators hope that these results, when they begin to appear in 2004,
can be used to improve the effectiveness and efﬁciency of treatment services.

Conclusions Regarding Brief Treatment
In considering the conclusions that may be drawn from this short review of evidence on
the relative effectiveness of brief and intensive treatment for alcohol problems, it cannot
be emphasized too strongly that the cost-effectiveness of treatment should already be a
matter of paramount concern to treatment providers and will remain so in future. It is often
pointed out that the total availability of health care resources is diminishing because of
developments in expensive medical technology and of demographic changes due to the
greater longevity of the population. Even in wealthy industrialized societies and in times
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of economic prosperity, there will never be enough resources to meet all society’s demands
for health care. Increasingly, those responsible for funding treatment services will expect
to see evidence, not only that services are effective in helping people recover from alcoholrelated disabilities, but that resources devoted to the treatment of alcohol problems would
not be more beneﬁcially diverted to other areas of health care. If we can bring about
equivalent gains in health and adjustment for lower costs, there can surely be no rational
objection in principle to implementing briefer forms of treatment.
From a clinical viewpoint, the very least that can be concluded from the evidence is that
many clients do not need protracted and relatively expensive treatment programmes to
show marked improvements in drinking behaviour. If we can clearly identify these clients,
precious resources can be released for the treatment of those who do need more intensive
help. The weight of accumulated evidence supports the offer of briefer forms of
moderation-orientated treatment with clients who have comparatively less severe alcohol
problems and levels of dependence (cf. Mattick & Jarvis, 1993, 1994). Brief treatment of
this kind may be especially suited to problem drinkers who refer themselves for help, rather
than those who have been coerced or persuaded by others to attend a treatment service.
If, despite the evidence, such a policy is regarded as risky because there may be some
less severely-affected individuals who nevertheless need a more intensive and/or
abstinence-based approach to improve or avoid further deterioration, BT could be implemented as the ﬁrst step in a stepped care model of treatment (Sobell & Sobell, 1993; Breslin
et al., 1997). This is an approach in which clients are systematically followed-up after treatment and those who have not beneﬁted are offered successively more intensive treatments.
Clients with characteristics for which there is clear evidence that more intensive approaches
will be needed can be immediately assigned to higher steps in the sequence, and experience gained from outcomes of the stepped care programme can be used gradually to
improve the efﬁciency of the treatment model. It will be seen that the stepped care model
contains within it a built-in mechanism for the cost-effective use of resources. Outcome
research on this model is urgently needed.
With regard to the treatment of those with more severe levels of dependence and/or
more serious alcohol problems, conclusions from the evidence are less certain. Project
MATCH (see above) produced evidence that clients with high levels of anger and resentment at intake to treatment beneﬁt more from a briefer, motivational approach (MET)
than from cognitive-behavioural therapy or a 12-step approach. On the other hand, clients
with heavy-drinking social networks seem to fare better with a more intensive approach,
like TSF, that seeks, among other things, to modify the social network. The intuitivelyappealing idea that clients who are less ready to change drinking behaviour will beneﬁt
more from MET than from more intensive treatment needs further support before it can
be regarded as secure. Beyond this, and despite the ﬁndings of Project MATCH on the
overall equivalence of brief and intensive treatment outcome, the evidence does not yet
justify the offer of MET as the standard treatment for alcohol problems. It is hoped that
the results of UKATT will help to clarify this issue, at least as far as treatment in the UK
is concerned.

OPPORTUNISTIC BRIEF INTERVENTIONS
Origins of Interest in Opportunistic Brief Interventions
Although several inﬂuences have conspired to create an interest in opportunistic brief
interventions (OBIs) against excessive drinking, a key event was the publication of a paper
in the smoking cessation ﬁeld. Russell et al. (1979) allocated 2138 smokers attending their
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general practitioners (GPs) in London to one of four groups: (1) a non-intervention control;
(2) a questionnaire-only group; (3) a group given simple advice by the GP to stop smoking;
and (4) a group advised to stop smoking, given a leaﬂet to assist them and warned that they
would be followed-up. The proportion of smokers in group 4 who stopped smoking during
the ﬁrst month and were still not smoking 1 year later was 5.1%, and this was signiﬁcantly
greater than the corresponding proportions in the other groups. From a clinical point of
view, this success rate seems unacceptably low. However, as Russell and colleagues pointed
out, over 90% of people in Britain visit their GP at least once in 5 years and the average
number of attendances, by smokers and non-smokers alike, is over three per year. Figures
from other countries are likely to be similar. Thus, if the simple routine given in group 4 of
this study were consistently applied by all GPs in the UK, the yield would exceed half a
million ex-smokers per year, a ﬁgure that could not be matched by increasing the number
of specialist withdrawal clinics in the country from about 50 to 10,000.
This scenario provides the main justiﬁcation for OBI in the smoking ﬁeld and is applicable in principle to any area of heath care in which a change in behaviour is targeted, including excessive drinking. Stimulated by the Russell et al. (1979) ﬁndings, during the 1980s
researchers in the alcohol ﬁeld began to apply the same logic to OBI by GPs designed to
reduce the alcohol consumption of heavy-drinking patients to “safe” or low-risk levels (i.e.
under levels recommended by medical authorities.) The ﬁrst study of this kind, carried out
in Scotland by Heather and colleagues (1987), failed to ﬁnd a clear effect of GP advice to
cut down drinking, but this study probably had insufﬁcient statistical power to detect such
an effect. However, in a much larger study, Wallace, Cutler & Haines (1988) used 47 group
practices throughout the UK. Excessive drinkers in the intervention group received an
assessment interview about alcohol consumption, problems and dependence, and were then
given advice and information about how to cut down drinking plus a drinking diary. Up to
ﬁve repeat consultations were scheduled. Patients in the control group received assessment
and usual care. At 1 year follow-up, the proportion of men with excessive alcohol consumption had fallen by 44% in the treatment group compared with 26% in the controls,
with corresponding proportions among women of 48% and 29%. The public health potential of OBIs was highlighted by Wallace et al. (1988) when they calculated that consistent
implementation of their intervention programme by GPs throughout the UK would result
in a reduction from excessive to low-risk levels of the drinking of 250,000 men and 67,500
women each year.

Aims and Characteristics
The crucial aims and characteristics of OBIs, and the ways in which these differ from those
of brief treatment, should now be apparent. First, the main aim is a reduction in hazardous
and harmful drinking in the population at large; the justiﬁcation for OBIs in practice rests,
not on an impressively high success rate among the individuals who receive them, but on
a relatively low success rate with a high impact through widespread implementation in a
primary health care system. For this reason, OBI is best described as part of the public
health approach to alcohol-related harm (Heather, 1996). It can easily be demonstrated
that, because their numbers are so large, reducing drinking among people with comparatively mild problems and dependence results in a much greater reduction in the total sum
of alcohol-related harm in a society than reducing problems among severely dependent
and seriously affected individuals. Once more to use the UK as an example, the General
Household Survey in 1996 (Ofﬁce of National Statistics, 1998) showed that 28% of adult
(16+) males and 13% of adult females reported drinking over the limits recommended by
the Royal College of Physicians (1987). Among young (16–24) men and women, the ﬁgures
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rose to 35% and 21%, respectively. There are reasons for believing that even these ﬁgures
may be underestimates but they nevertheless reveal the enormous extent of excessive
drinking in the UK general population and the gains to public health and welfare if the
drinking of a substantial proportion of these excessive drinkers could be reduced. This does
not mean, of course, that the problems of the more severely dependent should be ignored,
but merely that interventions to curtail alcohol-related harm should be widened to embrace
the much larger group of low-dependence drinkers (Institute of Medicine, 1990).
Second, although the main impact of OBIs is on public health, it is obviously expected
that individual excessive drinkers will derive beneﬁt from them. The main way in which
this can be achieved is through the related goals of secondary prevention—the prevention
of existing alcohol problems from getting worse—and early intervention—the attempt to
modify hazardous or harmful drinking before the stage is reached where more intensive
treatment for alcohol problems is needed. It is here that the two domains of brief intervention are linked, since, to the extent that OBIs are successful, the load on specialist treatment services will be lightened. In this particular respect, OBI and BT can be thought of
as points along a continuum of intervention characterized by increasing intensity. There is
no reason also why OBI should not be the starting point in a stepped care model of alcohol
intervention (see above), bridging generalist and specialist services.
With regard to deﬁning characteristics, we have already noted that the principal targets
of OBIs are drinkers who are not explicitly complaining of, or overtly seeking help for,
problems with alcohol. These interventions applied in routine practice are called “opportunistic” (Heather, 1998) because the opportunity created by attendance in settings where
people are presenting for some other purpose is used to identify hazardous or harmful
drinkers and offer them advice and counselling, e.g. primary health care, general medical
wards, social work agencies, criminal justice settings, etc. For this reason, the over-riding
task in delivering OBIs is in most cases motivational, since drinkers who may have recognized little or no harm from their drinking must be convinced that their drinking is
actually or potentially harmful and persuaded to modify it. In the language of the stages
of change model (Prochaska & DiClemente, 1992), the intervention aims to move them
from the precontemplation or contemplation stages to the preparation and action stages.
It also follows from the opportunistic nature of OBIs that excessive drinkers must be
identiﬁed as such before advice or counselling can be offered. This can be done by using
questionnaires (see Chapter 2, this volume), laboratory markers, drinking history or simple
enquiry, but these methods will not be described here. We may merely note that an instrument has been specially developed for this purpose [the Alcohol Use Disorders Identiﬁcation Test (AUDIT): Saunders et al., 1993] and is being increasingly used in many parts
of the world.
It has already been explained that OBIs are normally directed at a goal of reduced,
moderate drinking rather than total abstinence. This is because an insistence on abstinence
would be a major disincentive for behaviour change among the great majority of individuals who are the targets of OBIs. The evidence shows that the use of the moderation goal
is highly effective in this population (Bien, Miller & Tonigan, 1993) and, indeed, that the
abstinence goal is counterproductive (Sanchez-Craig & Lei, 1986). There is, however, no
reason in principle why the abstinence goal cannot be employed in OBIs if the drinker
prefers it or if it is advisable for some other reason.
Lastly, although the origins of OBIs in the primary health care setting were stressed
above, they can be, and have been, applied in other settings, medical and non-medical, in
various parts of the world. Medical settings include general hospital wards (Chick et al.,
1985; Elvy, Wells & Baird, 1988; Heather et al., 1996), accident and emergency departments
(Gentilello et al., 1999; Longabaugh et al., 2001), somatic outpatient clinics (Persson &
Magnusson, 1989), facial injury outpatient clinics (Smith et al., 2003) hypertension clinics
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(Maheswaran et al., 1992), obstetric clinics and practices (Chang et al., 1999) and health
screening programmes (Kristenson et al., 1983; Romelsjö et al., 1989; Nilssen, 1991). Nonmedical settings include social services (Gorman et al., 1990; Shawcross et al., 1996), the
workplace (Babor & Grant, 1992; Higgins-Biddle & Babor, 1996; Richmond et al., 1999),
educational institutions (Werch et al., 1999; Baer et al., 2001), the criminal justice system
(Baldwin, 1990) and even taverns and bars (Reilly et al., 1998).

Effectiveness of Opportunistic Brief Interventions
The research literature on the effectiveness of brief interventions has been reviewed a
number of times (Bien, Miller & Tonigan, 1993; Fremantle et al., 1993; Heather, 1995a;
Kahan, Wilson & Becker, 1995; Wilk, Jensen & Havighurst, 1997; Poikolainen, 1999; Moyer
et al., 2002). These reviews have included studies based on different deﬁnitions of brief
intervention, have been concerned with somewhat different research questions and have
used different review methods and meta-analytic techniques. Nevertheless, the overall conclusion from these reviews strongly favours the effectiveness of OBI. In terms of effect size,
Fremantle et al. (1992) estimated that OBIs consisting of assessment of alcohol consumption and the provision of information and advice are effective in reducing consumption by
20% compared with no intervention. Wilk et al. (1997) calculated that heavy drinkers who
received an OBI were twice as likely to moderate their drinking 6–12 months after intervention as heavy drinkers who had received no intervention.
One of the above-mentioned reviews will be considered here in somewhat more detail.
Poikolainen (1999) conﬁned his meta-analysis to studies of OBI in primary health care and
identiﬁed 14 data sets meeting his criteria. The main purpose of the review was to distinguish and separately analyse studies of very brief intervention (5–20 minutes) and more
extended (several visits) brief intervention. The somewhat surprising conclusion was that
extended brief interventions were effective among women but that other brief interventions (very brief interventions among women and extended or very brief interventions
among men) appeared effective is some studies but not in all. However, the average effect
of OBIs could not be reliably estimated in these other studies because of statistical
heterogeneity, due probably to methodological weaknesses, the use of different outcome
measures and the varying components of the brief interventions themselves. The main
conclusions from Poikolainen’s review are that there is a need for increased methodological rigour and uniformity in future studies of OBI, and that, for the time being, we must
rely on the results of individual studies to reach generalized conclusions regarding the effectiveness of OBI.
When individual studies are inspected, it appears that the largest and most rigorous trials
(e.g. Wallace et al., 1988; Israel et al., 1996; Fleming et al., 1997) show beneﬁcial effects of
OBI for men as well as women. Perhaps the strongest body of evidence in favour of OBI
comes from the WHO clinical trial of brief intervention (Babor & Grant, 1992), an international collaboration involving 10 countries and 1655 heavy drinkers recruited from a
combination of various, mostly medical settings. Either by a combined analysis of all the
data or by conﬁning attention to the larger and better designed studies (see Heather, 1994),
it was clearly established that, among male excessive drinkers at least, an OBI delivered at
the primary care level and consisting of 5 minutes’ simple advice, based on 15 minutes of
structured assessment, was effective in reducing alcohol consumption compared to nonintervention controls, with concomitant improvements in health. In the WHO study no
additional beneﬁt of more extended counselling was observed.
This positive verdict on OBI should not be taken to mean that its overall effectiveness
can be accepted without qualiﬁcation or that there are no outstanding matters that need
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clariﬁcation in research. As Poikolainen (1999) points out, it may well be that certain kinds
of OBI are effective in certain contexts, while other kinds are not and, if so, we need to
know what the characteristics of successful interventions are, especially with respect to the
issue of the optimal length and intensity of intervention for different categories of excessive drinker. We also need more information on the longer-term effects of OBI beyond the
conventional follow-up point of 1 year. Fleming et al. (2002) found continuing beneﬁts of
grief intervention after 4 years but Wutzke et al. (2002) in Australia reported that any such
beneﬁts had disappeared after 10 years, suggesting the need for regular follow-up and reinforcement of OBI.
Another crucial issue is the extent to which the ﬁndings of research apply to the implementation of OBI in regular, routine practice. The most prominent and positive trials of
OBI in the literature (e.g. Wallace et al., 1988; Anderson & Scott, 1992; Fleming et al., 1997)
are efﬁcacy rather than effectiveness trials, i.e. they provided a test of brief interventions
under optimum research conditions, rather than under real-world conditions of routine
primary health care (Flay, 1986). For example, excessive drinkers entering the study were
identiﬁed and recruited by the research team, rather than by the busy physician in the
normal course of his/her practice, and this may have resulted in more motivated patients
being selected for study (cf. Kahan et al., 1995). Edwards & Rollnick (1997) demonstrated
that subjects lost to controlled trials of OBI, due to unavailability for study or drop-out
from follow-up, differed systematically from those included in ways that would probably
be associated with a poorer response to intervention. In a project in which OBI was investigated in naturalistic general practice settings (Richmond et al., 1995), far fewer patients
returned for consultation following assessment, and the beneﬁcial effects of brief intervention, although still arguably present, were weaker than those reported in efﬁcacy studies.
More effectiveness trials of OBI are clearly needed.
From a clinical perspective, Rollnick, Butler & Hodgson (1997) introduced several “concerns from the consulting room” into the discussion of OBI and were especially critical of
a simple “advice-giving” framework for intervention. They argued that medical practitioners and nurses might not be satisﬁed with the evidence on which this framework is based,
due to small effect sizes of intervention and to the disjunction in aims between a public
health approach to alcohol problems and the practitioners’ over-riding interest in the
welfare of the individual patient. If true, this would create obvious barriers to the implementation of OBI in practice. So too, practitioners might experience difﬁculty in interpreting evidence about harmful consumption when counselling their patients, especially
those who may be drinking above medically recommended levels but who have not experienced any signiﬁcant alcohol-related harm. Lastly, Rollnick et al. maintain that advice
giving, in the sense of direct persuasion and information, is likely to be ineffective or even
counterproductive and is, in any case, bedevilled by practical problems and uncertainties
about putative public health gains. The authors offer a number of solutions to the problems they describe, including incorporating into intervention programmes the guidance on
what to do with more severely dependent drinkers that many practitioners demand and
widening brief alcohol interventions to embrace other health behaviours and personal
concerns in a “patient-centred approach”. At the very least, the case for offering to practitioners a relatively more intensive, motivational approach to brief interventions is well
made by Rollnick and his colleagues.

Cost–beneﬁts
A theme of this chapter has been the need to include economic considerations in evaluations of the potential of brief interventions. For example, one of the best arguments in
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favour of implementing OBIs in practice must surely be that they can save money for the
health care system, either by early intervention among drinkers who might eventually need
expensive treatment for end-organ damage or simply by limiting the extent of current
alcohol-related harm in the community. Fremantle et al. (1993) calculated that the direct
cost of a brief intervention delivered to an excessive drinker was less than £20.
In terms of possible economic beneﬁts, in the Malmö study in Sweden, Kristenson et al.
(1983) found that, compared to a non-intervention control group, excessive drinkers who
had received an OBI showed a 80% reduction in sick absenteeism from work in the 4 years
following the intervention, a 60% reduction in hospital days over 5 years and a 50% reduction in mortality from all causes over 6 years following intervention. In Canada, Israel et
al. (1996) reported that intervention group patients showed signiﬁcantly reduced physician
visits in the year following counselling compared to controls. In a review of evidence relevant to the introduction of the managed care system in the USA, Holder, Miller & Carina
(1995) estimated that, for every US$10,000 dollars spent on brief alcohol or drug abuse
intervention, US$13,500–US$25,000 would be saved in medical spending for the managed
care provider.
A formal economic evaluation of OBI has now been reported by Fleming and his colleagues (2000, 2002) from Wisconsin, USA. They found substantial economic beneﬁts of
OBI, with a $43,000 reduction in health care costs for every $10,000 invested.

Implementing Opportunistic Brief Interventions
The effort to implement OBI in settings other than health care has hardly begun, and this
discussion will therefore focus on medical and nursing practice. Partly inspired by the
promising research ﬁndings that have been reviewed in this chapter, there has been a great
deal of attention over the years to the implementation of OBI in routine medical practice
in several countries of the world. Unfortunately, as in other ﬁelds of health care, many
studies have documented a wide gap between actual and recommended good practice
based on research evidence. As but one illustration of this, Kaner et al. (1999a) reported
ﬁndings from a questionnaire survey of general medical practitioners (GPs) in the English
Midlands. The results showed that GPs did not to make routine enquiries about alcohol,
with 67% enquiring only “some of the time”. The fact that 65% of GPs had managed only
1–6 patients for excessive drinking in the last year is striking in view of evidence that
approximately 20% of patients presenting to primary health care are likely to be at least
hazardous drinkers (Anderson, 1993). Given ﬁgures on GPs’ average list size in the UK,
this suggests that the majority of GPs may be missing as many as 98% of the excessive
drinkers presenting to their practices. The situation regarding the detection of excessive
drinkers among patients on general hospital wards is comparable. For example, in a study
designed to establish whether housemen took an adequate drinking history from their
patients, Barrison et al. (1980) noted a failure to record alcohol consumption in 39% of
cases; furthermore, in only 37% of the medical notes studied was an accurate history of
consumption obtained, while in the remainder only an inaccurate descriptive estimate was
recorded. There is little reason to believe that the situation is better in countries other than
the UK.
Thus, there is little evidence that medical practitioners have increased their levels of
enquiry, identiﬁcation and intervention regarding excessive drinking over the past 20 years.
If the medical profession is too busy or otherwise unwilling to take on this work, the nursing
profession represents an engine of great potential in this implementation process (Deehan
et al., 1998). It may also be true that medical practitioners are now more likely than they
were to see alcohol interventions as a legitimate part of their work, and that changes are
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taking place within the medical profession with respect to preventive work in general,
although these changes will inevitably take time to be fully realized. Meanwhile, ways must
be sought to ensure a more adequate response to alcohol problems in medical and nursing
practice.
A great deal has been written on the barriers to greater involvement of medical practitioners in OBI and to possible incentives that might be helpful in this regard, but space
does not permit a full examination of these ideas (but see Chapter 9 in Raistrick, Hodgson
& Ritson, 1999).What can be said is that the best way to implement OBI among the medical
and nursing professions is itself an empirical issue. Phase III of the WHO International
Collaborative Project on the Identiﬁcation and Management of Alcohol-related Problems
in Primary Health Care included a randomized controlled trial of ways to encourage the
uptake and utilization of a brief intervention package by GPs (Gomel et al., 1998). In the
UK arm of this WHO project (Lock et al., 1999), a total of 729 GPs were randomly allocated to one of three strategies for marketing OBI: direct mail, telemarketing or a personal
marketing interview. Personal marketing transpired to be the most effective dissemination
strategy but telemarketing was the most cost-effective. In a second component of this study
(Kaner et al., 1999b), 128 GPs who had agreed to take part in the trial were randomized
to one of three groups: (a) training and support; (b) training and no support; (c) a control
group that received the intervention programme with written guidelines only. Results
showed that trained and supported GPs were signiﬁcantly more likely to implement the
OBI programme at no greater cost than incurred in the other groups. Results from other
countries participating in this WHO collaborative project have been published (Gomel et
al., 1998; Hansen et al., 1999; McCormick et al., 1999).
Following on from these ﬁndings and a large amount of other relevant research, Phase
IV of the WHO collaborative project is concerned with the development of strategies for
the widespread, routine and enduring implementation of screening and brief intervention
in the primary health care systems of countries taking part. The WHO Phase IV study is
an example of action research in which the overall objective is to make a signiﬁcant difference to the “real-world” conditions under which OBI is disseminated and implemented.
A total of 13 countries, mostly from Europe, are represented in the study.

Conclusions Regarding Opportunistic Brief Intervention
With regard to smoking cessation, Chapman (1993) has argued that the effects of brief
interventions in medical practice are likely to be modest compared with whole population
preventive strategies, like higher taxation on cigarettes, increased environmental restrictions on smoking and advertising restrictions; by analogy, the same argument could be
applied to excessive drinking. However, this argument misses the point that there is no necessary competition between OBI strategies and preventive control measures; indeed, there
are good reasons to believe they these strategies could reinforce each other and work to
mutual beneﬁt in the attempt to reduce harmful drinking. It is easy to see, for example,
how the widespread implementation of alcohol OBI by the medical, nursing and other professions could facilitate the introduction of effective control measures, by helping to create
a climate of opinion in which such measures become more politically acceptable. On the
other hand, an environment that does not support and encourage excessive drinking would
assist efforts to instigate lasting behaviour changes in OBIs.
In any case, if environmental and other control measures for alcohol continue to be
resisted by governments, which is likely to be the case for some time yet, widespread implementation of OBI is probably the only alternative for impacting on alcohol-related public
health. Given the barriers to this implementation that have been described in the litera-
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ture, it is clear that this will be no easy task but it is nevertheless a task that should be
started sooner rather than later. In the same way that it took over 30 years for brief advice
against cigarette smoking to be fully accepted as an essential contribution to public health,
it may take a similar period for OBI against excessive drinking to be widely accepted and
implemented in practice.
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Synopsis
Alcohol use disorders have an increased prevalence in persons with psychiatric disorders.
The comorbidity between substance misuse and psychiatric disorders is highest for antisocial personality disorder, schizophrenia and bipolar disorder, followed by anxiety and affective disorders. Because anxiety and affective disorders are the most prevalent psychiatric
illnesses, the large majority of people with comorbid psychiatric and alcohol use disorders
have an anxiety or affective disorder.
Treatment of alcohol and psychiatric comorbidity must be tailored to patients’ insight and
motivation to address their substance abuse, eschewing confrontational strategies that can
threaten the therapeutic alliance and provoke symptom relapses. The concept of stages of
treatment provides an overarching heuristic in treating comorbid disorders. According to this
model, patients progress through a series of stages in the process of recovery from alcohol
misuse problems, and are responsive to interventions appropriate to that stage. The different
stages include engagement, persuasion, active treatment, and relapse prevention. Awareness
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of patients’ stage of treatment can improve outcomes by optimizing treatments appropriate
to patients’ motivational states.
In recent years there has been a movement towards treating alcohol misuse and
psychiatric disorders in an integrated fashion, in which both disorders are treated
simultaneously by the same clinicians. The necessity of integrated treatment stems
from problems in non-integrated treatment approaches, in which patients either failed
to receive one or both types of treatment, or treatment by different providers was
not coordinated and was often contradictory. Integrated treatment is especially critical
for patients with severe mental illness such as schizophrenia, who often receive little or
no treatment for their substance use problems. Several other features of effective treatment
for alcohol misuse in people with severe mental illness include assertive outreach, comprehensiveness, attention to safe and protective living environments and a long-term
commitment.
The treatment of anxiety and affective disorders has also moved towards integrated
models, although somewhat more slowly than in people with severe mental illness. Where the
anxiety or affective disorder is unremitting or recurrent, we expect that treatment will be more
effective if it teaches patients not only to manage each disorder but to maintain control of
alcohol use during an exacerbation of their symptoms. However, the integrated treatment will
rarely need to be as intensive or long-term as in severe mental disorders, and will usually rely
heavily on patients’ self-management skills.
Treatment of comorbidity of alcohol-related problems and antisocial personality disorder
sometimes raises particular concern among therapists and often involves more severe alcohol
abuse than in other comorbid disorders. However, current data suggest that once the severity of the alcohol-related problems is controlled, treatment for alcohol abuse or dependence
in this population may be as effective as in the general community.
Optimal treatment of comorbidity with alcohol abuse or dependence requires clinicians
with skills in the management of both disorders and full access to treatment resources
required for each one. Problems with the management of comorbidity will not be addressed
fully until clinician training and service structures allow a complete integration of patient
management.

Psychiatric comorbidity in people with alcohol abuse or dependence presents multifaceted challenges for practitioners. One set of challenges involves accurate detection.
Practitioners need to ensure that their primary focus of referral or treatment does
not blind them to comorbidity. Psychiatric disorders can go undetected in a person
with severe alcohol problems, due to the prominence of alcohol-related symptoms.
Conversely, in psychiatric settings, alcohol problems can be overlooked in the context
of severe psychiatric symptoms or functional impairment. There can also be uncertainty
when diagnosing a psychiatric disorder in a person with alcohol misuse, due to the
overlap in symptoms and the similar consequences of both disorders. A further set of
challenges is posed by the selection and delivery of appropriate treatments for people
with comorbid problems. Different or additional interventions for the psychiatric
symptoms may be required, and the treatment of alcohol abuse or dependence may
need to be tailored to the speciﬁc psychiatric disorder. This complexity underscores
the importance of both recognizing and treating psychiatric comorbidity in people with an
alcohol use disorder.
We begin with a review of the epidemiology of alcohol and psychiatric disorder comorbidity, in which we include both large community-based surveys of alcohol and psychiatric
comorbidity and studies in treatment settings. Next, we describe the principles of treating
patients with alcohol misuse and comorbid psychiatric disorders. As these principles differ
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according to the type of disorder, we discuss treatment strategies separately for three broad
classes of disorders: severe mental disorders (such as schizophrenia), anxiety and affective
disorders, and antisocial personality disorder.

EPIDEMIOLOGY OF ALCOHOL AND PSYCHIATRIC
DISORDER COMORBIDITY
Studies examining substance misuse and psychiatric comorbidity generally fall into one of
two types: community-based surveys and studies of patients in treatment settings (e.g. in a
psychiatric hospital, or at an outpatient clinic for alcohol disorders). Each type of study has
its own advantages and disadvantages. The primary advantage of community-based surveys
is that they provide the most accurate estimate of comorbidity for the population of people
with a particular disorder. If the population comorbidity is estimated from samples of
patients in treatment rather than from a community survey, the true level of comorbidity
will be overestimated because the psychiatric and the alcohol use disorders can independently propel the person into treatment (a phenomenon known as “Berkson’s Fallacy”;
Berkson, 1949). The major limitation of community surveys is that very large numbers of
people must be sampled in order to assess enough people with disorders that occur at low
base rates in the general population, such as bipolar disorder or schizophrenia.
The primary advantage of comorbidity studies that are conducted in treatment settings
is that they provide the best estimates of comorbidity for patients who are receiving treatment for at least one of their disorders. Such information has practical value to clinicians
who need to know about the extent and nature of comorbidity in their patients. A drawback to surveys of patients in treatment is that the observed comorbidity rates depend
heavily on the speciﬁc treatment setting (e.g. inpatient, outpatient, emergency room) and
the demographic characteristics of the patients receiving treatment (Galanter, Castaneda
& Ferman, 1988; Mueser et al., 1990). Estimates of comorbidity from surveys in both community and treatment settings are also subject to geographical variations in substance use
and changes in substance preferences and normative levels of use over time: both of these
effects can be substantial (Becker, 1967; Johnson & Mufﬂer, 1992; Kavanagh et al., in press;
Mueser, Yarnold & Bellack, 1992).

Community-based Surveys
Two large community-based surveys of alcohol and psychiatric disorder comorbidity have
been conducted over the past 15 years in the USA, the Epidemiologic Catchment Area
(ECA) Study (Regier et al., 1990) and the National Comorbidity Survey (NCS; Kessler et
al., 1996). Another large survey was recently completed in Australia (National Survey of
Mental Health and Well-being; MHW; Teeson et al., 2000).
The ECA Study was a large survey that included over 20,000 people throughout the
USA. This study oversampled people in different institutional settings, including state psychiatric hospitals, Veterans Administration Medical Centers, general hospitals, jails and
nursing homes. This oversampling provided enough people with severe mental disorders to
evaluate comorbidity with alcohol use disorders. For all participants, interviews were conducted to evaluate recent and lifetime substance misuse and psychiatric disorders. The NCS
and MHW studies involved structured interviews with over 8000 and over 10,000 community residents, respectively. Oversampling of patients in institutional settings was not done,
so few people with schizophrenia-spectrum and bipolar disorder were evaluated. However,
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the MHW survey was supplemented by a separate study of 980 people with psychotic
disorders (Jeblensky et al., 1999).
In all of the community surveys, alcohol use disorders were often comorbid with drug
use disorders. For example, in the ECA study the odds ratio (OR) for drug use disorder in
people with an alcohol use disorder was 7.1; 21.5% of people with a lifetime alcohol use
disorder also had a lifetime drug use disorder.
The three community samples also showed high rates of comorbidity between alcohol
misuse and psychiatric disorders. The most common types of psychiatric disorders in the
general population are anxiety disorders and affective disorders. Alcohol problems are
associated with increased rates of both psychiatric disorders. For example, in the ECA study
the lifetime rate of anxiety disorders for the general population was 14.6%, and 8.3% had
an affective disorder. Among people with an alcohol disorder, the rate of anxiety disorders
increased to 19.4% (OR = 1.5) and affective disorders rose to 13.4% (OR = 1.9). The combination of high population rates and increased risks with alcohol disorders means that
anxiety and affective disorders are the most common comorbid problems in people with
alcohol abuse or dependence.
Relatively low rates of some psychiatric disorders in the general population result in
lower absolute rates of dual diagnosis in the general community, even though the proportional increase in risk is sometimes considerably higher. In the ECA study, the highest proportional increase was in antisocial personality disorder (ASPD; OR = 21.0), followed by
bipolar disorder (OR = 5.1) and schizophrenia (OR = 3.3). As a result, the life-time incidence of alcohol misuse in people with schizophrenia was 33.7%, in bipolar disorder it was
43.6%, and in ASPD 73.6% had an alcohol disorder at some time in their lives.

Treatment-based Surveys
Most studies examining alcohol misuse and psychiatric comorbidity have been conducted
in treatment settings. In general, these studies also show high rates of comorbidity, in some
cases even higher rates than in the community-based studies, as expected from Berkson’s
Fallacy. Across numerous studies of people receiving treatment for severe mental disorders
(including schizophrenia, schizoaffective disorder, bipolar disorder and major depression),
the lifetime rate of alcohol misuse is often over 40% (Duke, Pantelis & Barnes, 1994; Fowler
et al., 1998; Graham et al., 2001; Mueser et al., 1990, 1992, 2000; Rosenthal, Hellerstein &
Miner, 1992b; Shaner et al., 1993; Stone et al., 1993). Although fewer treatment-based
studies have been conducted of the prevalence of alcohol use disorders among people in
treatment for anxiety disorders, the available evidence suggests similarly high rates
(Kushner, Abrams & Borchardt, 2000; Stewart, 1996).
Just as research has documented high rates of alcohol misuse in treatment-seeking
psychiatric patients, people in treatment for alcohol-related problems also have high rates
of psychiatric comorbidity. For example, Ross et al. (1988) evaluated lifetime psychiatric
disorders in 501 people who sought treatment for alcohol or drug misuse. Of these people,
84.2% also had a psychiatric disorder. The most common disorders were anxiety disorders
(61.9%), ASPD (46.9%) and affective disorders (33.7%). Similar ﬁndings have been
reported by Powell et al. (1982) and Hesselbrock et al. (1985).

Summary of Epidemiology of Alcohol Misuse–Psychiatric Comorbidity
Numerous studies show that alcohol use disorders have a high comorbidity with psychiatric disorders. Treated samples tend to have higher rates of comorbidity than community
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samples. Rates of alcohol misuse comorbidity tend to be highest for ASPD, followed by
severe mental disorders such as schizophrenia and bipolar disorder, followed by other affective disorders and anxiety disorders. Because severe mental disorders and ASPD have a
relatively low prevalence in the general population compared to anxiety and depression,
the majority of patients with an alcohol misuse–psychiatric comorbidity have anxiety or
affective disorders.

TREATMENT
In recent years there has been a growing recognition of the importance of providing treatment for alcoholism that is tailored to patients’ level of insight and motivation to work on
their substance misuse. Rather than emphasizing direct confrontation of patients who deny
problems related to their substance misuse, social pressure to acknowledge the evils of
alcohol abuse and immediate endorsement of abstinence as a treatment priority, motivational approaches initially focus on relationship formation and harm reduction. While motivational strategies have gained some ascendance in the treatment of primary substance
misuse, their importance has been even more rapidly accepted in work with individuals
with comorbid disorders, whose psychiatric disorders are often inextricably tied to their use
of alcohol and drugs.

Stages of Treatment
A useful overarching heuristic in work with all comorbid disorders is provided by the
concept of stagewise treatment. The stages of treatment are based on the observation that
people with an alcohol misuse problem who change their behavior over the course of treatment typically progress through a series of stages, and that each stage is characterized by
different attitudes, behaviors and goals. By understanding a patient’s current stage of treatment, the clinician can optimize treatment so that it matches his/her current level of motivation, and avoid driving the person away from treatment by attempting interventions that
are mismatched to his/her motivation. Four stages of treatment have been identiﬁed:
engagement, persuasion, active treatment and relapse prevention (Mueser et al., 2003;
Osher & Kofoed, 1989). We provide a brief description of each stage of treatment, including the goal of each stage, and examples of interventions appropriate to that stage.

Engagement Stage
Efforts to change another person’s behavior are doomed to failure if a therapeutic alliance
has not ﬁrst been established. Therefore, at the engagement stage the primary goal of treatment is to establish a working alliance (or therapeutic relationship) between the patient
and clinician. A working alliance can be operationally deﬁned as regular contact (e.g.
weekly) between the patient and clinician (McHugo et al., 1995). Until this relationship is
established, no efforts are directed at changing the substance misuse. A wide range of strategies exist for engaging the patient in treatment, including assertive outreach, resolving a
crisis, attending to basic needs (e.g. medical, housing), and legal constraints (e.g. outpatient
commitment).

Persuasion Stage
At the persuasion stage, the clinician has a working alliance with the patient, but the focus
of the relationship is not on addressing the patient’s substance misuse. Therefore, at this
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stage the patient is still actively misusing substances, or has only recently begun to cut down
on substance use. The goal of this stage is to convince the patient that his/her substance
misuse is an important problem, and to marshal motivation to begin working on that
problem.
Motivational interviewing (Miller & Rollnick, 2002) is one useful strategy for helping
patients understand the negative impact of their substance use on their own personal
goals. Persuasion groups (Mueser et al., 2003), in which patients are provided with an
opportunity to share their experiences with substance use with a minimum of direct
confrontation or social censure, can help patients develop motivation to address their
substance misuse. Commitment to work on substance misuse can be operationally
deﬁned as an actual reduction in substance misuse (McHugo et al., 1995), or another change
in behavior that is associated with a reduction in risk (e.g. ceasing intravenous administration of a drug). In many cases, the duration of these attempts may at ﬁrst be inhibited by
the self-control skills the patient can marshal: in these instances, re-engagement occurs in
close conjunction with training in skills to deal with situations in which previous lapses
occurred.
Miller & Rollnick (2002) emphasize that commitment to change is a function of both
motivation and self-efﬁcacy or conﬁdence in being able to change. As Bandura (1986)
noted, past achievements are much more powerful inﬂuences on self-efﬁcacy than verbal
persuasion that is unrelated to past performance. The attention of patients is drawn to
successful aspects of past control attempts, rather than to their ultimate failure to deal with
the substance-related problems up to now. While a sense of self-efﬁcacy tends to have
limited generalization across performance domains (Bandura, 1986), commitment to
change may sometimes be aided by success in another domain, such as work-related skills
that open up options for a viable substance-free life-style.
The current cognitive abilities of some patients are so limited that their behavior is
governed primarily by currently salient stimuli, rather than by behavioral plans. Commitment to change then becomes a ﬂeeting phenomenon that is restricted by an inability
to sustain attention or recall information. The effects of skills training or even of persuasion groups may then be relatively small. A temporary reduction in substance intake or risk
of harm may sometimes be achieved in these patients by cueing them to engage in activities that are inconsistent with substance use (e.g. helping the person buy groceries on the
day they receive disability payments, or scheduling an outing at a time where they are at
particular risk of misuse). In cases where the substance misuse is restricted to a narrow
range of situations, or where an ongoing structured environment can be created, behavioral scheduling and reinforcement can have a signiﬁcant impact. However, unless the cognitive deﬁcit is reduced by the changes in substance intake, the impact of this supportive
environmental intervention will necessarily be as ephemeral as the patient’s attention and
memory.

Active Treatment Stage
Once the patient has begun to reduce his/her substance use, the motivation to work on
substance misuse is harnessed, and the goal of treatment shifts to further reduction of
substance use or the maintenance of abstinence. Many of the strategies developed for
people with a primary substance use disorder can be used with dually diagnosed patients
once they reach the active treatment stage. Examples of interventions at this stage of treatment include cognitive-behavioral counseling to address “high-risk” situations, self-help
groups, and social skills training to address substance use situations. Structured activities,
such as work preparation or leisure pursuits that decrease opportunities for using substances and divert attention from substance use, can assist in development of substance
control.
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Relapse Prevention Stage
In relapse prevention, the patient has achieved substance control for a substantial period
(e.g. at least 6 months). The goals are to both guard against a relapse of substance misuse
and to extend the gains made to other areas of functioning, such as social relationships,
work and housing. Awareness of vulnerability to relapse can be achieved through continued participation in self-help groups, or individual or group work with substance misuse
as a focus. The focus in the relapse prevention stage on other areas of functioning, such as
relationships, leisure activities and work, reﬂects the belief that the better a patient’s life
is, the less vulnerable he/she will be to a relapse of substance misuse.

Integrated Dual Diagnosis Treatment
Until recently, patients with substance misuse and mental disorders had their two disorders
treated separately, when treated at all. These traditional treatment models followed a policy
of either sequential or parallel treatment. In sequential treatment, patients ﬁrst receive
treatment for one disorder, followed by treatment for the other disorder. In the most
extreme version of sequential treatment, a disorder that is considered “primary” is treated
initially, and the second is only treated if it does not remit after treatment of the ﬁrst. In
parallel treatment, patients receive treatment for both disorders simultaneously from different groups of professionals, including specialists in the management of substance misuse
and others who treat mental health problems. Both approaches assume that each disorder
can be treated in isolation of the other. Sequential treatment assumes an absence of substantial reciprocal interaction between the disorders; parallel treatment assumes an absence
of problematic interactions between treatments.
By the late 1980s, problems with traditional approaches to treating comorbid substance
abuse and mental disorders were widely recognized and their ineffectiveness was
broadly accepted—at least in the case of comorbidity with severe mental disorders
(Polcin, 1992; Ridgely, Goldman & Willenbring, 1990). The separation of mental health
and substance abuse treatment resulted in many patients never receiving services for
one of their comorbid disorders, due to restrictive eligibility criteria or inadequate
detection or management by the treatment provider. Sequential treatment approaches
tend to be ineffective because signiﬁcant comorbid disorders tend to have a web of
reciprocal inﬂuence that makes the treatment of one disorder in isolation difﬁcult.
Parallel treatment approaches are problematic because different treatment providers
usually fail to integrate their interventions, which can result in contradictory or incompatible treatments (e.g. the use of strong interpersonal confrontation is favored by
some substance misuse professionals, but eschewed by most professionals who treat
severe mental disorders). In addition, deﬁciencies in communication between the therapists who are involved in parallel treatment present substantial problems for patient
management, especially when these therapists work in different agencies (Kavanagh
et al., 2000).
The recognition of problems with traditional approaches to dual diagnosis treatment has
led to the development of integrated treatment models for severe mental disorders and
substance misuse (Drake et al., 1991; Kavanagh, 1995; Minkoff, 1989; Mueser et al., 2003;
Rosenthal, Hellerstein & Miner, 1992a). At the core of integrated treatment models is the
assumption that the same clinician or team of clinicians treats both the mental disorders
and the substance misuse simultaneously. When deciding whether an intervention is appropriate at a particular stage, clinicians working within this approach take into account the
total picture of symptoms, cognitive abilities and context, rather than focusing on progress
within a single problem dimension.
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Severe Mental Disorders
The evidence for integrated treatment is currently strongest in the context of severe mental
disorders. A review of 36 studies of integrated treatment for dual disorders involving severe
mental illness found many of the studies were limited by small sample sizes, lack of experimental design, short treatment and follow-up periods, and the use of assessments not
validated for people with severe mental illness (Drake et al., 1998d). However, several
trends in ﬁndings were apparent. First, the simple addition of substance abuse groups to
standard mental health treatment had little effect on outcomes. Second, as reported in
primary substance abuse treatment, successful engagement in treatment was associated
with improved outcomes. Third, programs that provided integrated dual diagnosis treatment, in which both substance misuse and mental illness were treated simultaneously,
tended to have superior outcomes to traditional parallel or sequential treatment
approaches (Barrowclough et al., 2001; Carmichael et al., 1998; Drake et al., 1997, 1998b;
Godley, Hoewing-Roberson & Godley, 1994).
Research on the critical ingredients of effective dual diagnosis treatment programs is
sparse. However, in addition to the use of motivational enhancement strategies described
above, most integrated programs share a number of common features, including assertive
outreach, comprehensiveness, attention to stable housing and a long-term perspective
(Mueser et al., 2003). We brieﬂy describe these core components below.

Assertive Outreach
Patients with severe mental disorders and alcohol misuse frequently are in and out of treatment, and they often become non-compliant during exacerbations of their substance
misuse. In order to involve them in treatment, assertive outreach in the community to
engage patients in their natural living environments is often necessary. In the absence of
assertive outreach, it is difﬁcult or impossible to engage many patients in dual diagnosis
treatment.
Outreach to patients with psychotic disorders requires special delicacy, as substance
misuse often worsens these symptoms, clouding judgment and increasing social withdrawal.
It is critical that outreach in the early stages of treatment is focused on establishing a
relationship with the patient while avoiding confrontation, and persuasion work aimed at
developing insight into the effects of substance use. Patients often stop taking prescribed
medications for their psychiatric illness when they misuse substances, in part for fear of
those medications interacting with the substance they use, and education about these interactions may be necessary to achieve psychiatric stabilization.
In addition to the importance of assertive outreach for engaging patients in treatment,
outreach can also be helpful later in the course of treatment. Meeting with patients in the
community can provide the clinician with valuable information about the possible effects
of the patient’s environment on his/her continued substance misuse or threats to relapse.
In addition, assertive outreach can provide valuable information about patients’ ongoing
substance misuse and the availability of social supports.
The beneﬁts of outreach are supported by the results of a study recently completed by
Drake et al. (1998b). Dually diagnosed patients at seven different mental health centers
were randomly assigned to either standard case management teams or assertive community treatment (ACT; Stein & Santos, 1998) teams, and provided with integrated treatment
over 3 years. The primary difference between the ACT and standard case management
teams was in the intensity of services and extent of outreach provided. While patients in
both treatment groups improved, those who received ACT improved more in their alcohol
misuse outcomes.
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Comprehensiveness
People with severe mental disorders and substance misuse have multiple needs in addition
to their substance misuse problems. Effective, integrated dual diagnosis treatment programs
attend to these needs and provide services to address functioning in a wide range of areas
other than substance misuse. Typically, impairments in other areas of functioning interact
with substance abuse, requiring rehabilitation in order to successfully address the substance
misuse.
One important area requiring attention is problems in social relationships. Impairments
in social functioning are a core characteristic of schizophrenia, and are common in other
disorders such as bipolar disorder (American Psychiatric Association, 1994). Substance
abuse may facilitate social functioning in these individuals by providing opportunities
for social interactions and shared leisure activities with others (Salyers & Mueser, 2001).
However, with increased substance misuse and negative consequences, relationships with others often become strained, and social exclusion occurs (Drake, Brunette &
Mueser, 1998a). Therefore, social skills training has been advocated to help dually diagnosed patients develop skills for dealing with substance use situations more effectively,
and to establish relationships with people who do not misuse substances (Bellack
& DiClemente, 1999; Bellack et al., 1997). Data from one quasi-controlled study has supported the effects of social skills training for dually diagnosed patients (Jerrell & Ridgely,
1995).
Another area in need of attention in a comprehensive program is family relationships.
Substance abuse in patients with severe mental illness is associated with increased problems in family relationships (Dixon, McNary & Lehman, 1995; Salyers & Mueser, 2001),
violence directed towards relatives (Steadman et al., 1998), and housing instability and
homelessness (Susser, 1989). Family treatment aims at educating families about dual disorders, stress reduction, improved adherence to treatment, and harm reduction (and preferably abstinence) from substance use (Mueser & Fox, 2002). Without family intervention,
many dually diagnosed patients eventually lose the support of their relatives and the beneﬁts of the buffering role families play in shielding patients from stress, and consequently
suffer a worse course of their disorders (Caton et al., 1994; 1995). Controlled research on
family intervention has shown it to be effective for both substance use disorders (Stanton
& Shadish, 1997) and severe mental illness (Baucom et al., 1998; Mueser & Glynn, 1999),
and one study has shown family treatment to be effective for dually diagnosed patients
(Barrowclough et al., 2001; Haddock et al., in press).
Comprehensive treatment also needs to attend to patients’ involvement in meaningful,
structured tasks, such as school or work. Ample evidence shows that supported employment models of vocational rehabilitation improve work outcomes of patients with severe
mental illness (Bond et al., 1997; Drake et al., 1999). Competitive work can decrease the
opportunity patients have for using substances and improve self-esteem through involvement in a socially approved activity.
Two other areas that require attention include teaching patients illness management
skills and supported housing. Patients often report using substances to manage their symptoms (Addington & Duchak, 1997; Carey & Carey, 1995), and one study reported that trait
negative affect in schizophrenia is associated with substance misuse (Blanchard et al., 1999).
Many patients need help in developing more effective strategies for coping with their psychiatric symptoms, negative mood states and personal life stress in order to avoid resorting to substance use. Furthermore, they need assistance in learning how to recognize and
respond to the early warning signs of psychotic relapse, which, if not attended to, may
worsen substance misuse and increase vulnerability to full-blown relapses of either or both
disorders. Programs have been designed and empirically validated for facilitating patient
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coping and preventing relapses (e.g. Perry et al., 1999). Although psychological strategies
to manage symptoms often form an important part of integrated treatment for dual diagnosis (Kavanagh et al., 1998), their speciﬁc effects on dually diagnosed patients have not
yet been evaluated in a controlled trial.

Safe and Protective Living Environments
Substance misuse does not occur in a vacuum, and dual diagnosis treatment must attend
to the effects of the environment on patients’ continued substance use. Indeed, evidence
from one study shows that dually diagnosed patients with numerous substance users in their
social networks have a poorer prognosis than similar patients with fewer users (Trumbetta
et al., 1999). Although there is broad recognition of the importance of the environment to
the treatment of dual disorders (Osher & Dixon, 1996), the solutions to the problem are
varied, and depend heavily on the resources available to the treatment providers.
Short-term residential facilities appear to be ineffective because patients relapse immediately upon discharge (Bartels & Drake, 1996). Some evidence indicates that longer-term
residential treatment, with a very gradual reintegration into the community, may be
beneﬁcial for dual disorder patients who fail to respond to community-based treatment
(Brunette et al., 2001). In some settings, treatment agencies arrange for safe housing
through contacts in the community (e.g. Drake et al., 1997). Family treatment or social
network intervention, focused on engaging other people in the patients’ social milieu and
decreasing opportunities for substance use, may be helpful. Last, when a social environment appears refractory to change, endeavoring to either move the patient to another
setting, or arrange for him/her to spend less time there (such as by going to work or training programs) may decrease some of the deleterious effects of the environment on substance misuse.

Long-term Commitment
Just as a psychotic disorder is a persistent problem for many patients, so is substance misuse.
Research on integrated treatment programs for dually diagnosed patients suggests that the
best outcomes are usually achieved by programs that provide longer-term treatment, rather
than short-term intervention (Drake et al., 1998c). Therefore, patients with chronic dual
diagnoses are most likely to beneﬁt in programs that have a long-term commitment to their
treatment.
It is possible that individuals who have recently developed a psychosis, and whose
substance misuse is of a briefer duration, may beneﬁt from shorter-term interventions
focused on substance misuse (White et al., 1999). Pilot testing suggests that such interventions, which employ both motivational and educational strategies, have great promise
(Kavanagh et al., 2003) and are in need of further evaluation in large-scale controlled
trials.

Anxiety and Depression or Dysthymia
Despite the prevalence of anxiety or depression in alcohol misuse, there is remarkably little
in the research literature to guide us on management of the comorbidity. Almost all of
the existing treatment trials focus on pharmacotherapy for the anxiety or mood disorder
(Cornelius et al., 1997; McGrath et al., 1996; Tollefson, Montague & Tollefson, 1992), rather
than the efﬁcacy or effectiveness of psychological interventions. At present there is no controlled trial to demonstrate a superiority for integrated treatment, and some commentators
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continue to advocate parallel (Oei & Loveday, 1997) or sequential treatment (Scott,
Gilvarry & Farrell, 1998) in the absence of such a study.
It is perhaps less immediately obvious that the treatment of anxiety or depression should
be integrated with alcohol intervention than is the case with a pervasive and severe disorder such as schizophrenia. However, we do know that both the psychological treatment of
alcohol misuse (Lennox, Scott-Lennox & Bohlig, 1993; Project MATCH Research Group,
1997) and the pharmacological treatment of depression (Worthington et al., 1996) tend to
be less effective when conducted in the presence of the other disorder than when the
comorbidity is not present.
Treatment design in anxiety and depression has been strongly inﬂuenced by the notion
of primacy or independence of the disorders. This has largely been because of the high rate
of spontaneous recovery of anxiety or depressive symptoms during treatment for alcohol
dependence. For example, Brown & Schuckit (1988) found that 42% of people entering
inpatient alcohol dependence treatment had a depressive syndrome, but only 6% had clinical levels of depression after 4 weeks of abstinence. This has led a number of commentators to recommend either that treatment for the anxiety or depression should be delayed
to provide an opportunity for remission (Oei & Loveday, 1997), or that a decision on the
order of treatment should be made in response to assessment of which disorder is primary
(Scott et al., 1998).
Schuckit et al. (1997) have argued that it is possible to distinguish depressive episodes
that have clearly been independent of alcohol use by applying a retrospective time-line
technique. “Independent” depression either precedes the development of alcohol dependence or occurs during at least one period of sustained abstinence. Depression that is not
clearly independent is assumed to be secondary to the alcohol misuse. The notion is that
assessment of independence may assist in determining whether treatment of the depression is necessary.
However, recent data suggests that even in “non-independent” depression, treatment
with desipramine (Mason et al., 1996) or with cognitive-behavioral therapy (Brown et al.,
1997) can improve the depression and the outcome of treatment for alcohol dependence.
Indeed, the assumption that non-independent depression is truly secondary may often be
unsound. Depression that occurs during alcohol misuse can be of independent origin. The
terminology “independent” is also potentially misleading, since it suggests a lack of interrelationship with the alcohol problem. Most often, the true situation is likely to be one of
mutual inﬂuence, or of co-occurring problems whose primary or secondary status shifts over
time (Hodgkins et al., 1999). A search for the single primary problem may in these cases
be inappropriate.
Some of the issues are illustrated by a recent self-report study on post-traumatic stress
disorder (PTSD) and concurrent substance misuse (Brown, Strout & Gannon-Rowley,
1998). Participants reported that their two disorders tended to be functionally related, so
that as each worsened or improved, the other changed in parallel. When this relationship
is present, whether one disorder is secondary or both are primary problems may be less
important than their linkages and co-variation. If treatment of one disorder is successful,
the other may well show an improvement or even a remission. But the delay of the second
treatment is likely to impede the effectiveness of the ﬁrst, especially if the person is attempting to reduce or stop his/her consumption in the community with limited support for the
attempt. Furthermore, the opportunity to train the person in skills to deal with the comorbidity, should it recur, is lost if the second problem resolves before the comorbidity issue
has been addressed in treatment.
A wide search of existing literature found only two controlled trials on the treatment of
coexisting depressive symptoms and alcohol misuse (Brown et al., 1997; Turner & Wehl,
1984). Each of the studies attested to the effectiveness of cognitive-behavioral therapy
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(CBT) for depression in parallel with treatment of the alcohol problems. In Turner & Wehl’s
(1984) study, CBT gave superior alcohol and mood outcomes to the standard alcohol treatment alone, but only in an individual rather than group format. In Brown et al.’s (1997)
study of people receiving treatment for alcohol dependence, CBT for depression achieved
better reductions in depressive symptoms during treatment and better alcohol outcomes
from 3–6 months post-treatment than did relaxation training. Neither of the studies was
restricted to people with major depression, and the cut-off on depressive symptoms was
relatively low (e.g. Brown et al., 1997; a Beck Depression Inventory score ≥ 10). We still
await a controlled trial consisting entirely of patients who are experiencing a major depressive episode or dysthymic disorder.
Research in clinical depression is available for pharmacotherapies. These studies suggest
that, while the effectiveness of some antidepressants is reduced by the presence of alcohol
problems (Worthington et al., 1996), drugs such as imipramine (McGrath et al., 1996) and
ﬂuoxetine (Cornelius et al., 1997) are more effective than placebos for the treatment of
comorbid depression. Alcohol-related outcomes have tended to be better for dualdiagnosis patients whose depression responded to the pharmacological treatment.
Research into the treatment of comorbid anxiety is even less well advanced. Buspirone
has shown better alcohol and anxiety outcomes than placebos in three out of four doubleblind trials on people with comorbid anxiety and alcohol misuse (Kranzler et al., 1994;
Malcolm et al., 1992; Tollefson, Lancaster & Montague-Clouse, 1991; Tollefson et al., 1992),
and an open-label case series with sertraline produced promising symptomatic and alcoholrelated outcomes in PTSD (Brady, Sonne & Roberts, 1995). Open clinical trials of integrated treatment of PTSD and substance abuse problems (Brady et al., 2001; Kuhne,
Nohner & Baraga, 1986; Najavits et al., 1998) suggest that a combined approach may be
effective, and one controlled study has supported this (Trifﬂeman et al., 1999). One
controlled study has been completed evaluating the effects of cognitive-behavior
therapy for social phobia combined with alcoholism treatment compared to alcoholism
treatment alone (Randall et al., 2001). Surprisingly, this study found no beneﬁt for the
cognitive-behavior treatment group over alcoholism treatment alone for social phobia and
actually worse outcomes for some alcohol use measures. Since both groups in this study
received the same amount of treatment, the results reﬂect the negative effects of diluting
alcoholism treatment with social phobia treatment, rather than adding the latter to the
former. On the other hand, a series of three case studies by Lehman, Brown & Barlow
(1998) suggests that standard cognitive-behavioral treatment of panic disorder may
sometimes result in improvements, not only of the panic symptoms but also of secondary
alcohol misuse.
On theoretical grounds, we expect that an integrated treatment will be more effective
in anxiety and depression, just as it is in severe mental disorder. Integration of treatment
is likely to be most critical in cases where the anxiety or depression is either unresponsive
to treatment or is prone to recurrence. In these cases, it may be especially important to
train participants to maintain their self-management of alcohol use in the face of anxiety
or dysphoria, and to prevent a lapse in alcohol control from precipitating a full relapse of
both disorders.
However, there are likely to be important differences between the design of integrated
interventions for alcohol disorders and anxiety and depression and the structure of treatments in psychosis. People with comorbid anxiety or depression tend to be more cognitively intact and have more functional abilities than people with psychotic disorders,
including skills in self-monitoring and self-management of behavior. They are also more
likely to have ﬁnancial and other resources, such as social supports, and their comorbid disorder has a better chance of complete remission. As a result of these factors, the treatment
may not always need to be as extensive as that described in the previous section. In some
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cases of low alcohol dependence, such as the single cases of panic disorder and alcohol
abuse treated by Lehman et al. (1998), simply drawing attention to the alcohol misuse
by initial assessment and ongoing alcohol monitoring may be sufﬁcient to trigger selfmanagement of the problem. In most cases, some skills training or support will be required
to help them succeed at an attempt to control their alcohol intake.
In anxiety disorders, the disorder itself does not impede the development of motivation
in the same way as in a disorder such as schizophrenia, and in some anxiety disorders such
as phobias there is a relatively low chance of recurrence after treatment. In contrast, depression shares both of these problems with the severe mental disorders. Engagement needs to
overcome the pessimism, lack of self-efﬁcacy and lack of expected reward value that are
associated with both dysphoria and negative symptoms. This may sometimes result in an
extended engagement stage. Major depression, bipolar disorder and schizophrenia also
share a high risk of relapse after resolution of an acute episode. However, we expect that
treatment of alcohol–depression comorbidity will rarely need to be as extended as in the
more severe disorders, and that it will typically focus less on assertive follow-up and more
on self-monitoring and self-management.
An effective psychological intervention for the anxiety and depressive aspects of the
comorbid problems should at this stage be guided by what we know about effective treatment of these disorders when alcohol misuse is not also present. That is, the treatment of
anxiety is likely to be dominated by exposure-based procedures, with cognitive therapy for
negative cognitions that are impeding treatment progress (Brown & Barlow, 1992). Treatment of depression is likely to focus on cognitive therapy (Beck et al., 1979) or interpersonal therapy (Klerman et al., 1984). In each case, the therapy will be modiﬁed to deal with
the comorbidity (e.g. Beck et al., 1993; Scott et al., 1998), in terms of both the speciﬁc targets
of the treatment and the timing of particular treatment components.
Full integration with a cognitive-behavioral alcohol intervention would not end with a
minor modiﬁcation of existing treatments that were essentially presented in parallel by the
same therapist. Such an approach would not assist participants to make the conceptual links
that were required, and could lead to excessive demands on them at some points of the
intervention. Rather, the combined intervention would meld the treatments for the two disorders more fully. For example, engagement would focus on the combined disorder, selfmonitoring would encompass both problems, and early success would be attempted in both
problem areas. Skills training would routinely encompass both problems: e.g. in depression,
increasing pleasurable activities that were inconsistent with alcohol use would help to boost
mood and allow a test of pessimistic cognitions, but would also decrease periods of time
when the person was at risk of alcohol misuse. Minimization of relapse risk would include
training in early detection and prevention of recurrence of either problem, but would particularly focus on reduction in risk of recurrence of the comorbidity. Some examples of
these integrated treatments already exist (Kuhne et al., 1986; Najavits et al., 1998); we
expect to see a proliferation of these interventions and the further development of an
empirical basis for their use over the coming years.

Antisocial Personality Disorder (ASPD)
Epidemiologic studies indicate that the highest psychiatric–substance misuse comorbidity
is with ASPD. There is a large literature showing that ASPD is related to a more severe
course of alcohol and drug use disorders, including an earlier age of misuse, more binge
drinking and more physical and legal consequences (Cadoret, Troughton & Widmer, 1984;
Epstein et al., 1994; Penick et al., 1984). Indeed, the importance of ASPD is illustrated by
the fact that it has been at the backbone of all major typologies of alcoholism, ranging from
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the delta/gamma subtypes (Jellinek, 1960) to Cloninger’s (1987) Type I/II distinction, to
Babor’s et al.’s (1992) Type A/B distinction (see Epstein, 2001).
Early studies of differential treatment response for substance misuse suggested that
patients with comorbid ASPD had a worse prognosis (e.g. Kadden et al., 1989;
Rounsaville et al., 1987; Woody et al., 1985). However, the conclusions reached by these
studies may be incorrect because of the confounding effects of substance use severity on
treatment outcomes. Patients with substance misuse and ASPD tend to have more severe
substance disorders. Their poor prognosis may be a reﬂection of their more severe substance misuse, rather than their ASPD. In line with this interpretation, research does not
indicate that patients with ASPD have a worse response to substance misuse treatment
once the severity of their disorder has been statistically controlled (Alterman & Tarter,
1986; Cacciola et al., 1994; McKay et al., in press). In fact, one study suggested that patients
with ASPD and substance misuse responded quite well to a highly structured cognitivebehavioral treatment program for substance use disorder (Brooner et al., 1998).

CONCLUSIONS
Surveys of both community and treatment samples show there is a high rate of substance
misuse and psychiatric comorbidity. Co-occurring alcohol and drug use tend to be highest
in people with antisocial personality disorder (ASPD), followed by patients with severe
mental illnesses such as schizophrenia or bipolar disorder, followed by patients with affective or anxiety disorders, whose substance misuse nevertheless exceeds that of people in
the general population. Recognition of the importance of comorbidity has developed
recently, and consequently the research base upon which recommendations can be made
is rather slim. Nevertheless, several points must be stressed that are supported by a broad
consensus. Perhaps the most important step involves the recognition of both disorders. With
rates of comorbidity so high, a careful evaluation should be conducted to ensure proper
diagnosis. In alcohol and drug treatment settings, this involves an assessment of psychiatric
disorders, of which the most common in those settings are affective and anxiety disorders.
In psychiatric treatment settings, assessments should routinely screen for substance use
disorders.
A second principle of treatment is that motivational strategies should be used in order
to match the intervention to patients’ motivational states. Dually diagnosed patients tend
to be highly sensitive to interpersonal stress, and confrontational approaches risk increasing their psychiatric symptoms and driving them away from treatment. Awareness of the
patient’s level of motivation to work on substance misuse maximizes the chances of
successfully engaging patients in treatment and ensuring that selected interventions are
optimally timed.
Third, it is best if both substance misuse and psychiatric disorders are treated simultaneously, by the same treatment providers. Dually diagnosed patients often “fall between
the cracks” of the substance misuse and psychiatric treatment systems, and fail to receive
one or both needed treatments (Kavanagh et al., 1998). Furthermore, since both disorders
tend to worsen the other, effective treatment of one disorder requires knowledge and
coordination with treatment of the other. Concurrent treatment of both disorders avoids
the common trap of attempting to distinguish which disorder is “primary” and which is
“secondary” when such distinctions are often difﬁcult or impossible to make.
Finally, effective treatment of substance misuse and psychiatric comorbidity requires
that treatment for the psychiatric disorder be specialized for that disorder. Over the past
several decades signiﬁcant advances have been made in the treatment of different psychiatric disorders. Knowledge of empirically validated interventions, both pharmacological
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and psychological, is critical in order to effectively treat the psychiatric illness (and hence
the substance misuse as well). In this regard, the nature of dual diagnosis treatment must
be informed by the speciﬁc psychiatric disorder, as well the individual characteristics of the
patients.
Recognition of the high comorbidity of substance misuse and psychiatric disorders has
grown tremendously over the past decade and clinicians are now aware of the importance
of assessing both disorders in their patients. Research on effective treatment of comorbidity is still in its infancy, but it has provided important guidelines for integrating the treatment of both disorders. As our knowledge of the treatment of dual disorders grows,
traditional distinctions between the psychiatric and substance misuse ﬁelds, including training, requirements for the credentialing of professionals, administration and funding should
hopefully break down. Ultimately this may lead to the integration of the service systems
themselves. Whole systems are needed to treat whole people. The movement afoot towards
providing integrated mental health and substance misuse treatment bodes well for the
outcomes of patients with comorbid disorders.
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Chapter 10
Natural Recovery from
Alcohol Problems
Harald K.-H. Klingemann
University of Applied Sciences, School of
Social Work, Berne, Switzerland

Synopsis
Disputes regarding the dogma of abstinence or the claim that it is possible to revert to controlled drinking illustrate a deep-seated lack of belief in the individual’s chances of changing
without treatment. However, when people do change from substance misuse, most of them
change on their own. Features common to the successful quitting of alcohol, gambling,
overeating and drug taking are mostly ignored. In general, the hypothesis of “spontaneous
recovery” challenges the concept of addiction as a disease that is in principle irreversible and
progressive. At the same time, the spectrum of deﬁnitions of the different terms describing
this phenomenon is varied. In clinical usage, “spontaneous remission” simply means
“an improvement in the patient’s condition without effective treatment”; psychological
working deﬁnitions emphasize the individual’s own cognitive achievement; from a sociological viewpoint, the primary consideration is the exit from a deviant career without
formal intervention. Theoretically, the increasing adoption in the clinical domain of
Prochaska & DiClemente’s (1983) stages of change model has been described as an important paradigm shift.
The variety of theoretical aspects of self-change is also associated with numerous
practical problems of research methodology, which are outlined in this chapter after a
discussion of deﬁnitional issues. Studies in this area have been mostly conducted either
from a survey/cohort perspective or from a qualitative in-depth approach attempting to
“zoom in” on the change process. Canadian population surveys have suggested that about
78% of interviewees with alcohol problems had overcome them without professional
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treatment. A considerable proportion had reverted to moderate, controlled consumption.
Intensive case studies in smaller samples highlight, among other things, the role of
social support and control and the inﬂuence of life events or stress factors in the motivation
to overcome problem use, and point to an impressively creative potential of individual coping
strategies.
This chapter not only provides a review of self-change research but also outlines
treatment and policy implications. Policy planners in the addiction ﬁeld ﬁnd themselves faced
with growing criticism of the increasing and costly impact of professional therapy and the
abstinence dogma in various spheres of life. Under-utilization of the resources of numerous
treatment services also raises questions about the reasons for “treatment rejection” and supports the view that, from the study of clinical populations only it is not possible to understand
the needs of the much more important hidden population of problem drinkers. In this context,
the concept of “assisted natural remission” is introduced and illustrated by various forms of
bibliotherapy. Finally, psychological models and perspectives on change need to be complemented by a sociological approach. This views the societal climate of opinion (discrimination, judgements of different types of deviance in the general population and in the media)
and objective features of the treatment system (barriers to treatment and perceptions of
available programs) as key parameters which can promote or impede individual chances
for change.

“SELF-HEALING”: TABOO IN RESEARCH AND THERAPY?
Michael Caine, his days of philandering and heavy drinking well and truly behind him, says that
he is too old to mess around with women. The 65 year-old actor’s ﬁlm career has taken on a
new life with his portrayal of a sleazy impresario in Little Voice, winning a Golden Globe award
and sparking speculation that an Oscar might be next. “I used to do a bottle of vodka a day in
the 1960s—no problem. You are just topping yourself up”, Caine told The Times of London in
an interview. Meeting the model Shakira Baksh changed all that. “I stopped when I met my
wife”, he said. “Romance took over and, of course, women do not like drunks” (International
Herald Tribune, p. 20; “People”, February 2, 1999).

The idea that alcoholics can overcome their dependence without extensive professional
help has been, and to some extent still is, met with disbelief among many professionals in
the treatment and social care ﬁeld, as well as among the general public. The tenet, “once
an alcoholic, always an alcoholic” is shared not just by adherents of Alcoholics Anonymous,
and disputes regarding the dogma of abstinence or the claim that it is possible to revert to
controlled drinking or drug-taking illustrate the deep-seated lack of belief in the individual’s chances of change without treatment. As a rule, features common to the progression
of individual drug and alcohol careers, on the one hand, and to “privately organized remission processes” in people with eating disorders and smokers, on the other (Tinker & Tucker,
1997), are mostly ignored. Although this Handbook is about alcohol problems, we will also
address other problem areas, because there are many informative studies of natural remission covering a range of substances, and results point to similarities between various types
of recovery, consequently supporting an underlying concept of addiction.
In general, the notion of “spontaneous recovery” contradicts the concept of addiction
as a disease that is, in principle, irreversible and progressive. Similar attitudes are found in
the sociological labelling approach, which for a long time focused one-sidedly on the progressive consolidation of deviant careers and viewed the individual as a victim of stigmatization by the agencies of social control (Sack, 1978).
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DEFINITIONS
Concepts such as “spontaneous remission” and “natural recovery” are not in any way new,
neither are they conﬁned to speciﬁc types of addiction, such as alcoholism or drug consumption. The relative signiﬁcance of attempts at self-change, as compared with success
rates in treatment in the clinical domain, was the subject of early studies of the neuroses
(Eysenck & Rachman, 1973). Coping strategies, creative avoidance and self-protection
mechanisms in schizophrenics have also been treated in various ways in psychiatric research
and related very broadly to psychological and behavioural approaches to coping behaviour
(Böker et al., 1984). In addition to cognitive models of personality (see Miller, 1981), the
sociology of life histories (Kohli, 1978), the principles of humanistic psychology (Hay, 1984)
and psychoanalytical interpretations of self-destructive behaviour (Battegay, 1988) have
been offered as primary theoretical concepts, irrespective of the speciﬁc problem area
concerned.
The spectrum of deﬁnitions of the different terms related to the phenomenon is therefore equally varied. In clinical usage, “spontaneous remission” means simply “an improvement in the patient’s condition without effective treatment” (Roizen, Cahalan & Shanks,
1978). Psychological working deﬁnitions emphasize the individual’s own cognitive achievement (“self-initiated recovery or change in behaviour”; Marlatt & Gordon, 1985). From a
sociological viewpoint, the primary consideration is the exit from a deviant career without
formal intervention (Stall, 1983). “Natural” and “spontaneous” are increasingly being
replaced as keywords by neutral terms, such as “untreated recovery”. Nevertheless,
common to all these conceptualizations is the assumption that an unwanted condition is
overcome without professional help.
These approaches can be seen in perspective if self-destructive behaviour is viewed
in functional terms as an, albeit unsuccessful, attempt at self-change. Thus, Lange (1981)
concludes, again from observations of schizophrenics, that the development of a psychosis
in many patients might be interpreted in wholly positive terms as a defensive reaction
against a society which suppresses self-realization and thus is viewed as an attempt at
self-change.
A variety of theoretical aspects are also associated with numerous practical problems
of research methodology. Hidden or unregistered study populations cannot be recruited by
means of conventional sampling techniques, while alternative “active case ﬁnding” strategies have also their limitations. Snowball procedures reﬂect local communication networks,
while recruitment through the media generates other selective effects—responding to a
media call is already a sign of a basic willingness to change and of a more severe problem
at hand. Along these lines, a systematic comparison of media recruitment and survey sampling among natural remitters from problem alcohol use from a large-scale German study
showed that media recruitment leads to biased samples, with more severely dependent subjects and fewer controlled drinking remitters; media-recruited individuals also believed
more strongly than general population survey subjects that treatment would take too much
time and effort (Rumpf et al., 2000). Both active case-ﬁnding and media calls only reach
people who are or were aware of their addiction.
An ethical problem in this research area is the risk that successful “spontaneous remitters” will once again be destabilized or discriminated against through the research contacts.
Finally, the recording and measurement of the processes of change in life histories or
variations in addictive behaviour place heavy demands on study instruments or analytical
methods, with little opportunity for using standardized procedures.
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THE STATE OF RESEARCH
Major starting points for the discussion of self-change phenomena in addiction research
are the literature reviews by Smart (1975) in the ﬁeld of alcoholism, by Waldorf & Biernacki (1979) on overcoming heroin addiction, and the attempt at a comparative review of
self-change in eating disorders, nicotine, alcohol and heroin addiction by Stall & Biernacki
(1986). Overall, it can be seen that self-change is not a rare phenomenon and that success
rates approximate to those of professional treatment (cf. Blomqvist, 1996). Figures for speciﬁc self-change rates naturally vary with the deﬁnitional criteria used. We end up with very
different remission rates if we choose, for instance, life-long abstinence or return to moderate drinking as reference points, and if we compare subjects with a long drinking history
with mildly dependent cases. Taking into account the fact that treatment provision reaches
only a minority of those with problems, and bearing in mind the considerable variation in
addictive behaviour according to numerous longitudinal studies (Fillmore et al., 1988), this
ﬁnding is hardly surprising. Canadian population surveys have suggested that about 78%
of interviewees with alcohol problems had overcome them without professional treatment.
A considerable proportion (38–63%, depending on the survey) had reverted to moderately
controlled consumption (Sobell, Cunningham & Sobell, 1996a). Even when eating
disorders, medication misuse and gambling addiction were included, only 12% of those
interviewed in a population sample by McCartney (1996) had resorted to professional treatment (mainly general practitioners and self-help groups).
Intensive case studies in smaller samples highlight, among other things, the role of social
support and control and the inﬂuence of life events or stress factors on the motivation to
overcome problem use, and point to the creative potential of individual control strategies
(Blackwell, 1983). The analytical phase model of self-change, proposed by Stall & Biernacki
(1986), has proved to be a useful framework for integrating numerous individual events. In
this model, the ﬁrst phase of remission involves the emergence of a motivation for change;
the second phase, the public negotiation of a new, non-stigmatized identity; and the third
phase, the stabilization of what has been achieved. According to Stall & Biernacki, in the
decision phase, persistent ﬁnancial and health problems may be considered a speciﬁc trigger
for the motivation for change, but so can the stress from social sanctions. In the second
phase, when sometimes far-reaching changes in lifestyle are instigated but are complicated
by withdrawal reactions, the mobilization of social resources is important. In this context,
Granﬁeld & Cloud (1999) have introduced the concept of “recovery capital”, which is used
to refer to the total sum of one’s resources (social, physical and human) that can be brought
to bear in an effort to overcome alcohol and drug dependency—maintaining bridges with
non-using family members and friends, relying on a supportive “safety net” and the commitments of other people, and relying on legal rights with respect to labour market employment, to mention just a few elements. This recovery capital tends to be distributed unevenly
between social classes, an aspect that has been little studied (Granﬁeld & Cloud, in
press). These more sociologically-orientated approaches to individual life-history change
processes correspond to the six-stage model of Prochaska & DiClemente in the clinical
domain (see Prochaska, Norcross & DiClemente, 1994), which has to some extent been
described as a paradigm shift (Burman, 1997) and has gained broad acceptance in research.
It involves a more detailed analytical distinction between “precontemplation” (no change
is considered), “contemplation” (medium-term intention to change), “preparation” (immediate intention to change and initial preparatory action), “action” (attempts at changing
behaviour) and “maintenance” (continued efforts to change behaviour and continuous
support of the new behaviour).
After a lengthy period of neglect of the whole area of spontaneous recovery, a change
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began during the 1990s which, once again, made discussion of the importance of self-change
respectable. Policy planners in the addiction ﬁeld found themselves faced with growing
criticism of the increasing (and also costly) impact of professional therapy, and of the
abstinence dogma, in various spheres of life (Peele, 1989). Economic considerations in the
ﬁnancing of treatment sparked interest in so-called minimal intervention, such as long-term,
low-intensity case monitoring (Stout et al., 1999) and “assisted spontaneous remissions”.
The low acceptance or under-utilization of the resources of numerous treatment services
also raised questions about the reasons for treatment rejection and supported the view that
it was not possible to understand, from the study of clinical populations only, the needs and
possibilities for change among the much more important “hidden problem group”. A successful outreach for this group implied, also, the increasingly pragmatic recognition of the
concept of harm reduction or low-threshold intervention which, on its part, was also based
on a more realistic assessment of the possibilities and acceptance of professional forms of
therapy. The idea of harm minimization is not in any way new in the alcohol area, but has
gained increasing signiﬁcance, particularly in view of interesting parallels with other drugs
(Plant, Single & Stockwell, 1997).
These general developments have also stimulated research efforts, offered a wider
framework for understanding addiction-related change processes or divorced them from a
ﬁxation on therapy (Miller, 1998), and encouraged discussion and re-assessment of research
available so far. An example from the most recent past is the re-assessment of Vaillant’s
(1983, 1995) unique long-term study on the natural history of alcoholism.
Taken as a whole, these more recent studies largely conﬁrm the stage model mentioned
earlier, which stresses cognitive cost–beneﬁt processes (Prochaska & DiClemente, 1983).
This ﬁnding also appears to apply in cross-addiction and cross-cultural comparisons. Tinker
& Tucker (1997), in their study of overcoming problems of obesity with and without treatment support, observed a combination of short- and long-term, predominantly negative,
inﬂuences on motivation similar to self-remission processes from studies of addiction problems. In an interview study in Sweden, similar behaviour-orientated control strategies were
found in alcohol, tobacco and drug spontaneous remitters (e.g. altered life conception,
change in social contacts) (Mariezcurrena, 1996). In an English study which, for the ﬁrst
time, compared smoking, eating disorders, alcoholism and gambling addiction, the overriding importance of subjective will-power and motivation for change (awareness of
reasons for change, particularly social pressure and change in life circumstances, such
as new job, etc.) was apparent (McCartney, 1996). Social-class-speciﬁc opportunities and
forms of treatment-free remission were found in a small mixed sample of drug and alcohol
addicts (Granﬁeld & Cloud, 1996) and also in a large-scale analysis of problem drinkers
(Humphreys, Moos & Finney, 1995). According to this, middle-class addicts with good social
networks and, in particular, an intact feeling of self-worth developed into moderate/
controlled alcohol consumers, whereas members of the lower social class, subscribing to a
“hitting bottom” syndrome, became abstinent signiﬁcantly more often (Humphreys et al.,
1995). With regard to the “abstinence strategy” and “controlled drinking” types of
self-change, interesting distinctions can be drawn in life-event proﬁles. According to King
& Tucker (1998), a 4-year group comparison showed that abstaining spontaneous remitters
exhibited a steady decrease in the number of reported negative life events, whereas
controlled drinking spontaneous remitters (but also stabilized for many years) reported
an increase in the fourth year. The authors postulate that:
. . . as their drinking remained normalized and less central as a life problem, the moderation
drinkers were increasingly able to tolerate some instability and change without resuming
problem drinking . . . by comparison, the environments of abstainers were increasingly uneventful . . . (p. 541).
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According to the only Swiss study available, it was possible to identify motivation, implementation and stabilization phases from an in-depth analysis of the life histories of heroin
and alcohol spontaneous remitters, as well as the signiﬁcance of cognitive decision and
learning processes. As this is one of the few comparative prospective studies, main results
from the ﬁrst (1989) and second (1992/1993 and 1996) phases of the research will be highlighted in somewhat greater detail. The 30 heroin and 30 alcohol spontaneous remitters
generally went through a conscious phase of preliminary deliberation, with an objectively
high “loss stress” (i.e. the number of negatively experienced life events during the year preceding spontaneous recovery), which progressed to a serious motivation for change through
additional, in most cases positive and social, triggers. Contrary to previous ﬁndings, support
played no role in the decision implementation (although it probably did in medium-term
stabilization). The spontaneous remitters tend to withdraw in this vulnerable phase and
are unaware of informal and professional help provision or reject it as inappropriate. They
apply an impressive repertoire of implementation techniques and everyday methods.
Speciﬁcally, spontaneous remitters resort to distancing techniques (e.g. throwing away the
contents of the bar; changing the journey home to avoid passing the pub, etc.), drug-related
substitution ideas (e.g. instead of alcohol, new cosmo-organic nutrition, coffee consumption, etc.), the imagination of effects (e.g. anticipated effects of further consumption; a belief
that one is speciﬁcally vulnerable to alcohol), and individual behaviour management (e.g.
hobbies, reading) (Klingemann, 1992).
These concrete resources used in implementing change have generally received little
attention in research; one exception is the extensive narrative material in the study by
Burman (1997) of 38 male and female alcoholic spontaneous remitters. Burman’s typology
of self-change strategies, similar in many respects to the Swiss study, included: “bargaining
with time—a trial commitment”, “programmed self-talks and public announcements”,
“preserving painful memories” and “journalling”.
Overall, the self-remission process in alcohol and heroin spontaneous remitters
appeared to follow a similar basic pattern. However, differences were apparent which
pointed to a more difﬁcult course of self-remission, but also a more stable natural recovery, in heroin spontaneous remitters. According to the ﬁndings from the ﬁrst study, heroin
spontaneous remitters had a harder task in the ﬁrst place to achieve control because, for
example, of initial stress levels and persistent craving problems. However, the prognosis for
this group was more favourable in terms of medium-term stabilization than that for alcohol
spontaneous remitters; the self-assessment of their future progress, as well as that of others,
was more positive than in the alcohol reference group. This was all the more surprising
because the stress situation of heroin spontaneous remitters at the time of the interview
always appeared relatively more precarious than in the reference group. This could be tentatively explained by the relatively more pronounced cognitive support and social orientation of the self-remission decision in the preliminary phase, as well as the establishment
of primarily non-substance drug substitutes (e.g. religion, relationships) in the stabilization
phase among heroin remitters. It is precisely the combination of the pressure from continuing public stigmatization, on the one hand, and perceived primary group support, on
the other, which might be interpreted as an ideal basis for challenging the inner-directed
remitter to pursue new goals in life.
A comparison of alcohol and heroin cases (n = 30 in each group, 100% retrieval) in a
follow-up study 4 years later conﬁrmed the tendency for a more positive outcome for selfchange in the latter group. Only three out of 30 non-treated heroin remitters reported a
fully-blown relapse (with an additional three cases indicating a lapse) compared to nine
out of 30 non-treated alcohol remitters (with two additional lapses). Natural recovery from
alcohol problems seems to be much more difﬁcult than quitting illicit drug use. Alcohol
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Figure 10.1 ‘Biographical drawing’ of a spontaneous remitter from problem alcohol use (female 35
years old, works in a kindergarten). From Klingemann (1990), with permission

remitters continue to be confronted with risk situations and easy availability, whereas the
drug world is far less culturally integrated.

Future Research Priorities
Having outlined some of the more important research ﬁndings in this area of work, we will
now indicate where we think future research is especially needed.
1.

Prospective longitudinal studies, which help answer questions of causal relationship,
and a better integration of qualitative and quantitative approaches. A clear-cut survey
approach falls short of the very complicated life histories of spontaneous remitters. The
combined use of open-ended questions, narrative approaches, projective methods and
standardized questionnaires seems to be promising. If one looks at the complicated ups
and downs of the life-charts of spontaneous remitters, one realizes that one can never
hope to capture these transitions, passages and career shifts with a series of simple questionnaire items. Figure 10.1, taken from the Swiss study mentioned above, illustrates
this very clearly (see also the ﬁrst use of this method by Alasuuntari, 1986, with a sample
of blue-collar alcoholics in Finland).
2. Improvements in methodological design, such as the incorporation of control groups
and validity tests by interviews with collaterals. Comparing different “true” stories of
recovery helps to get a better understanding of how individuals managed to quit. Collaterals tend to be more distanced; quitters may exaggerate their problems of the past
to see themselves as “heroes”.
3. Comparative studies, which include various problem areas—particularly licit and
illicit drugs, but also eating disorders, medication misuse and substance-unrelated
addictions (e.g. gambling addiction)—in an integrated research design. Above all,
increased attention should be paid to the question of multiple problem solutions.
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Is it easier for people who quit drinking also to stop smoking? Does one success
experience carry over to other types of addiction and encourage people to work on
other problems as well?
4. Increased attention to societal conditions, which might promote or impede individual
change. By way of example, mention may be made of the varying degrees of stigmatization of addiction and other social problems by the public and the different ways
the media portray alcoholics, drug addicts and gamblers, which in turn will inﬂuence
perceived chances of change and willingness to help such people.
5. Investigation of change processes in different cultural contexts. The few ﬁndings available so far do not point to distinct cultural differences but, on the contrary, underline the overriding dominant role of cognitive appraisal processes in very different
countries such as the USA, Switzerland, Canada (Sobell et al., 1999) and Australia
(Brady, 1995). It seems that health problems, life objectives, support and pressure from
collaterals are leitmotivs, which show up almost universally. However, the different
focus and development of alcohol (Klingemann, Takala & Hunt, 1992) and drug
(Klingemann & Hunt, 1998) treatment systems already indicate signiﬁcant inﬂuences
on remission rates and individual control strategies. If little alcohol treatment is
available in a speciﬁc country and access is difﬁcult in terms of cost and admission
criteria, natural recovery rates may be higher than in countries with elaborate
treatment systems and guaranteed individual rights to proper treatment. Natural
recovery from smoking is the rule, with no speciﬁc treatment offered in most cases
(Steward, 1999).

CONCLUSIONS FOR TREATMENT AND FOR
ALCOHOL POLICY
The provisional demonstration of effective self-change processes does not in any way make
professional intervention superﬂuous. What is required, however, is harmonization of
various treatment programmes and speciﬁc interventions tailored to the needs of groups
targeted for spontaneous remissions at critical points. Finfgeld (1998) discusses how health
care providers might promote the process of change and help people to “reinvest in themselves” by, for instance, teaching life management skills and providing accurate problem
information.
Bibliotherapy can be regarded as the most prominent case of “assisted spontaneous
remission”. The basic idea is that written material can assist the individual in the recovery
process. This material can be categorized according to the way it is administered, the underlying didactic impetus/content, the target group it is intended should use the manual, and
the producer/source. More precisely, we can distinguish between self-help manuals, which
are entirely self-administered, those that require minimal contact with a therapist, and
manuals used in the context of regular therapeutic meetings. As to the last-named, drinking diaries have been developed to provide doctors with an interactive and cost-effective
method of responding to low-dependence problem drinkers they encounter in their practice. In Scotland, the DRAMS scheme (Drinking Responsibly and Moderately with SelfControl) was tested (Heather, 1986) and subsequently adopted also in different cultural
contexts (e.g. in Switzerland; Noschis, 1988).
Furthermore, self-help material may be based explicitly on the principles of selfmanagement and stages of change theory to facilitate the transition to the action and
maintenance stages. The material may simply help to monitor and structure personal observations of drinking occasions and quantities consumed, or the written material can be
simply of a general informative nature, with no stepwise or didactic programme whatever.
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Self-help manuals are available for both problem drinkers and their partners (Barber &
Gilbertson, 1998). While all this material is produced by professionals for people ready to
change, there are also cases of “natural bibliotherapy”, when spontaneous remitters keep
a diary themselves or use related books or materials not produced by professionals as a
self-help manual in the strict sense.
At the time we always drank a lot at Christmas, heavily, and so it wasn’t that nice for the kids.
I was always in a bad mood and it seemed that the whole world was against me—and then it
struck me—I thought, “Now I’ve really got to do something about this”. Anyway, on the 24th
we were in a library with our daughter to take a book back—I still don’t know exactly how it
happened—there was this shelf—I still had a headache from the night before and I was a little
unsteady on my feet but something drew—no idea how it happened—either way, something
drew me to this shelf and at head height there were various books: “ways away from alcohol”—
this book, that book, lots of books on drugs and such like—and then I simply picked up two
books, took them home and started reading on Saturday night right through into Sunday—I
was reading and crying and from then on I knew, as I had already known, “You’ve got to do
something”. And the book—incredibly well-written because—well there it was at the beginning—you should only read it when you haven’t touched a drop. And so I waited another
day (laughs) to get everything out of my system, and then I began to read. And there were so
many things in the book that you know full well yourself—but that it takes the book to show
you—that’s how it is. And then you do the test and insert the points and at the end you
add them up and see how many you have. And then you are shocked—5 points is critical and
I had 22—it gave me courage (laughs) and then you want to ﬂick back through the pages
but when you read further—the very next paragraph—it says stop, don’t do it: “why are you
ﬂicking back through the pages?”. And you laugh because the book caught you out, and
then you get to thinking, “How would it be if I stopped drinking altogether?” (Case No. 112,
Klingemann, 1992).

Studies by Heather (1986), Heather, Kissoon-Singh and Fenton (1990) and others (e.g.
Miller & Taylor 1980) clearly demonstrate the beneﬁts of self-help manuals compared with
other forms of brief low-threshold interventions, such as the use of telephone help-lines.
However, as the short case description above illustrates, “it is necessary to establish whether
it is the self-management ingredients of a self-help manual that make for effective bibliotherapy or the act of reading any reasonably relevant and well-intentioned material”
(Heather, 1986, p. 338). Finally, cognitive impairment by alcohol diminishes the capability
for self-regulation and monitoring of one’s own behaviour and limits the use of these
manuals mainly to low-dependence cases.
In this context, addicts’ perceptions of treatment programmes are highly instructive and
highlight corrections that are necessary to available help. Happel, Fischer & Wittfeld (1993)
observed that self-activated forms of strategy and control to achieve remission frequently
contradict concepts shared by ofﬁcial drug professionals. Thus, for example, a positive view
of the period of addiction in one’s own life history is instead depicted as “persistent thinking about addiction”, and everyday methods of coping with the problem are often not
recognized or picked up by the professional treatment provider. As a result, demands for
unconventional support of the individual’s own efforts and greater utilization of the skills
of those affected can be made. More recent research also points to the fact that cognitive
appraisal processes may generally be considered as a basis of motivation for change, irrespective of the speciﬁc remission strategy later chosen involving treatment or self-change.
Often astonishing similarities between the everyday methods of spontaneous remitters and
the methods of paid therapists (Tinker & Tucker, 1997) can be noted.
What can therapists learn from spontaneous remitters? Is it possible to replicate or integrate powerful motivators and facilitators of change in real life in treatment activities?
Blomqvist (1996) shows the practical and political limits of such a transfer in practice by
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pointing out that: “. . . many such activities are most likely to lose their authenticity when
explicitly used for therapeutic purposes, thereby creating a ‘problem of imitation’ ”, and
warns, “. . . the same idea may be taken as an argument for restricting treatment offers to
the most destitute cases, whose prospect of encountering in their ‘natural environment’
experiences that may promote change are extremely poor” (p. 1830).
Case material from a Swiss study illustrates this point nicely. Could Yvonne’s bottle trick
be used by others or copied by therapists?
“OK”, I said, about 3 or 4 years ago, “I can’t go on like this”. I made up my mind I wanted to
be a writer, a journalist, and you just can’t do that on alcohol, I couldn’t write like that. And
then I got out a bottle of whisky and I said to myself, “There must be a way”, and I looked at
the bottle for a long time and I got the idea that you could dilute it. And then I started, on the
ﬁrst day I had a little drink, a small glass, just like I always had these little drinks, I poured it
from the full bottle and then water, I poured a little glass of water in. And so on, every day I
had a glass, two, three glasses till nothing was left in the bottle except water, but the taste of
whisky, that was still in the bottle and every day I poured myself a drink or two, until there was
only water left . . . I drank that, thinking that it was “whisky”—and so it was for me . . . And
then I started drinking coffee—by the litre! (laughs) (subject aged 54, cutter, excerpts from the
tape-recorded summary of the auto-remission; Klingemann, 1992).

People’s perceptions of available treatment programmes and their own everyday
methods are not the only factors that determine whether self-change or expert advice is
sought. We also need to consider the physical and geographical problems of access,
stigmatization/reputation of treatment, and costs and time demands for a potential
patient. Copeland (1997) describes the gender-speciﬁc aspects of these limitations. The
increasing acceptance of concepts such as “harm reduction” and “low-threshold intervention” is a reﬂection of the effort to improve general accessibility to treatment and
overcome speciﬁc barriers, such as time schedules, costs, the possibility of bringing children
along, and rigid admission criteria. Happel et al. (1993) urge greater individualization in
the treatment system, and complaints about poor gender-speciﬁc provision are consistent
with the conclusions from an analysis of remission processes (Lind-Krämer & TimperNittel, 1991).
Reﬂecting deﬁnitions of spontaneous remission discussed at the outset, basic questions
are raised as to what should be considered to be “treatment” and what community reactions to alcohol and drug problems are legitimate and effective. Do material support and
aids to survival or the use of complete treatment programmes smooth the path to successful self-change in the medium term, or do they undermine the potential for self-help and
self-change (Blomqvist, 1996)? The provision of minimal intervention in conjunction with
proactive alcohol prevention in the community context is a highly promising avenue (Sobell
et al., 1996b). However, the decisive factor is the acceptance by populations that already
have an initial impetus for change (spontaneous remitters in the contemplation/appraisal
phase), and that would not beneﬁt from costly outpatient or inpatient care to begin
with.
In addition to these therapeutic perspectives, we need to consider the important role of
the conditions for a self-change-friendly societal climate in the broader sense. More speciﬁcally, the perception of possibilities for change by the addict as well as by others and
willingness to talk about it interact closely with images of addictive behaviour held by the
general public. The major discrepancy between the objective prevalence of self-change
processes and their public visibility and evaluation is illustrated by a comparison between
groups with different experiences of treatment and consumption behaviour in a Canadian
study. Whereas 53% of interviewees who had overcome their dependence without treatment knew of similar cases, only 14% in one (admittedly non-representative) population
group were aware of self-change cases. The other study groups (third parties in respect
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of spontaneous remitters, unsuccessful spontaneous remitters and treatment cases) fell
between these two extremes (Cunningham, Sobell & Sobell, 1998).
What is the reason for a distortion of awareness to such an extent that even people
whose sensitivity to self-change processes is heightened by their own experience still underestimate the phenomenon? An important factor is the problem-speciﬁc stigma. While only
5% of spontaneous remitters in the Canadian study had inhibitions about telling others
they had stopped smoking, 24% of interviewees considered it inadvisable to declare
publicly that they had abandoned an alcohol career (Cunningham et al., 1998). In his study,
Klingemann (1992) showed how people react when they learn that someone has overcome
a problem with alcohol or heroin. First, among both heroin and alcohol spontaneous remitters, it was primarily employers and colleagues, as well as neighbours—in other words,
groups which can hand out “rewards” or “punishments” to the individual—who were not
informed about the self-change. Second, successful heroin spontaneous remitters who
“confessed” to self-change reported negative reactions far more frequently than alcohol
spontaneous remitters, which again points to differing degrees of stigmatization.
A reduced potential for stigmatization and increased social support, together with
an increased belief in self-efﬁcacy on an individual level, can improve the chances
of remission for addicts. They, too, are consumers of mass media messages (Elwood &
Ataabadi, 1997), a circumstance which is used in research as a recruitment strategy, but
which in public work and prevention is given too little consideration. Last, if these ﬁndings
are seen at a macrosocial level, then undoubtedly the way in which social problems
are presented in the public (media) arena (Widmer, Boller & Coray, 1997) can exert a
considerable inﬂuence on collective stereotypes and the willingness to provide informal
support and help.
National alcohol policy and prevention campaigns can have a deﬁnite effect at this level
and promote a favourable climate for self-change. An interesting example is the prevention campaign “Handle with Care” run in 1999.This publicity campaign by the Swiss Federal
Ofﬁce of Public Health used slogans and TV advertisements focusing on binge drinking
situations (bowling evening, birthday party, disco, etc.).An attempt was made here to induce
a transition from the precontemplation to the contemplation phase. In addition, the situational reference does not require continuous monitoring of one’s behaviour but it increases
the individual awareness of the problem and reinforces relevant avoidance and control
strategies. Close attention should, however, be paid to ensuring that the threshold of
inhibition for seeking treatment in more serious cases is not raised as a result of the propagation of self-help potential among the public (Cunningham et al., 1998).
Finally, from a macrosocietal perspective, one might also assume that more general
cultural values and societal belief systems will inﬂuence chances for self-change. One might
plausibly assume that individually-centred, achievement-orientated Western societies in
particular offer good preconditions for self-change philosophies, with active individuals
believing in their abilities to resolve the problem situated at the centre. In contrast to this,
the disease concept tends as a rule to imply a more passive patient role and expensive
expert involvement or, as in the case of the AA movement, even demands an acknowledgement of powerlessness over alcohol and a life-long, ongoing recovery process. Welfare
agencies, collective approaches, the belief in state intervention and expert knowledge place
far less emphasis on the individual potential for remission and would probably tend more
to impede self-change processes. Burman (1997) illustrates this point in her qualitative
study in respect of the assessment of self-help groups by spontaneous remitters:
Many respondents resisted the mandatory labelling, as well as the philosophy of powerlessness
over alcohol and recovering as an endless process. As one man stated: “I can’t keep seeing
myself as an alcoholic if I’m ever going to close that door, take control and move on with my
life” (p. 47, emphasis added).
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Archibald Lecture. Addiction, 93, 163–172.
This article puts the inﬂuential transtheoretical model of change by Prochaska and
his colleagues into perspective and focuses on the concept of “assisted natural
recovery”, touching upon principles of motivational interviewing, self-efﬁcacy and brief
intervention.
Klingemann, H., Sobell, L., Barker, J. et al. (2001). Promoting Self-change from Problem
Substance Use: Practical Implications for Policy, Prevention and Treatment. Dordrecht:
Kluwer Academic.
This book offers an up-to-date review of self-change from problem use of licit and
illicit drugs, and from gambling, and provides a “tool-box” for the practice-oriented
reader.

NATURAL RECOVERY

173

REFERENCES
Alasuuntari, P. (1986). Alcoholism in its cultural context: the case of blue-collar men. Contemporary
Drug Problems, 13, 641–686.
Barber, J.G. & Gilbertson, R. (1998). Evaluation of a self-help manual for the female partners of
heavy drinkers. Research on Social Work Practice, 8(2), 141–151.
Battegay, R. (1988). Autodestruktion. Bern: Verlag Hans Huber.
Blackwell, J.St. (1983). Drifting, controlling and overcoming: opiate users who avoid becoming
chronically dependent. Journal of Drug Issues, 13, 219–236.
Blomqvist, J. (1996). Paths to recovery from substance misuse: change of lifestyle and the role of
treatment. Substance Use and Misuse, 31, 1807–1852.
Böker, W., Brenner, H., Gerstner, G., Keller, F., Müller, J. & Spichtig, L. (1984). Self-healing
strategies among schizophrenics: attempts at compensation for basic disorders. Acta Psychiatrica
Scandinavia, 69, 373–378.
Brady, M. (1995). Giving Away the Grog. Aboriginal Accounts of Drinking and Not Drinking.
Canberra: Commonwealth Department of Human Services and Health.
Burman, S. (1997). The challenge of sobriety: natural recovery without treatment and self-help
groups. Journal of Substance Abuse, 9, 41–61.
Copeland, J. (1997). A qualitative study of barriers to formal treatment among women who selfmanaged change in addictive behaviours. Journal of Substance Abuse Treatment, 14, 183–190.
Cunningham, J.A., Sobell, L.C. & Sobell, M.B. (1998). Awareness of self-change as a pathway to
recovery for alcohol abusers: results from ﬁve different groups. Addictive Behaviors, 23, 399–
404.
Elwood, W.N. & Ataabadi, A.N. (1997). Inﬂuence of interpersonal and mass-mediated interventions
on injection drug and crack users: diffusion of innovations and HIV risk behaviors. Substance Use
and Misuse, 32, 635–651.
Eysenck, H.J. & Rachman, S.J. (1973). Neurosen und Heilmethoden. Einführung in die moderne
Verhaltensthetapie [The Causes and Cures of Neurosis]. Berlin-Ost: Verlag der Wissenschaft.
Fillmore, K.M., Hartka, E., Johnstone, B.M., Speiglman, R. & Temple, M.T. (1988). Spontaneous
remission from alcohol problems: a critical review. Unpublished manuscript, University of California at Berkeley, CA.
Finfgeld, D.L. (1998). Self-resolution of drinking problems as a process of reinvesting in self.
Perspectives in Psychiatric Care, 34, 5–15.
Granﬁeld, R. & Cloud, W. (1996). The elephant that no one sees: natural recovery among middleclass addicts. Journal of Drug Issues, 26, 45–61.
Granﬁeld, R. & Cloud, W. (1999). Overcoming Addiction without Treatment. New York: New York
University Press.
Happel, H.-V., Fischer, R. & Wittfeld, I. (1993). Selbstorganisierter Ausstieg. Überwindung der
Drogenabhängigkeit ohne professionelle Hilfe (Endbericht). Frankfurt: Integrative Drogenhilfe an
der Fachhochschule Ffm L.V.
Hay, L.L. (1984). You Can Heal Your Life. London: Eden Grove Editions.
Heather, N. (1986). Change without therapists. The use of self-help manuals by problem drinkers. In
W.R. Miller & N. Heather (Eds), Treating Addictive Behaviors (pp. 331–359). New York/London:
Plenum.
Heather, N., Kissoon-Singh, J. & Fenton, G.W. (1990). Assisted natural recovery from alcohol problems: effects of a self-help manual with and without supplementary telephone contact. British
Journal of Addiction, 85, 1177–1185.
Humphreys, K., Moos, R.H. & Finney, J.W. (1995). Two pathways out of drinking problems without
professional treatment. Addictive Behaviors, 20, 427–441.
King, M.P. & Tucker, J.A. (1998). Natural resolution of alcohol problems without treatment:
environmental contexts surrounding the initiation and maintenance of stable abstinence or
moderation drinking. Addictive Behaviors, 23, 537–541.
Klingemann, H. (1990). “Der Freitag, wo alles kaputt war” oder “Die Macht des Positiven”? Eine
dimensionale Analyse “natürlicher Heilungen” bei kritischem Alkohol- und Heroinkonsum.
Zeitschrift für Soziologie, 19(6), 444–457.

174

K.-H. KLINGEMANN

Klingemann, H. (1992). Coping and maintenance strategies of spontaneous remitters from problem
use of alcohol and heroin in Switzerland. International Journal of the Addictions, 27, 1359–1388.
Klingemann, H., Takala, J.-P. & Hunt, G. (Eds) (1992). Cure, Care, or Control—Alcoholism Treatment in Sixteen Countries. New York: State University of New York Press.
Klingemann, H. & Hunt, G. (Eds) (1998). Drug Treatment Systems in an International Perspective:
Drugs, Demons and Delinquents. Thousand Oaks, CA: Sage.
Kohli, M. (1978). Soziologie des Lebenslaufs. Soziologische Texte, Vol. 109: N.F. Darmstadt-Neuwied:
Luchterhand.
Lange, H.U. (1981). Anpassungsstrategien, Bewältigungsreaktionen und Selbstheilversuche bei
Schizophrene. Fortschritte der Neuroligie Psychiatrie, 49, 275–285.
Lind-Krämer, R. & Timper-Nittel, A. (1991). Geschlechtsspeziﬁsche Analyse von Drogenabhängigkeit. Projektgruppe Rauschmittelfragen, Forschungsprojekt “Amsel”, Abschlussbericht, Vol.
2. Frankfurt: Jugendberatung und Jugendhilfe e.V.
Mariezcurrena, R. (1996). Recovery from addictions without treatment: an interview study. Scandinavian Journal of Behaviour Therapy, 25, 57–84.
Marlatt, G.A. & Gordon, J.R. (Eds) (1985). Relapse Prevention: Maintenance Strategies in the Treatment of Addictive Behaviors. New York: Guilford.
McCartney, J. (1996). A community study of natural change across the addictions. Addiction
Research, 4, 65–83.
Miller, L. (1981). Predicting relapse and recovery in alcoholism and addiction: neuropsychology, personality, and cognitive style. Journal of Substance Abuse Treatment, 8, 277–291.
Miller, W.R. (1998). Why do people change addictive behavior? The 1996 H. David Archibald
Lecture. Addiction, 93, 163–172.
Miller, W.R. & Taylor, C.A. (1980). Focused vs. broad spectrum behavior therapy for problem
drinkers. Journal of Consulting and Clinical Psychology, 48, 590–601.
Noschis, K. (1988). Testing a self-help instrument with early-risk alcohol consumers in general
practice: a progress report. Contemporary Drug Problems, 15(3), 365–382.
Peele, S. (1989). Diseasing of America—Addiction Treatment Out of Control. Lexington, MA:
Lexington Books.
Plant, M., Single, E. & Stockwell, T. (1997). Alcohol: Minimising the Harm. London: Free Association Books.
Prochaska, J.O. & DiClemente, C.C. (1983). Stages and processes of self-change of smoking: toward
an integrative model of change. Journal of Consulting and Clinical Psychology, 51, 390–395.
Prochaska, J.O., Norcross, J.C. & DiClemente, C.C. (1994). Transtheoretical therapy: toward a more
integrative model of change. Psychotherapy: Theory, Research and Practice, 19, 276–288.
Roizen, R., Cahalan, D. & Shanks, P. (1978). Spontaneous remission among untreated problem
drinkers. In D.B. Kandel (Eds), Longitudinal research on drug use (pp. 197–221). New York: Wiley.
Rumpf, H.-J., Bischof, G., Hapke, U., Meyer, C. & John, U. (2000). Studies on natural recovery from
alcohol dependence: sample selection bias by media solicitation. Addiction, 2000, 765–775.
Sack, F. (1978). Probleme der Kriminalsoziologie. In R. König (Ed.), Handbuch der empirischen
Sozialforschung, Vol. 12. Wahlverhalten, Vorurteile, Kriminalität. Stuttgart: Ferdinand Enke Verlag.
Smart, R.G. (1975). Spontaneous recovery in alcoholics: a review and analysis of the available
research. Drug and Alcohol Dependence, 1, 277–285.
Sobell, L.C., Cunningham, J.A. & Sobell, M.B. (1996a). Recovery from alcohol problems with and
without treatment: prevalence in two population surveys. American Journal of Public Health, 86(7),
966–972.
Sobell, L.C., Cunningham, J.C., Sobell, M.B., Agrawal, S., Gavin, D.R., Leo, G.I. & Singh, K.N. (1996b).
Fostering self-change among problem drinkers: a proactive community intervention. Addictive
Behaviors, 21, 817–833.
Sobell, L.C., Klingemann, H., Toneatto, T., Sobell, M.B., Agrawal, S. & Leo, G.I. (1999). Crosscultural qualitative analysis of factors associated with natural recoveries from alcohol and
drug problems. Paper presented at the KBS thematic meeting, Les Diablerets, Switzerland, 7–12
March.
Stall, R. (1983). An examination of spontaneous remission from problem drinking in the bluegrass
region of Kentucky. Journal of Drug Issues, 13, 191–206.
Stall, R. & Biernacki, P. (1986). Spontaneous remission from the problematic use of substances:

NATURAL RECOVERY

175

an inductive model derived from a comparative analysis of the alcohol, opiate, tobacco and food/
obesity literatures. International Journal of the Addictions, 21, 1–23.
Steward, C. (1999). Investigation of cigarette smokers who quit without treatment. Journal of Drug
Issues, 29, 167–186.
Stout, R.L., Rubin, A., Zwick, W., Zywiak, W. & Bellino, L. (1999). Optimizing the cost-effectiveness
of alcohol treatment: a rationale for extended case monitoring. Addictive Behaviors, 24, 17–35.
Tinker, J.E. & Tucker, J.A. (1997). Motivations for weight loss and behavior change strategies
associated with natural recovery from obesity. Psychology of Addictive Behaviors, 11, 98–106.
Vaillant, G.E. (1983). The Natural History of Alcoholism: Cases, Patterns, and Paths to Recovery.
Cambridge, MA: Harvard University Press.
Vaillant, G.E. (1995). The Natural History of Alcoholism Revisited. Cambridge, MA: Harvard
University Press.
Waldorf, D. & Biernacki, P. (1979). Natural recovery from heroin addiction: a review of the incidence
literature. Journal of Drug Issues, 9, 281–289.
Widmer, J., Boller, B. & Coray, R. (Eds) (1997). Drogen im Spannungsfeld der Öffentlichkeit. Basel:
Helbing & Lichtenhan.

Chapter 11
Alcoholics Anonymous and
Other Mutual Aid Groups
Chad Emrick
University of Colorado Health Sciences Center, Denver,
CO, USA

Synopsis
Alcoholics Anonymous was founded in the USA in 1935. Currently, there are an estimated
nearly 2,000,000 active members worldwide in nearly 99,000 groups in over 140 countries.
Since the mid-1940s, a number of other mutual aid groups for alcoholics developed outside
of North America, including the Abstainer Clubs in Poland, Links in Sweden, Vie Libre and
Croix d’Or in France, Clubs for Alcoholics in Treatment in Italy, Club of Treated
Alcoholics in Croatia, Freundeskreise in Germany, 24-Hours Movements in Mexico, and
Danshu-Tomo-no-Kai and the All Nippon Sobriety Association in Japan. More recently,
alternatives to AA have emerged in North America: Women for Sobriety, Secular Organizations for Sobriety, Rational Recovery, and Moderation Management, for example.
The philosophy, structure, and therapeutic processes of AA are centered around the organization’s Twelve Steps and Twelve Traditions. Alternative mutual-aid groups possess varied
structures and processes, many of which differ from those of AA. This variability broadens
the opportunity each individual has for ﬁnding a compatible mutual aid group.
Substantial cross-cultural variation is found in the demographic characteristics of AA
members. Also, there is international variability in the degree to which alcohol-troubled individuals use mutual aid groups other than AA.

Treatment outcome studies have found that, compared to alcohol-troubled patients who
do not go to AA within the context of professional treatment, those who go to AA during
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or after professional treatment are more likely to improve in drinking behavior and have
improved psychological health. AA’s effectiveness can be traced to members’ learning to
use therapeutic and adaptive processes to deal with life. Besides leading to improvements
in the lives of its members, AA and other mutual-aid groups have the advantage of being
considerably less costly than professional treatment.
Attendance at AA meetings may occur without a member becoming actively involved
in the therapeutic processes of the organization. To facilitate effective involvement in AA
and other mutual-aid groups, health care providers need to familiarize themselves with the
philosophy, structure and therapeutic processes of each group. Knowledge needs to be
acquired regarding: how to integrate mutual aid groups with professional treatment; how
to direct individual clients to speciﬁc groups, given the heterogeneity of individual groups
within a mutual aid organization; how to facilitate mutual aid group involvement with individuals who belong to special populations; and how to match individuals to mutual aid
groups. With regard to the last item, AA-orientated treatment appears to be most useful
for outpatients whose social interactional systems support drinking and for those who have
relatively low levels of anger at the start of treatment. For inpatients who are relatively
high in their dependence on alcohol, an AA-orientated aftercare treatment may be most
suitable. For outpatients who have been involved in AA prior to professional treatment,
encouraging them once again to go to AA offers an approach that is more compatible to
the drinker than are methods that are not 12-step-group focused.
Alcoholics Anonymous and other mutual aid groups are not always helpful to alcoholtroubled individuals. Sometimes, people with alcohol problems need to be assisted in
ﬁnding alternative treatments, either of a professional or mutual-aid sort.
Recent research has yielded a virtual explosion of new understanding concerning the
therapeutic processes, effectiveness and suitable utilization of AA and, by extension, other
mutual aid groups. Health care providers are now able to provide wiser counsel than ever
about mutual aid groups when dealing with their patients who have alcohol problems.
The primary purpose of this chapter is to inform health care workers and other
interested readers about Alcoholics Anonymous. Pertinent ﬁndings from recent quantitative
research on AA are exploited in this effort and observations from relevant contemporary
clinical writings are used to amplify these ﬁndings. This information is given application
to care-givers for making maximum use of AA. Alternatives to AA are explored in order
to broaden the perspective with regard to mutual aid groups for alcohol-troubled
individuals.

HISTORICAL DEVELOPMENT OF AA AND OTHER
MUTUAL AID GROUPS
AA was founded in the USA in 1935 by two chronic alcoholics, Bill W. and Dr Bob S.
Several ideas stemming from the founders’ contacts with Moral Rearmament (a Christian
evangelical movement) helped shape the philosophy and structure of the organization. In
1938 and 1939, this philosophy was codiﬁed in the Twelve Steps. In 1950, AA’s organizational structure was codiﬁed in the Twelve Traditions. Growth of the organization was very
slow until around 1940, when several US articles were published about AA. Since then, this
organization has enjoyed rapid development. It has grown into a worldwide organization
with an estimated nearly 2,000,000 active members in nearly 99,000 groups in over 140
countries (personal communication, General Service Ofﬁce of Alcoholics Anonymous,
November 4, 1999).
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Since the mid-1940s, a number of other mutual aid groups for alcohol-troubled individuals have been established outside of North America. While all of them differ in organization
and functioning from AA, each was “inﬂuenced, positively or negatively, by the example of
AA” (Room, 1998, p. 133). Abstainer Clubs were formed in Poland; Links emerged in
Sweden; Vie Libre and Croix d’Or were established in France; Clubs for Alcoholics in Treatment (CATs) took root in Italy; Club of Treated Alcoholics emerged in Croatia; traditional
temperance-based organizations, as well as Freundeskreise, found life in the state of Hesse
in Germany; 24-Hours Movements were established in Mexico; and Danshu-Tomo-no-Kai
and the All Nippon Sobriety Association came into existence in Japan.
In North America, the development of alternatives to AA is a relatively recent phenomenon. The pioneers of these alternatives defected from AA for a variety of reasons,
“including dislike of the sexism, the powerlessness concept, rigidity, religiosity, the cult-like
atmosphere, and the all powerful God approach” (Kasl, 1992, p. 163). Jean Kirkpatrick
founded Women for Sobriety (WFS) in 1976 (see Kaskutus, 1996). This organization
addresses the special needs of female problem drinkers by taking a holistic approach to
health and fostering autonomy from men. In 1985, two organizations that promote a secular
approach to alcohol problems were founded: James Christopher started Secular Organizations for Sobriety (SOS), also called Save our Selves (see Connors and Dermen, 1996); and
Jack Trimpey established Rational Recovery (RR) (see Galanter, Egelko & Edwards, 1993;
Trimpey, 1996). As with AA, all these alternatives view abstinence as the goal of recovery
from alcohol problems. As a counterpoint to these groups, an organization that promotes
harm reduction as its members’ goal was formed by Audrey Kishline in the early 1990s
(Kishline, 1994). This organization, Moderation Management®, provides group support for
the establishment of moderate drinking practices.

AA’S PHILOSOPHY, STRUCTURE AND
THERAPEUTIC PROCESSES
AA’s philosophy, although rooted in the Judeo-Christian tradition, contains thought elements that are consonant with a variety of religious and philosophical traditions. Thus,
people with a wide spectrum of beliefs can ﬁnd a home in this organization. The organization itself is structured around the Twelve Steps and the Twelve Traditions (Alcoholics
Anonymous World Services, 1986) (see Appendix). Therapeutic processes are played out
in “working” the steps, having (for some members) one-to-one guidance and support from
a senior member (identiﬁed as a “sponsor”), and participating in group meetings that
possess therapeutic processes akin to those found in professionally led psychotherapy
groups (Emrick, Lassen & Edwards, 1977).
The process of going through the Twelve Steps is adumbrated here for the reader who
is unfamiliar with these steps. In Step One, members adopt the perspective that they cannot
control their drinking behavior through conscious, deliberate effort. In Step Two, members
incorporate the belief that only a Power greater than oneself can help them become free
of alcohol dependence. In Step Three, members surrender to this Higher Power—and in so
doing let go of their struggle with drinking behavior as well as with the thoughts, feelings,
physical sensations, and behavioral predispositions that are associated with such behavior.
In Step Four, members undertake a self-analysis of fear, guilt and resentment that are often
major contextual factors in drinking behavior. One’s resentments are given especial
attention and members are guided through procedures for developing a less blaming,
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more self-responsible perspective with regard to resentments and associated actions. In
Step Five, members share the product of their self-analysis with their Higher Power and
another individual. In Steps Six and Seven, more letting go of an active struggle with one’s
inner life is prompted. Whatever behaviors are identiﬁed in Steps Four and Five as dysfunctional are viewed as beyond the scope of the individual to change directly. Rather,
the individual lets go of a deliberate struggle, “turning over” these behaviors to a Higher
Power to effect change. In Steps Eight and Nine, members extend the development of
responsibility to their interpersonal relationships. Responsibility is taken for harm caused
others (by omission and commission), and restitution to those one has harmed is undertaken, unless restitution efforts would bring harm either to the member or someone else.
Because self-awareness is inevitably limited, members are encouraged, once they have
made amends for the harmful actions of which they are aware, to look the harmed individual square in the face and ask him/her to identify harmful acts that the member has forgotten. Responsibility is then extended to these behaviors. In Steps Ten and Eleven,
activities are engaged that serve to maintain the therapeutic gains achieved in taking the
earlier steps. Finally, in Step Twelve, the healing gained through involvement in the program
(referred to as a “spiritual awakening”) is maintained by helping newcomers to the organization and by serving to sustain the organization itself. Increasing one’s awareness of,
acceptance of and enactment of the paradoxes of life is at the core of spiritual awakening
within the context of active AA involvement. A member’s philosophical perspective on life
becomes infused with such paradoxical truths as “in order to win, one has to lose” and “in
order to give, one has to receive”. It is from this place of awareness that experienced
members help new members and contribute through service activities to the maintenance
of the organization.
The Twelve Traditions of AA are intended to preserve AA as an organization that is
completely dedicated to helping individuals live life free of alcohol. Central to AA is an
essentially anarchistic organizational structure.There are no permanent leaders, and leaders
are instructed to “serve but never govern”. Each group maintains autonomy, owns no property, and receives income only from voluntary contributions. Members are to avoid identifying themselves to the public media as members of AA.AA does not “give endorsements,
make alliances, or enter public controversies” (Alcoholics Anonymous World Services,
1976, p. xix). AA is not to solicit new members through any promotional activity. By virtue
of its organizational structure, AA has been able to avoid usurpation of power by any individual or faction of members. Such avoidance has been strongly contributive to AA’s
remarkable success as a social movement.
Although AA’s essential organizational structure and therapeutic processes are notably
consistent throughout its multinational operations, interesting variations are found across
countries and within different regions of a country. The International Collaborative Study
of Alcoholics Anonymous (Mäkelä et al., 1996) investigated AA in eight societies, offering
fascinating facts concerning AA’s international variation. For example, 30–50% of AA
members in Iceland, Mexico, Poland and German-speaking Switzerland view the Higher
Power referred to in the Twelve Steps as a Christian God, while only 13% perceive the
Higher Power construct in this fashion in Sweden. The Higher Power construct is viewed
as the “AA fellowship or the power of the group”, not a metaphysical entity, by 59% of
Swedish members and 47% of Icelandic members, whereas only 34% of Mexican members
impute this quality to the construct. Recitation of the Lord’s Prayer at the end of meetings
is a common practice in many parts of the USA and in some Icelandic groups, but is rare
or non-existent in Austria, Finland, France, Poland, Sweden and Switzerland. Even the practice of having a sponsor guide a member through the Twelve Steps has international variation. In the USA and Mexico, for example, more than 70% of the members have a sponsor,
whereas in Poland, only 30% do.
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STRUCTURE AND PROCESSES OF ALTERNATIVE MUTUAL
AID GROUPS
Alternatives to AA differ in some remarkable ways from AA with respect to their organizational structure and therapeutic processes. These differences are so numerous that just
a few of them can be identiﬁed in this chapter. The reader is guided to Room (1998) and
Emrick et al. (1977) for a fuller treatment of these differences. Women for Sobriety groups,
for example, discourage talk about one’s drinking history. In stark contrast, story-telling in
AA is to be limited to one’s drinking and the effects drinking has had on the member’s
life. AA members are to avoid commenting directly on each other’s statements (i.e. there
is the rule of “no crosstalk”), while the Mexican 24-Hours Movements meetings encourage
members to be directly aggressive with fellow members, believing that such confrontation
is conducive to change. Only individuals with alcohol use problems can become a member
of AA (with spouses and friends belonging to an auxiliary group: Al-Anon). In contrast,
family members are invited to join Vie Libre in France and the Clubs movements in Croatia
and Italy. In Japan, cultural beliefs lend to wives being expected to become members of
Danshu-Tomo-no-Kai or the All Nippon Sobriety Association. Finally, in contrast to the
emphasis AA places on developing a relationship with a Higher Power, the Swedish Links
movement downplays any reference to a Higher Power; and SOS and RR are distinctly
void of any reference to a Higher Power.
Differences in structure and function across mutual aid groups, such as those identiﬁed
here, beneﬁt individuals with alcohol problems by increasing the opportunity each has for
ﬁnding a compatible mutual aid group.

WHAT ARE THE DEMOGRAPHIC CHARACTERISTICS OF
THE CURRENT AA MEMBERSHIP?
The demography of AA membership varies considerably across nations, with “historical
contingencies and internal differences in the national movements” shaping the membership (Mäkelä et al., 1996, p. 102). The International Collaborative Study of Alcoholics
Anonymous (see Mäkelä et al., 1996) found, for example, that women comprise only 10%
of the membership in Mexico, whereas 44% of the membership in Austria are female, with
this disparity not being related directly to the prevalence of female problem drinkers in
these countries. Demographic diversity is reﬂected in the fact that in Mexico and Iceland,
around 30% of AA members are under the age of 30, compared to less than 10% of the
membership in Austria, Finland, Sweden and German-speaking Switzerland. With respect
to socioeconomic levels, AA members in Mexico include a number of urban workers and
rural poor, and Japan draws in those who are “less well-off” (Room, 1998, p. 136). Similarly,
in Finland, Iceland and Switzerland the membership is drawn signiﬁcantly from the working
class. In contrast, members in Austria and, to some degree, Sweden are typically from the
higher socioeconomic levels (Mäkelä et al., 1996). Clearly, cultural factors help shape the
demographics of AA’s membership.
Besides at-large cultural variables, contextual variables more proximal to the individual
impact the mutual aid group afﬁliation process. These more proximal contextual factors
have such complex and inconsistent relationships with AA afﬁliation (see Emrick, 1999)
that health care providers have little in the way of clear-cut guidelines for determining, in
advance, who will be a good match for AA or other mutual aid groups. Nevertheless, there
are a couple of trends within the AA data set that health care providers might wish to
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reﬂect upon when working with a patient toward the possibility of involvement in AA.
These trends indicate that the more severe an individual’s drinking or other identiﬁed
problem, and the less that person has available in the way of interpersonal supports for
abstinence in the “natural” environment (particularly for an outpatient), the more likely
the individual is to join AA. These trends notwithstanding, health care practitioners would
do well to hold to the position that any given patient may or may not be a suitable candidate for AA or other mutual aid group.

HOW OFTEN ARE AA AND OTHER MUTUAL AID
GROUPS USED BY ALCOHOL ABUSERS?
Although AA appears to be increasingly utilized, the extension of AA into the population
of individuals with alcohol use disorders may still be quite modest, with a penetration rate
of perhaps less than 10% in the USA, for example (Hasin & Grant, 1995; Hasin, 1994). At
the same time, of alcohol-troubled individuals who do seek the support of mutual help
groups in the USA, the vast majority go to AA, inasmuch as this organization has an overwhelming hegemony among mutual help groups in North America. In fact, it is estimated
that 95% of the groups that exist for problem drinkers in North America are AA (Room,
1998). The nearly total reliance on AA for mutual help among alcohol-dependent individuals extends to some other countries as well, such as Iceland, Australia and New Zealand.
There are some countries, however, in which alternative mutual help groups are utilized as
much or more so than AA. For example, in Austria, only about 50% of the mutual help
groups are AA; and in Poland, 47% of individuals who go to mutual help groups attend
AA. Still lower proportions of AA groups among all available mutual help groups are found
in Sweden (24%), Germany (17%) and Italy (14%). In Japan, just 14% of individuals who
go to mutual help groups go to AA, with the proportion among problem drinkers who seek
the support of mutual help groups being even lower in France (11%).

HOW EFFECTIVE IS AA?
Even though AA is widely used by problem drinkers in some cultures to assist them in
dealing with their alcohol problems, and although many health care providers, at least in
North America, strongly endorse the effectiveness of AA, is such use and such endorsement warranted? Certainly humans are capable of engaging in widely shared behaviors
that are not particularly the most constructive. Is this the case with AA?
By now, ample research data have accumulated that document the effectiveness of AA
as a resource for helping individuals maintain an alcohol-free lifestyle. In effect, research
evidence substantiates the experiential knowledge that AA members and health care
providers possess concerning the effectiveness of 12-step groups.

Outcome Studies
A strong element in the expanding structure of positive AA ﬁndings consists of data that
emerged from a meta-analysis of 107 studies on AA (Emrick et al., 1993). The results of
this analysis suggest “that professionally treated patients who attend AA during or after
treatment are more likely to improve in drinking behavior than are patients who do not
attend AA, although the chances of drinking improvement are not overall a great deal
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higher” (Emrick et al., 1993, p. 57). Also, a positive relationship between AA afﬁliation and
psychological health was observed.
Most salient among the recent original research ﬁndings on AA’s effectiveness are the
ﬁndings of investigators at the Center for Health Care Evaluation in Menlo Park, CA, USA.
In one of these studies (Humphreys, Moos & Cohen, 1997), 515 subjects from an original
sample of 631 individuals with previously untreated drinking problems were followed up
at 1 year. Of those in the sample who attended AA meetings but did not receive inpatient
or outpatient professional treatment, signiﬁcant improvement was found on all measures
of drinking problems, as well as on several other measures of functioning. A total of 395
subjects in this sample were followed up at 8 years, at which time it was found that the
number of AA meetings attended during the ﬁrst 3 years of follow-up was positively related
to remission from alcohol problems 8 years after the beginning of the project. AA attendance in the ﬁrst 3 years of the study also predicted, at 8-year follow-up, lower levels of
depression as well as higher-quality relationships with friends and partners or spouses.
Humphreys et al. (1997) concluded that, compared with professionally delivered inpatient
or outpatient treatment, “AA probably helped more people more substantially in this
sample” (p. 237).
This same research group evaluated the effects of different types of aftercare treatment
1 year after inpatient treatment in a large sample of veterans (Finney, Moos & Humphreys,
1999; Moos et al., 1999; Ouimette, Moos & Finney, 1998; Ouimette et al., 1999). Followed
up were 3018 veterans who had been treated for substance abuse in an inpatient setting.
The majority of patients, all of whom were male, were non-Caucasian; 83% of the sample
were dependent on alcohol, with about 52% of those with alcohol problems being dependent on other substances. They were evaluated with regard to their outcome status approximately 1 year after being discharged from the inpatient program. Participation in AA or
NA in the 3 months prior to the 1-year follow-up was associated with a greater likelihood
of being abstinent, free of substance use problems, free of signiﬁcant distress and psychiatric symptoms, and being employed. These ﬁndings held even when controlling for the inﬂuence of aftercare treatment, and they applied to dually diagnosed patients as much as to
those with only substance use disorders (for the latter, see Ouimette et al., 1999). Statistical analyses suggested that 12-step involvement after inpatient treatment helped maintain
the gains made during inpatient treatment (Finney et al., 1999). These results led the
researchers to conclude that, “Overall, 12-step attendance and involvement were more
strongly related to positive outcomes than was outpatient treatment attendance” (Ouimette
et al., 1998, p. 519).

Treatment Cost
Humphreys & Moos (1996) took another angle toward assessing the effectiveness of AA.
They compared the per-person treatment costs for problem drinkers who sought help from
a professional outpatient alcoholism treatment provider with the costs of treatment for
drinkers who initially chose to go to AA. Costs were assessed for a three-year period. Over
the course of the study, some individuals within both groups required detoxiﬁcation and
inpatient/residential treatment. Furthermore, some drinkers who initially went to AA also
had outpatient treatment and vice versa. When all cost factors were calculated, those individuals who initially attended AA incurred per-person treatment costs that were 45% lower
than the costs for those who initially sought outpatient treatment. If nothing else, AA
appears to be as effective as professional outpatient treatment, while being considerably
less costly, in helping at least some individuals with alcohol problems.
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Mechanisms of Effectiveness of AA
The mounting research evidence in support of the effectiveness of AA begs the question:
what are the mechanisms which mediate the effectiveness of AA? Several recent research
efforts provide fascinating and enlightening data pertaining to the operational ingredients
in AA’s effectiveness (see Emrick, 1999). These data indicate that the more present and
active an individual’s connection is with AA, the more the member uses a variety of
therapeutic/adaptive processes including behavioral change processes, such as avoidance
of high-risk situations and the use of active cognitive and behavioral coping strategies. AA’s
beneﬁts can thereby be traced to the increased utilization of therapeutic/adaptive processes
that occurs within the context of increased involvement in AA.

AA GROUP AFFILIATION VS. GROUP INVOLVEMENT
Given that AA’s therapeutic beneﬁts are awarded most to those individuals who become
actively involved in the organization, reﬂecting the axiom that “you get out of it only
what you put into it,” researchers and health care providers need to take into account an individual’s degree of participation in AA when assessing that person’s responses to the organization. Practitioners and researchers may ﬁnd it helpful to avail themselves of one or more
instruments that have been developed for arriving at a quantitative determination of the
degree to which their patients/subjects are actively involved in AA.A number of these instruments exist, most notably those developed by Tonigan, Connors & Miller (1996), and
Humphreys, Kaskutas & Weisner (1998). Researchers are encouraged to develop similar
instruments for determining the degree of involvement in other mutual aid groups.

FACILITATION OF INVOLVEMENT IN AA AND OTHER
MUTUAL AID GROUPS
Since AA and other mutual aid groups can be a vital resource in the recovery of individuals from alcohol abuse and dependence, health care practitioners need to prepare their
clients for participation in these organizations. Empirical support for this suggestion
comes from two recent major research efforts, both of which show that 12-step-orientated
treatment results in a higher percentage of patients involving themselves in 12-step groups
and that this involvement, in turn, produces higher abstinence rates (Project MATCH
Research Group, 1998; Humphreys et al., 1999).
To be successful in their efforts, professionals need to have an accurate understanding
of the philosophy of each mutual aid group. If AA is the target of attention, for example,
practitioners need to understand that AA is not, according to Miller & Kurtz (1994), an
organization that asserts that:
(1) There is only one form of alcoholism or alcohol problem; (2) moderate drinking is impossible for everyone with alcohol problems; (3) alcoholics should be labeled, confronted aggressively or coerced into treatment; (4) alcoholics are riddled with denial and other defense
mechanisms; (5) alcoholism is purely a physical disorder; (6) alcoholism is hereditary; (7) there
is only one way to recover; or (8) alcoholics are not responsible for their condition or actions
(p. 165).

Practitioners can also assist their patients in becoming beneﬁcially involved in AA and
other mutual aid groups by offering basic instruction concerning the structure and
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therapeutic processes of the mutual aid group at issue. If AA is the focus of attention, health
care professionals may facilitate involvement by having contact with their patients’ sponsors, encouraging individuals to pick a home group, and encouraging clients to attend AA
meetings frequently (particularly at the beginning of participation).

Learning How to Integrate AA, Other Mutual Aid Groups and
Professional Treatment
Health care professionals can further enhance the effective use of AA and other mutual
aid groups by acquiring knowledge about how best to integrate mutual aid groups and
professional treatment (see e.g. Zweben, 1995). Integration is advised because alcoholdependent individuals who combine these two systems of care appear to have better
outcomes (at least with respect to alcohol abuse) than do those who utilize only one type
of help. Professionals need to learn the language and culture of AA and other mutual aid
groups in order to understand where the two systems differ and where the commonalities
in concepts and processes exist. For example, both systems facilitate the development of
cognitive and behavioral change processes; only the language used to foster this development differs. By possessing a working knowledge of the language and culture of both
systems, health care providers can become more skilled in aiding their patients’ use of both
forms of help, simultaneously, alternately or sequentially. As recent research data suggest,
the most effective way to promote use of both types of care is to fashion a professional
treatment approach that is consonant with that found in the mutual aid group environment
(Humphreys et al., 1999).
Even when focusing on mutual aid groups alone, health care professionals should keep
in mind that patients may beneﬁt from the language and culture of one mutual aid group
more than another. Still other patients may ﬁnd a combinatorial approach most helpful.
That is, they may derive greatest beneﬁt from attending AA along with another mutual aid
group. Consistent with this consideration, Kaskutus (1996) found that about one-third of
the members of Women for Sobriety attended AA concurrently with WFS involvement.
Likewise, Connor & Dermen (1996) found that 35% of the members of SOS attended AA
along with SOS.

Tailoring Facilitation Efforts to Speciﬁc Groups
Professionals may enhance their referral effectiveness by becoming familiar with the unique
characteristics of speciﬁc groups within a mutual aid organization. This recommendation is
based on the fact that heterogeneity has been found across different groups within AA (see,
e.g. Montgomery, Miller & Tonigan, 1993). Because of such heterogeneity, a patient may ﬁnd
one particular group within a mutual aid organization to be compatible with individual needs,
while other groups may be inappropriate. Helping patients understand the heterogeneity of
groups and, therefore, the need to attend several groups before deciding which one(s) best
ﬁt(s), is a service health care providers are encouraged to offer.

Becoming Knowledgeable about Special Population Considerations
Recent reports identify points of consideration (as well as, in some case, guidelines) for
facilitating AA involvement among individuals with special characteristics, viz. veterans
with PTSD, lesbians, adolescents, persons with dual disorders, women, non-afﬁliative
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substance abusers, and individuals within a particular ethnic group (see Emrick, 1999).
Health care providers need to become knowledgeable about, and sensitive to, these special
population issues in order to be effective maximally in facilitating AA group involvement
among their patients. Obviously, similar attention to special population considerations must
be given with regard to other mutual aid groups as well.

Matching Patients to AA and Other Mutual Aid Groups
An intuitively appealing, although practically difﬁcult, approach to facilitating the utilization and effectiveness of AA and other mutual aid groups is that of ﬁnding appropriate
matches for these groups. Results from Project MATCH, a major, multi-site study conducted in the USA, suggest three matching strategies health care providers might keep in
mind when considering a referral to AA:
1.

2.

3.

For drinkers who have a social support system that is supportive of drinking (particularly by having frequent contact with frequent drinkers), facilitating participation in
AA (through Twelve-Step Facilitation Therapy) appears to result in better drinking
outcome than does trying to motivate the individual to give up drinking (through Motivational Enhancement Therapy) or providing treatment based on cognitive-behavioral
theory (i.e. Cognitive Behavioral Coping Skills Therapy) (Project MATCH Research
Group, 1998; Longabaugh et al., 1998; Zywiak et al., 2002).
Alcohol-dependent individuals who are angry at the start of treatment may beneﬁt
more from a non-confrontational approach to acquire motivation to change their
drinking behavior (i.e. Motivational Enhancement Therapy) than from treatment
that encourages them to attend AA (i.e. Twelve-Step Facilitation Therapy) or from
cognitive-behavioral treatment (Project MATCH Research Group, 1998).
Those inpatients who have relatively high dependence on alcohol may beneﬁt more
from a 12-step-group orientated aftercare treatment than from treatment based on
cognitive-behavioral theory (Project MATCH Research Group, 1997).

An intriguing addendum to these matching strategies is found in a publication by
Winzelberg & Humphreys (1999). In their study of 3018 male substance abusing inpatients,
clients who were low in religious behaviors were less likely to be referred to a 12-step
mutual aid group. However, such individuals had a favorable response to 12-step-group
referrals and subsequently experienced better substance abuse outcome. It appears, therefore, that health care providers should not be wary of encouraging their less religious clients
to get involved in 12-step groups. As Winzelberg & Humphreys state, “. . . a non-religious
patient may beneﬁt from referral to AA or NA more than either the clinician or the patient
expects” (p. 794).
Although not of the stature of a proposed matching strategy, another Project MATCH
ﬁnding merits notation. Problem drinkers treated in residential settings who were strong
in seeking meaning in life had better drinking outcome, at least for a period of time, when
they were given aftercare treatment that was orientated toward AA participation rather
than comparison aftercare treatments (Tonigan, Miller & Connors, 1997b). Because this
ﬁnding is quite tentative, further research needs to be undertaken before the “meaning in
life” variable can serve as a guide in making clinical decisions. Nonetheless, clinicians are
encouraged to be sensitive to the interplay between a patient’s search for meaning in life
and the treatment that patient receives.
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MATCHING AA MEMBERS TO
ROFESSIONAL TREATMENT
How are health care providers to approach their patients who have been involved previously in AA but who are now seeking the services of a professional? Does prior AA
involvement affect what type of treatment will be most helpful? Again, Project MATCH
data offer us a suggestion (Tonigan, Miller & Connors, 1997a). It appears that for outpatients who have been involved in AA prior to professional treatment, encouraging them
through Twelve-Step Facilitation Therapy to resume or maintain involvement in AA offers
a more compatible approach than does offering Motivational Enhancement Therapy or
therapy based on cognitive-behavioral theory.
Matching strategies along these lines may be identiﬁed for other mutual aid groups
should researchers and clinicians undertake collaborative efforts to mine these groups for
relevant data.

AA AND OTHER MUTUAL AID GROUPS ARE NOT
ALWAYS HELPFUL
The health care practitioner must ever keep in mind that any intervention possesses the
potential to harm people if it also holds the power to help some people. Should a health
care provider assume that AA or another mutual aid organization “can’t hurt”, he/she may
fail to intervene appropriately if a client/patient claims to be worsening through his/her
involvement in a mutual aid community.
If health care practitioners assess that a mutual aid group is having iatrogenic effects for
a patient, they need to work with that patient to reverse such effects. One obvious corrective course is to assist the patient in ﬁnding alternative treatments. To insist on a patient’s
continued attendance at a particular mutual aid group when the patient is being harmed
by such attendance is equivalent to instructing a patient to stay on medication that is not
only failing to improve that patient’s condition but is also causing harmful side-effects.
Good medical and other professional practice proscribes such behavior.

CONCLUSION
This chapter has covered a wide spectrum of issues concerning AA and other mutual aid
groups. Information has been presented regarding the historical development of AA and
other mutual aid groups: the philosophy, structure and therapeutic processes of AA and
other mutual help groups; the demographics of mutual aid group membership; the degree
to which AA and other mutual aid groups are being used; the effectiveness of AA; the
distinction between mere attendance at mutual aid group meetings and active involvement
in a mutual aid community; ways to enhance the utilization of mutual aid groups; referral
of AA-involved patients to appropriate professional treatment; and the limits of AA and
other mutual aid groups.
In this author’s opinion, a virtual explosion of new understandings concerning AA and
other mutual aid groups has arisen from the research reviewed in this chapter. Health care
providers, armed with considerably greater knowledge than ever before about AA and
other mutual aid groups, can now offer their patients even wiser counsel regarding such
groups.
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Alcoholics Anonymous World Services Inc. (1976). Alcoholics Anonymous: The Story of
How Many Thousands of Men and Women Have Recovered from Alcoholism, 3rd edn.
New York: Alcoholics Anonymous World Services, Inc.
This book is known in AA as “The Big Book”. Functioning as “The Bible” of AA, it presents a conceptual model of alcoholism, details the method of recovery that AA
members are to follow, offers advice to spouses and employers of alcoholics, gives guidance on how to re-establish family relationships after the cessation of drinking, and presents the stories of a number of individuals who have experienced recovery through the
fellowship of AA.
Alcoholics Anonymous World Services (1986). 12 + 12: Twelve Steps and Twelve Traditions. New York: Alcoholics Anonymous World Services.
This book, written by Bill Wilson, a co-founder of AA, presents a codiﬁcation of the
organizational principles and practices of AA. Anyone wishing to understand how AA
operates and the principles underlying its activities must read this book.
Kurtz, E. (1979). Not-God: A History of Alcoholics Anonymous. Center City, MN:
Hazelden Educational Materials.
Written by an historian of American civilization, this is an authoritative account of the
philosophical and social development of AA within the contexts of American history
and the history of religious ideas. This is a must read for anyone who wishes to acquire
a profound understanding of the history and philosophy of AA.
Mäkelä, K. et al. (1996). Alcoholics Anonymous as a Mutual-help Movement: A Study in
Eight Societies. Madison, WI: University of Wisconsin Press, 1996.
This book is a report of the International Collaborative Study of Alcoholics Anonymous
that investigated AA in eight countries. The purpose of the investigation was to analyze
AA as an international mutual aid movement that is adaptive to cultural context.
A history of the organization, including its expansion internationally, precedes an
analysis of AA from the conceptual frameworks of AA as a social movement and social
network, AA as a belief system, and AA as a system of interaction. Also addressed are
AA’s relationship to professional treatment and other alcohol-focused mutual help
movements, as well as the application of the Twelve Steps of AA to problems other than
alcohol.
McCrady, B.S. & Miller, W.R. (1993). Research on Alcoholics Anonymous: Opportunities
and Alternatives. New Brunswick, NJ: Rutgers Center of Alcohol Studies.
This volume contains the papers presented at a 1992 conference of scholars and scientists who focused on the current state of knowledge about AA and explored issues concerning future research on AA. Included in this book are papers on how change occurs
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in AA, the contexts of this change, how change among AA members can be measured,
and how studies of AA can be designed. This books contains an extensive appendix that
details the responses of conference participants to 10 questions concerning future
research on AA.
Project MATCH Research Group (1998). Matching alcoholism treatments to client
heterogeneity: Project MATCH three-year drinking outcomes. Alcoholism: Clinical and
Experimental Research, 22, 1300–1311.
This article reports data from Project MATCH, a monumental clinical trial conducted
in the USA that sought to identify possible optimal matches between client intake characteristics and types of treatments. This particular paper presents the analysis of data
collected at 3 year follow-up and can serve as a door to numerous other publications
that have emerged from this clinical trial. Given that one of the treatments investigated
in Project MATCH targets the facilitation of AA involvement as its main goal, this
project is highly relevant to the issue of how professional treatment relates to AA
attendance and afﬁliation.
Room, R. (1998). Mutual help movements for alcohol problems in an international
perspective. Addiction Research, 6, 131–145.
This article adumbrates the historical development of AA and other mutual aid groups
for alcohol-troubled individuals throughout the world. Informative differentiations
among the groups are made with respect to organizational structure, principles and practices; the philosophical underpinnings of the groups; and the basis of group membership.
Symposium (1999). A comparative evaluation of substance abuse treatment. Alcoholism:
Clinical and Experimental Research, 23, 528–572.
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male veterans following inpatient treatment for substance abuse. The results of this
investigation strongly demonstrate the effectiveness of AA participation during aftercare, at least for the sample studied. Also receiving empirical support is the contribution to good outcome made by the delivery of professional treatment that is conceptually
consistent with AA.
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APPENDIX
The Twelve Steps of Alcoholics Anonymous
1.
2.
3.
4.
5.
6.
7.
8.
9.

We admitted we were powerless over alcohol—that our lives had become unmanageable.
Came to believe that a Power greater than ourselves could restore us to sanity.
Made a decision to turn our will and our lives over to the care of God as we understood Him.
Made a searching and fearless moral inventory of ourselves.
Admitted to God, to ourselves and to another human being the exact nature of our wrongs.
Were entirely ready to have God remove all these defects of character.
Humbly asked Him to remove our shortcomings.
Made a list of all persons we had harmed, and became willing to make amends to them all.
Made direct amends to such people wherever possible, except when to do so would injure them
or others.
10. Continued to take personal inventory and when we were wrong promptly admitted it.
11. Sought through prayer and meditation to improve our conscious contact with God, as we
understood Him, praying only for knowledge of His will for us and the power to carry that out.
12. Having had a spiritual awakening as the result of these steps, we tried to carry this message to
alcoholics, and to practice these principles in all our affairs.

The Twelve Traditions of Alcoholics Anonymous
1.
2.
3.
4.
5.
6.

7.
8.

Our common welfare should come ﬁrst; personal recovery depends upon AA unity.
For our group purpose, there is but one ultimate authority—a loving God as He may express
Himself in our group conscience. Our leaders are but trusted servants; they do not govern.
The only requirement for AA membership is a desire to stop drinking.
Each group should be autonomous except in matters affecting other groups or AA as a
whole.
Each group has but one primary purpose—to carry its message to the alcoholic who still
suffers.
An AA group ought never endorse, ﬁnance or lend the AA name to any related facility or
outside enterprise, lest problems of money, property and prestige divert us from our primary
purpose.
Every AA group ought to be fully self-supporting, declining outside contributions.
Alcoholics Anonymous should remain forever non-professional, but our service centers may
employ special workers.
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9.

AA, as such, ought never be organized; but we may create service boards or committees directly
responsible to those they serve.
10. Alcoholics Anonymous has no opinion on outside issues; hence the AA name ought never be
drawn into public controversy.
11. Our public relations policy is based on attraction rather than promotion; we need always
maintain personal anonymity at the level of press, radio and ﬁlms.
12. Anonymity is the spiritual foundation of all our traditions, ever reminding us to place principles
before personalities.
The Twelve Steps and Twelve Traditions are reprinted with permission of Alcoholics Anonymous
World Services Inc. Permission to reprint the Twelve Steps and Twelve Traditions does not mean that
AA has reviewed or approved the contents of this publication, nor that AA agrees with the views
expressed herein. AA is a program of recovery for alcoholism only—use of the Twelve Steps and
Twelve Traditions in connection with programs and activities which are patterned after AA, but which
address other problems, or in any other non-AA context, does not imply otherwise.

Part II
Prevention of Alcohol Problems
Edited by Tim Stockwell
National Drug Research Institute, Curtin
University of Technology, Perth, Australia

194

T. STOCKWELL

EDITOR’S INTRODUCTION
A signiﬁcant development in the ﬁeld of alcohol prevention towards the end of the twentieth century was the gradual emergence in some quarters of “harm minimization” as a
guiding principle. This term has its origins in relation to the prevention of blood-borne
viruses and overdoses associated with the illegal use of injectable drugs, mostly opiates
(Midford & Lenton, 1996). It refers to the impact of a range of strategies that can reduce
the risk of death and illness to injecting drug users. Harm minimization for illicit drugs is
politically unacceptable in some countries, being associated, rightly or wrongly, with “going
soft” on drug users and with attempts to legalize drugs. There is growing acceptance of the
term in relation to the prevention of alcohol problems where, in most countries, there is no
question other than that alcohol will continue to be widely available and used by the majority of the population (Plant, Single & Stockwell, 1997). Even as applied to alcohol, however,
the term is still controversial and some of the contributors to the following chapters would
probably distance themselves from it on the grounds that it may be mistaken for “going
soft” on alcohol availability.
Harm minimization for alcohol problems is best characterized as the development of
speciﬁc evidence-based strategies that reduce the occurrence of serious harms without
necessarily requiring abstinence or reducing overall alcohol consumption. Examples of
harm minimization strategies will be presented here which do not require a reduction in
consumption to be effective, e.g. the introduction of non-breakable glassware at potentially
violent drinking places. Most harm minimization strategies, however, do require a degree
of reduction in alcohol consumption, at least in some high-risk situations, e.g. before driving
a motor vehicle or operating machinery.
Harm minimization is sometimes seen as an alternative perspective to the total consumption approach, which has dominated alcohol policy for three decades (Bruun et al.,
1975; Edwards et al., 1994). This refers to the policy goal of reducing the total consumption
of a population as a means for reducing related problems. This position is discussed in detail
in the ﬁrst two chapters of this section and a number of practical and scientiﬁc difﬁculties
are identiﬁed. For example, at what point does one stop reducing both availability and consumption? The total consumption approach alone gives no guidance regarding what are
optimal levels, providing instead the somewhat open-ended principle that “less is best”.
Harm minimization principles can be applied alongside efforts to control population consumption, but the fundamental goal must remain as to whether harm is minimized and
whether the means to achieve this are broadly acceptable and non-discriminatory.
Increasing the price of alcohol by raising taxes is the classic case of an effective but
unpopular and even politically dangerous strategy. The opening chapter of this section
(Österberg, Chapter 12) describes how studies from numerous countries using data from
several decades have in almost every instance shown that alcohol behaves like most other
commodities in that its consumption is negatively responsive to price. It is known that beer
consumption is less responsive to price changes than is consumption of wine and spirits
but, nonetheless, an increase in the price of beer is almost invariably associated with a
decrease in its consumption. Naturally, the extent of this responsiveness (referred to by
economists as “elasticity”) varies across place and time, reﬂecting as it does the varying
nature of both supply and demand for alcohol in different parts of the world. There is evidence for example that, when the physical availability of alcohol is tightly regulated, consumption is less responsive to price changes. It is known that price elasticities also vary for
different types of drinker (e.g. people who drink less tend to be less affected by price
changes) and for different types of beverage. As well as the net or average price of alcoholic drinks, it becomes critical also for public health and safety to consider the distribu-
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tion of alcohol taxes across different beverages. Among the thousands of alcoholic
beverages available in developed markets (e.g. Ponicki et al., 1995), there are usually a few
that occupy the basement in terms of quality but not alcohol content. These can be preferentially selected by high-risk drinkers and greatly limit the beneﬁts from across-theboard price increases (e.g. Stockwell et al., 1998). It is arguable, therefore, that redistributing
alcohol taxes, rather than simply increasing them, can have public health beneﬁts. It is also
clear, however, that studies reviewed in this section show a direct link between changes in
alcohol taxes and in serious alcohol-related harms without needing to invoke the idea of
controlling total consumption.
The second chapter (Stockwell & Gruenewald, Chapter 13) in this section extends the
concept of alcohol’s availability beyond its economic accessibility. The “effective” price of
alcohol includes such aspects of physical availability as convenience, e.g. in terms of distance travelled or time taken to purchase alcohol in a given locality. It is clear that while
dramatic changes in both physical and economic availability can result in dramatic changes
in national levels of harm, local factors can modify these consequences in important ways.
If a drinker lives close by an area in which large numbers of premises compete for custom
by offering heavily discounted drink at certain times (“happy hours”), then even a 20%
increase in alcohol taxes may make little difference to their drinking patterns. The elucidation of the effects of changes in physical availability at the local level (principally the
density of liquor outlets, the hours and days of trading) is a demanding analytic task. The
places where people live, purchase alcohol, drink it and then (on occasion) experience
serious alcohol-related harm are usually overlapping and often quite separate. Populationlevel studies to examine the impacts of changes in physical availability need to be mindful
of the effects of such local factors as trafﬁc ﬂows and the socioeconomic proﬁles of adjoining neighbourhoods. Despite these complexities, a strong case can be made for utilizing
local and regional controls on the physical availability of alcohol to limit alcohol-related
harm. Other local factors though need to be taken into account if this knowledge is to be
operationalized into effective local policy—and more research is required to facilitate that
process.
It is easy to be lured into imagining a world in which wise, evidence-based and benevolent regulation of alcohol markets occurs so that price, outlet density, trading hours and
serving practices are all arranged so that alcohol-related harm is minimized. This, of course,
happens only in dreamland. Regulators have to be mindful of consumers’ demands for reasonable access to alcohol, which plays an important part in the leisure time of a great part
of the voting public in many societies. They must also be mindful of the livelihoods of the
many people working in the different sectors of the manufacture and sale of alcohol. Dramatic changes in alcohol policies can even lose elections, may result in substantial job losses
and usually result in an upsurge of illegal supplies. The issue then comes down to how
best to develop an effective system of alcohol regulation at the national and local level
that facilitates pleasurable low-risk use, minimizes harm to health and sustains a major
industry. Chapter 14 (Homel, McIlwain & Carvolth) provides a penetrating analysis of the
ways in which regulatory systems, local communities and alcohol suppliers can (but often
fail to) create safer drinking environments. Numerous evidence-based strategies are outlined for creating lower-risk environments, ranging from safer glassware and more peaceable security staff to more proactive local police. The importance of local politics, as both
the medium through which effective community action can occur and as an obstacle to its
sustained implementation, is made starkly evident. The glare of public scrutiny on these
matters is only intense when local people and businesses are being badly inconvenienced.
Effective regulation of licensed premises to minimize violence is rarely a high priority for
local regulators.
Drink–driving countermeasures are reviewed in Chapter 15 (McKnight & Voas). In
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alcohol prevention these stand out as rare examples where scientiﬁc evidence and popular
opinion are as one. Measures such as rigorously implemented random breath testing and
low blood-alcohol levels for drivers are demonstrably effective in saving lives and are highly
publicly acceptable in those countries where they have been implemented. As a speciﬁc,
evidence-based set of measures that reduce alcohol-related harm without reducing the
availability or total consumption of alcohol, drink–driving prevention is an example par
excellence of harm minimization in practice. The necessity of drink–driving countermeasures is usually well understood by communities; the potential harms are serious and can
impact on all road users, while the intervention itself is applied without fear or favour in a
way that only minimally inconveniences drivers with a legal blood alcohol limit. Other local
prevention initiatives are not so readily accepted. Treno & Holder (Chapter 16) analyse six
successful examples of community action to reduce alcohol-related problems in order to
identify the ingredients of success. It is useful to consider this chapter in combination
with the others from this section, where evidence for speciﬁc types of strategies (controls
on price, availability, situational risk factors and so on) is summarized. Treno & Holder
largely focus on the processes that seem to be successful in mobilizing a community to
engage in evidence-based community action on alcohol. It is not enough to know what can
work but also how to get it to happen (this simple truth also applies at the national policy
level).
The last three chapters deal in different ways with the more subjective issues around
the communication of alcohol’s effects, both positive and negative. Midford & McBride
(Chapter 17) provide a distinctly harm minimization-based analysis of school-based alcohol
education. They overview the somewhat patchy results from alcohol education efforts in
general and arrive at a set of well-documented principles to underpin more effective
approaches in the future. In particular, they caution against an unrealistic goal of total abstinence in favour of providing advice to children on low-risk drinking—in terms of both how
much to drink and coping strategies to reduce the risk of negative consequences, e.g.
unwanted pregnancies, being driven by a drunk driver. Promising early results are outlined
from a harm minimization approach to alcohol prevention in schools. Chapters 18 (Boots
& Midford) and 19 (Hill & Casswell) deal with the issues of public communications about
alcohol: the ﬁrst from public health proponents intending to reduce consumption and/or
harm, the second from the alcohol industry to increase sales through advertising and sponsorship. Boots & Midford identify media advocacy as a key strategy for public health
activists to inﬂuence public and political debates about alcohol and its control. In a complementary way, Hill and Casswell review the evidence for a relationship between total and
high-risk alcohol use and alcohol promotions. It is clear that associations can be shown such
that young people who are more aware of alcohol promotions are more likely to go on to
drink in a high-risk fashion. However, associations can always be explained away if one is
determined to be sceptical. A safe and rational position at this point of time is to suppose
that all public messages and information inﬂuence the overall context with alcohol is consumed, the effects of alcohol are understood and alcohol prevention policies are implemented—or neglected.
While good science must continue in the ﬁeld of alcohol prevention, it is also clear that
little progress in the implementation of effective strategies will be achieved unless public
awareness of the issues is high and, in turn, impacts on the making of local, regional and
public policy. Public health advocacy on alcohol-related harm is vital if prevention strategies are to happen. As recommended in Chapter 13, there is an important role to be played
in the dissemination of accurate local, regional and national data on high-risk alcohol consumption and serious alcohol-related harms (see e.g. Chikritzhs et al., 1999). A range of
mutually supportive strategies is outlined in this section, which can be understood within
the framework of harm minimization. It is suggested here and elsewhere (e.g. Plant et al.,

PREVENTION OF ALCOHOL PROBLEMS

197

1997) that harm minimization is an optimal stance for public health advocacy on the need
for speciﬁc and effective strategies to reduce serious alcohol-related harms.
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Chapter 12
Effects of Price and Taxation
Esa Österberg
National Research and Development Centre for Welfare and
Health, Helsinki, Finland
Synopsis
This chapter starts with a general discussion of the role of alcohol taxation, on the one
hand as a means of curbing total alcohol consumption and alcohol-related problems, and on
the other hand as a means to collect revenues to the coffers of the state and/or local authorities.
Next, the effects of changes in alcohol prices on alcohol consumption and related problems are scrutinized. This means that econometric studies of effects in changes of alcohol
prices on alcohol consumption are reviewed. In this connection, results of studies on both
changes in alcohol prices on total alcohol consumption and the consumption of different categories of alcoholic beverages are summarized. Econometric studies looking at the relation
between changes in alcohol prices and alcohol-related problems are also reviewed. In addition, studies dealing with the relationship between alcohol prices, on the one hand, and
alcohol consumption and alcohol-related problems, on the other, are discussed.
Price elasticities are not inherent attributes of alcoholic beverages. Therefore, one should
not expect studies relating to different regions, periods and categories of alcohol beverages
to produce similar elasticity values. In the interpretation of elasticity values, the points of
departure should be the social, cultural and economic circumstances affecting drinking
alcohol in each country and period. This means that the factors producing certain kinds of
elasticities and the factors behind the changes in elasticity values are discussed.
Alcohol taxation is one way to curb alcohol consumption and alcohol-related problems
and/or to collect tax revenues. The state or local authorities can not, however, decide at will
the tax burden of alcoholic beverages. Therefore this chapter also discusses the feasibility of
alcohol taxation.

The sale of alcoholic beverages at prices higher than their production and distribution costs
is a generally accepted custom. Quite often the purpose and rationale for special taxes on
The Essential Handbook of Treatment and Prevention of Alcohol Problems. Edited by N. Heather and
T. Stockwell.
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alcoholic beverages are not, however, explicitly stated. In practice, taxing alcoholic beverages has been a well-established means of raising government revenue. In some countries,
alcoholic beverages have been susceptible to such taxation because of their status as luxury
commodities, offering a credible justiﬁcation to tax them. In some other countries, alcoholic
beverages have been suitable objects for excise taxes because of their nature as an everyday commodity offering a wide tax basis, and in some countries they have been taxed
because of their detrimental social and public health consequences, and the external costs
they impose on the state and the society. The rationale for levying a special tax on alcoholic beverages is seldom questioned, and what discussion there is on the subject usually
revolves around how expensive alcoholic beverages should be relative to other commodities, and whether taxes should vary according to the alcohol content of the beverages and
to the different alcoholic beverage categories, i.e. distilled spirits, wines and beer (Bruun
et al., 1972; see also Crooks, 1989; Baker & McKay, 1990; Cook & Moore, 1993a).
Taxation of alcoholic beverages has traditionally been an important source of state
revenue in many countries. Between 1911 and 1917, for example, in the USA the federal
revenues from alcoholic beverages each year amounted to over one-third of the total
receipts from taxes levied by the government (Landis, 1952). Similar ﬁgures can also be
found on the other side of the Atlantic Ocean, for instance from The Netherlands, the UK
and the Nordic Countries, Denmark, Finland, Iceland, Norway and Sweden. The relative
importance of alcohol taxation as a source of state income has declined in most countries
during the twentieth century, particularly after the advent of modern income taxation. In
many countries the share of alcohol taxes in state budgets has declined also because of
decreases in alcohol tax rates both in nominal but especially in real terms. For instance, in
recent decades Ireland, which amongst the Western countries has shown the highest shares
of alcohol taxes of total state revenues, has experienced a clear decrease in its alcohol tax
incomes in relation to total state incomes. In 1970 this share was still 16.5% but dropped
to 10.4% in 1978 (Davies & Walsh, 1983). In 1996 the share was estimated to be 5.0% (Hurst
et al., 1997). Despite these trends, alcohol tax revenues are still of considerable ﬁscal signiﬁcance in many countries (Hurst et al., 1997, p. 562).
From the consumers’ point of view, excise duties on alcoholic beverages are factors
which are increasing prices of alcoholic beverages and sometimes putting an extra pressure
on household budgets. If an increase in alcohol taxes and alcohol prices leads to a large
decrease in alcohol consumption, then the share of alcohol expenditure in family budgets
may also decrease. However, the dilemma for policy makers who view alcohol taxation as
a means on preventing alcohol problems is worsened when higher prices on alcoholic beverages result in only a small drop in alcohol consumption and a substantial increase in
household alcohol expenditure. In this case lowering the amount of alcohol that a heavy
drinker consumes by increasing alcohol taxes will usually mean that his/her family will
suffer greater ﬁnancial hardships. This is not, however, necessarily the case. If higher alcohol
taxes and prices mean people spend more money on alcoholic drinks, then the state will
collect more alcohol tax revenue. And, in principle at least, this could mean that other forms
of taxation will fall or, consequently, that more public services becomes available. The taxation question, then, is largely a matter of who pays excise taxes on alcohol and how these
tax revenues are employed—if employed wisely, the outcome can be a greater measure of
prosperity for all.
Raising prices of alcoholic beverages with special taxes or limiting alcohol availability
in some other way will not only affect the drinker or the state; the alcohol industry and its
employees will also be hit. Understandably, those engaged in the production and distribution of alcoholic beverages therefore feel that they must have as big a say in alcohol control
policy as possible. This is particularly true in countries where the alcohol industry is fettered by stringent control measures. But even in such countries there exists a difference
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between the short term and the long term. Limiting the availability of alcoholic beverages
may result in a number of brewery and distillery workers or wine growers losing their jobs
in the short term. However, those displaced may ﬁnd employment elsewhere and the longterm outcome may well be increased general prosperity (Österberg, 1982). On the other
hand, there are also instances where alcoholic beverage taxes are used in support of agricultural, cultural or economic objectives in a country. For instance, in Australia the wine
industry is exempt from excise taxes because it is considered to be a primary producing
industry on which the livelihood of many small grape growers is dependent. In addition, in
that country no excise tax is levied on spirits used for fortifying wine (Hurst et al., 1997).
In the European Union there is a minimum excise tax rate on wine but this rate has been
set to zero, because the wine industry makes a signiﬁcant contribution to the domestic
economy in many wine-growing EU member states.
On the other side of the coin, it can be concluded that alcohol has signiﬁcant adverse
effects on the physical, psychological and social health of individuals, families and communities throughout the world. Alcohol is a dependence-producing drug and this dependence is associated with an increased risk of morbidity and mortality. Moreover, alcohol is
also an intoxicant and drunkenness is associated with an increased risk of injury and mortality, both to the drinker and to others. The adverse effects of drinking alcohol are diffuse
and costly and are not conﬁned to a minority of easily identiﬁed heavier drinkers. This is
sometimes called the “preventive paradox”, describing the fact that alcohol problems
cannot be eliminated simply by getting rid of heavy alcohol consumers, because lighter
drinkers also suffer from alcohol problems. And as the number of light drinkers is much
larger than the number of heavy drinkers, their share or the total burden of alcohol problems is important. The impact of alcohol on all-cause mortality is affected, amongst other
things, by the prevalence of different diseases and injuries, the age structure of the population and the level of alcohol consumption at the societal level. The impact of alcohol is
therefore culturally and temporally speciﬁc. At younger ages, for instance, deaths from
trafﬁc accidents and violence predominate (World Health Organization, 1995).
In research conducted at both the societal and individual level, alcohol has been found
to increase the risk of death from a number of speciﬁc causes, including: injury from trafﬁc
accidents and other trauma; violence; suicide; poisonings; liver cirrhosis; cancers of the
upper aerodigestive tract; cancer of the liver; breast cancer; haemorrhagic stroke; alcoholic
psychosis; alcohol dependence; pancreatitis; malnutrition; neurological disorders; alcoholism; and fetal alcohol syndrome. On the other hand, alcohol consumption has been
found to reduce the risk of coronary heart disease and ischaemic stroke. The reduced risk
for coronary heart disease has been found at the level of one drink every second day, and
there is little additional reduction of risk beyond consumption levels of about one to two
drinks a day (World Health Organization, 1995).
Epidemiological data on the contribution of alcohol use to the prevalence of disease are
mainly found in developed countries, with limited data available for developing countries.
The best available estimates are found in The Global Burden of Disease (Murray & Lopez,
1996), which estimates that alcohol contributed to 3.5% of the global burden of disease and
disability and 1.5% of total deaths in 1990. Alcohol is ranked fourth among the top 10 risk
factors for disease and disability for men, following malnutrition, poor water supply and
sanitation, and unsafe sex. The contribution of alcohol use to overall disease and disability
varies greatly by region: it is highest in the established market economies (10.3%), Latin
America (9.7%) and the former Soviet Union (8.3%). It is lowest in the Middle East (0.4%)
and India (1.6%). Globally, alcohol is estimated to have caused about three-quarters of a
million more deaths than it averted, with more than 80% of this excess mortality occurring
in developing countries.The burden of social problems from drinking is mostly unmeasured,
but qualitative evidence suggests it is large in the developing as well as the developed world.
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Alcohol control policies, i.e. legal, economic and physical factors which bear on the
availability of alcohol, seek to reduce the harmful effects of alcohol use whilst recognizing
its real and perceived beneﬁts. Across space and historical time and within the context
of culturally determined value systems, administrative formulae and beliefs as to the
fundamental nature of the target issues, these problems have provoked an extraordinary
diversity of policy responses. A number of policies have also been demonstrated to be
effective in the reduction of alcohol-related harm, amongst them excise taxes on alcoholic
beverages.

ECONOMETRIC STUDIES
The effect of changes in prices of alcoholic beverages on alcohol consumption has been
more extensively investigated than any other potential alcohol control measure. The most
widely employed research approaches have relied on econometric methods. According to
different reviews, econometric studies dealing with all alcoholic beverages or a certain
category of alcoholic beverages are currently available in at least the following countries:
Australia, Belgium, Canada, Denmark, Germany, Finland, France, Ireland, Italy, Kenya,
The Netherlands, New Zealand, Norway, Poland, Portugal, Spain, Sweden, the UK and the
USA (see Huitfeldt & Jorner, 1972; Lau, 1975; Ornstein, 1980; Ornstein & Levy, 1983;
Godfrey, 1986; Olsson, 1991; Clements & Selvanathan, 1991; Yen, 1994, Edwards et al., 1994;
Österberg, 1995). This list of countries also shows that our knowledge of the effects of
changing alcohol prices on alcohol consumption chieﬂy derives from Western industrialized
nations.
In econometric studies, the responsiveness or sensitivity of quantity demanded of the
determinants of demand is measured by elasticity. The sensitivity of the quantity demanded
to changes in prices, when other determinants remain unchanged, is called the price elasticity of demand, or own-price elasticity.
The values of price elasticities for alcoholic beverages estimated in different studies have
consistently shown that when other factors remain unchanged, a rise in the price of alcoholic beverages has generally led to a drop in alcohol consumption, and that a decrease in
price of alcoholic beverages has usually led to a rise in alcohol consumption. In other words,
alcoholic beverages appear to behave on the market like most other commodities and in
the way presupposed by the theory of consumer demand. On the other hand, in studies
dealing with different geographical regions and periods, different values of income and
price elasticities have been found with respect to both total alcohol consumption and the
consumption of different categories of alcoholic beverages. These variations are partly due
to the methods applied, the accuracy of the basic data, and the statistical factors of uncertainty relating to the elasticities. However, disparities in elasticity values also stem from differing social, cultural and economic circumstances prevailing in different regions and in
different periods. Therefore, when looking at the results of different studies, it is not possible to ﬁnd any general, typical or mean elasticity value for all alcoholic beverages, or even
for beer, wines or spirits separately, because elasticities describing the reactions of the consumers to price increases are not inherent attributes of alcoholic beverages, but rather
reﬂections of the prevailing drinking habits and culture.
On a very general level, it may be said that consumer preferences are linked to the
beneﬁts consumers derive from using different commodities, in this case, drinking alcoholic
beverages, and consumer preferences are therefore reﬂected in elasticity values. When
taking into account the many different uses of alcoholic beverages—as intoxicants, thirst
quenchers, drinks with meals, medicines or means of recreation and enjoyment—it is not
surprising that the demand for all alcoholic beverages or a certain category of alcoholic
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beverages may respond very differently to a certain change in price in different countries
and in different periods. Therefore, the interpretation of elasticity values calls for a close
examination of drinking habits and the uses to which alcoholic beverages are put in a
certain society at a certain point in time.
If the demand for a given category of alcoholic beverages is price-elastic, that is, relatively sensitive to price changes, a rise in price will have a strong diminishing effect on its
consumption, and decrease the share of personal disposable income allocated to that beverage category. Consequently, a decline in price will have a strong increasing effect on its
consumption, and raise the share of personal disposable income allocated to that beverage
category. Alcoholic beverages can also be price-inelastic, that is, relatively insensitive to
price changes. In this case, a price increase would have only a small impact on the consumption of this beverage category, and increase the share of personal disposable income
allocated to those beverages. A decline in price will have a relatively small positive effect
on the consumption of this beverage category and decrease the share of personal disposable income allocated to those beverages. If the demand for alcoholic beverages is unit
price-elastic, a rise in price will have a diminishing effect on alcohol consumption of equal
proportion and keep the share of personal disposable income allocated to alcoholic beverages fairly constant. Consequently, a percentage reduction in prices increases the consumption of alcoholic beverages by the same percentage and keeps the share of personal
disposable income allocated to alcoholic beverage constant.
So far, discussions of small or large effects of price on alcohol consumption in this
chapter have concerend unit changes in the consumpiton of alcoholic beverages. Even in
circumstances where the demand for alcoholic beverages is price-inelastic, a large absolute
change in the price of alcoholic beverages will still have a larger effect on alcohol consumption than only a slight change in alcohol prices in situations where alcohol demand is
price-elastic. Degree of price change as well as the value of the price elasticity must be
jointly taken into account when predicting the impact of changing prices of alcoholic beverages on alcohol consumption.
The value of price elasticity denotes the way consumers have reacted to changes in prices
during the study period. If alcohol prices have, for instance, fallen steadily during that
period, the estimated price elasticity may not necessarily apply to a situation of increasing
alcohol prices, because the assumption that elasticities are symmetrical may not be valid as
far as alcoholic drinks are concerned. A symmetrical elasticity would mean that a given rise
or fall in alcohol prices produces an equivalent effect in the opposite direction on consumption. However, since some people may become addicted to alcohol, it is quite possible that a rise in alcohol consumption introduced by a cut in prices would not be checked
by an equivalent increase in alcohol prices (Bruun et al., 1975).

EFFECTS OF CHANGING PRICES ON CONSUMPTION
There are great differences between countries in the way alcohol consumers have reacted
to changes in prices of alcoholic beverages (see Edwards et al., 1994, pp. 112–114). This is
something that is to be expected because of the differences in drinking habits between
countries. But, to make it more difﬁcult, even the results of economic studies dealing with
one and the same country do not present a very clear picture. For instance, in the USA estimated price elasticities for beer range from almost zero to -1.39, available estimates of
price elasticities for wine range from -0.44 to -1.78, and the estimated price elasticities for
distilled spirits range from 0.08 to -2.03 (Österberg, 1995, p. 149).
In a review of price elasticities for alcoholic beverages, Ornstein (1980) wanted to see
whether the weight of the evidence indicated that beer, wine, and distilled spirits were price-
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elastic, price-inelastic or unit price-elastic, and whether they were substitutes, complements
or unrelated in consumption. He also discussed the possibility of identifying a range of
“true” elasticities for the USA (and Canada) by a comparison of diverse studies (Ornstein,
1980). In a later review, Ornstein & Levy (1983), using the same data as Ornstein (1980),
reconsidered the range of price-elasticity estimates in the USA. After a detailed description, comparison, evaluation and discussion of 20 studies, they reported that their “summary
estimates of own-price elasticities for beer, wine, and distilled spirits were -0.3, -1.0 and
-1.5, respectively. These are crude at best, particularly for wines, but seem the best available” (Ornstein & Levy, 1983, p. 343; see also Leung & Phelps, 1993). In her reviews of
demand models from 1989 and 1990, Godfrey (1989, 1990) discussed three alcohol demand
studies in the UK as well as her own estimates and the elasticities used by the treasury
in their alcohol tax revenue calculations. These ﬁgures show that in the UK the demand
for beer has generally been price-inelastic (i.e. a given percentage change in the price of
beer produces a smaller percentage change in demand for beer, not that demand is
unresponsive to price changes) and the demand for wines and spirits has been more responsive to prices than beer (Godfrey, 1989). Later studies accord with this interpretation (see
Österberg, 1995, p. 150).
It has been argued that alcohol control measures other than taxes and prices affect the
values of price elasticities. This argument seems to be reasonable, since lifting of other
alcohol control measures gives alcohol prices more regulative power. In Sweden, Huitfeldt
& Jorner (1972) have shown that lifting the “motbok” connected with the Bratt rationing
system—where the possibility of buying distilled spirits in Sweden was individually regulated until 1955—in fact led to a rise in the value of the price elasticity for distilled spirits.
It can, therefore, be argued that the more restricted the availability of alcoholic beverages,
the smaller is the inﬂuence of a unit change in prices of alcoholic beverages on alcohol consumption (Huitfeldt & Jorner, 1972).
In Finland, Ahtola, Ekholm & Somervuori (1986) studied the changes in the values of
price elasticities for alcoholic beverages for the period 1955–1980.They found that the value
of price elasticities was decreasing over time and interpreted this to show that alcoholic
beverages have come to be seen more and more as an everyday commodity. In the mid1950s, the total alcohol consumption per capita in Finland was under 2 litres in terms of
100% alcohol, while at the beginning of the 1980s it was over 6 litres. These ﬁgures could
also be interpreted to show that the value of price elasticity has a tendency to decrease as
incomes and the standard of living rise.
Econometric studies use as their material factual changes in alcohol prices, which are
normally relatively small. It can therefore be asked if they have any predictive value in
cases where changes in alcohol prices are dramatic. An unusual example of the effects of
radical price changes on consumption comes from Denmark. Due to food shortages during
World War I, the price of Danish akvavit was raised more than 10 times and the price of
beer was almost doubled. These drastic price increases reduced per capita consumption of
alcohol by 75% within 2 years. The decrease was mostly due to the diminished consumption of distilled spirits, especially akvavit, and only later did the consumption of beer
increase to change Denmark from a spirit-drinking country to a beer-drinking country. Not
only was the total alcohol consumption affected, but also the rate of registered cases of
delirium tremens declined to one-thirteenth, and deaths due to chronic alcoholism to onesixth of their previous rates (Bruun et al., 1975).
Other examples of great price changes are not as dramatic as the Danish one. They have,
however, taken place more recently. For instance, a 10% increase in the real price of alcoholic beverages in Finland in 1975 put an end to the increase in alcohol consumption that
had continued in the country since the early 1960s (Salo, 1987, 1990). In Sweden, the marked
increase in consumption which followed the abolition of the Bratt system in 1955 was halted
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and eventually reversed by radical increases in prices. In 1957 and 1958, for instance, the
real price of distilled spirits went up by more than 30%. This contributed to a decline in
spirits consumption from 0.8 litres per capita per month in 1956 to 0.6 litres in 1958, i.e. a
decrease of one-quarter (Huitfeldt & Jorner, 1972).

EFFECTS ON DIFFERENT POPULATION GROUPS
In econometric studies based on time series data, the values of price elasticities reﬂect in
many ways the average reactions of consumers to changes in prices. It is particularly the
treatment of alcohol consumers as a group that has raised doubts about the validity of the
estimated elasticity values. Although it can be inferred from econometric studies that a rise
in the price of alcoholic beverages reduces alcohol consumption, it cannot be determined
who the people are that have reduced their alcohol consumption and by how much.
However, the use of individual data can shed light on debates that cannot be solved by
using aggregate data. One good example is the disagreement about whether or not heavy
drinkers are responsive to changes in prices of alcoholic beverages. This is an important
issue, because in both public discussions and in the alcohol literature it is often asserted
that increases in prices of alcoholic beverages will only affect light or moderate drinkers
and will have no effect on heavy drinkers or problem drinkers, because they are either
addicted to or physically dependent on alcohol. Consequently, unwillingness to raise prices
is likely to be provoked if the effect on pricing policy is felt mainly by moderate drinkers
and leaves the heavy drinkers to carry out as before.
In the early 1970s many bars, taverns and restaurants in Western countries initiated a
variety of sales programmes to attract more customers. These programmes, called “happy
hours”, included some kind of price reduction; it might be two beverages for the price of
one, a 25% reduction for all beverages, free beverages for a particular type of patron, or
“all-you-can-drink” specials. Consequently, happy hours offer one possibility to study the
effect of decreasing prices on alcohol consumption. In the USA, Babor et al. (1978) conducted an observational study of the drinking habits of 16 regular bar patrons, in happy
hour and non-happy-hour times. Happy-hour patrons drank 9.6 drinks per day, while nonhappy-hour patrons drank only 3.7 drinks, despite the fairly small reduction in drink prices
during the happy hour. Furthermore, happy hour patrons engaged in more drinking sessions, which also lasted longer (Babor et al., 1978). In another experimental study, 34 men
who were admitted to McLean Hospital in Boston for 30 days were studied (Babor et
al., 1980). Those 34 men consisted of 14 heavy drinkers and 20 fairly light drinkers. Their
patterns of drinking were tested under happy-hour or non-happy-hour conditions. As
expected, both light and heavy drinkers drank more when drinks were less expensive. In
the happy hour condition, light drinkers drank about twice as much and heavy drinkers
about 2.4 times as much as in the non-happy-hour condition. Both light and heavy drinkers
had longer episodes of drinking under happy hour conditions, but heavy drinkers also
increased their short drinking episodes.
Surveys have also been used to study the effects of changing alcohol prices on alcohol
consumption. In 1981 the effect of price on consumption was studied in Scotland by means
of two surveys, one before and one after a rise in the price of alcoholic beverages (Kendell
et al., 1983). According to this study, the impact of the price increase was strongest among
the heaviest drinkers, for both men and women. Heavy drinkers also experienced the
largest reduction in the number of adverse effects related to alcohol consumption. In the
USA, Grossman et al. (1987) and Coate & Grossman (1988) have studied the price
sensitivity of young people’s demand for alcohol, using data from the National Health and
Nutrition Examination Surveys, cycles I and II. Both studies conclude that youth beer
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consumption is inversely related to the price of beer, and that the effects of higher prices
are not limited to infrequent or light drinkers. Instead, the results provide weak evidence
that heavy drinkers are more sensitive to price changes than moderate drinkers
(Grossman, Coate & Arluck, 1987; Coate & Grossman, 1988). A similar kind of study by
Laixuthai and Chaloupka (1993) found that higher beer excise taxes signiﬁcantly reduce
both the frequency of youth drinking and the probability of heavy drinking. This study, like
the other studies mentioned above, also implies that a tax increase will result in larger
reductions amongst frequent and fairly frequent young drinkers than amongst infrequent
young drinkers. Furthermore, it is interesting to note that, like some studies based on time
series data, this study shows that there is an interplay between price controls and other
measures affecting alcohol availability. It was shown that the price sensitivity of youth
drinking fell after the legal minimum drinking age of 21 years came into force in all states
(Laixuthai & Chaloupka, 1993). More recently in the USA Chaloupka and Wechsler (1996)
have studied the effects of beer prices on drinking and binge drinking among students in
colleges and universities, using a nationally representative sample from the year 1993. They
found that price had a statistically signiﬁcant effect on underage drinking and binge drinking among female students but not among male students.

PRICE CHANGES AND ALCOHOL-RELATED PROBLEMS
Seeley (1960) wrote about the relationship between the price of alcoholic beverages and
death by liver cirrhosis in Ontario. He used alcohol consumption as an intermediate variable and was able to conclude that deaths from liver cirrhosis rose and fell with average
alcohol consumption, and that average alcohol consumption rose and fell inversely with
the price of alcoholic beverages. One development in the ﬁeld in later years has been to
link changes in the price of alcoholic beverages directly to alcohol-related problems. In this
way one is able to get indirect evidence of the effects of price policy on heavy consumers.
The other beneﬁt of this kind of study design is that it takes care of problems caused by
the possible substitution of recorded and unrecorded alcohol consumption. Furthermore,
in recent studies full price instead or monetary price is often used. In this context, the full
price of alcoholic beverages includes not only the monetary price of alcoholic beverages
but also a wide variety of other costs of drinking and heavy drinking, such as the time costs
of obtaining alcoholic beverages.
In the USA Cook (1981) adopted Simon’s (1966) approach, using as a quasi-experiment
the changes in state liquor excise-tax rates legislated between 1960 and 1975 in licence
states. A follow-up study by Cook & Tauchen (1982) sought to improve this method while
still taking advantage of the underlying quasi-experiment. They considered not only the
relationship between spirit consumption and tax changes but also cirrhosis and car accidents in relation to tax changes. The Cook (1981) study discovered that states which raised
their liquor tax had a greater reduction or smaller increase in cirrhosis mortality than other
states in the corresponding year. In the Cook & Tauchen (1982) study the median price
elasticity for liquor was -1.8 and it was concluded that liquor consumption, including that
of heavy drinkers as indicated by cirrhosis mortality, is quite responsive to price and that
a liquor tax increase tends to reduce the fatality rate of car accidents (see also Chaloupka
et al., 1992; Sloan, Reilly & Schenzler, 1994). In addition, Sloan and his colleagues (1994)
also considered the effects of changing prices of alcoholic beverages on a variety of other
death rates related to alcohol use, including deaths from diseases primarily related to
alcohol, motor vehicle trafﬁc accidents, homicides, suicides, diseases where alcohol is a contributing factor, and other accidental deaths. They found that higher alcoholic beverage
prices do not lead to signiﬁcant reductions in deaths primarily related to alcohol.
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Schweitzer, Intriligator & Salehi (1983) developed an econometric model of alcoholism that
could incorporate its causes, effects and possible control. According to them, such a model
should give more complete and more direct insights into the problems of alcoholism than
previous demand studies. They used cross-sectional data on 35 US states in 1975 to estimate a simultaneous model of beer and spirits consumption, alcoholism, and alcoholrelated mortality. According to their results, a rise in the price of spirits lowers alcoholism,
but a rise in the price of beer appears to increase it.
Saffer & Grossman (1987a, b) examined the impact of beer excise taxes on youth motor
vehicle fatality rates. Both studies concluded that increases in beer taxes signiﬁcantly reduce
youth motor vehicle fatalities. Chaloupka, Saffer & Grossman (1993) continued this
research tradition. They concluded that higher beer excise taxes are among the most effective means to reduce drinking and driving in all segments of the population. More recent
studies using individual data also conclude that increases in beer taxes are effective in
reducing drinking and driving and involvement in non-fatal trafﬁc accidents. For example,
Kenkel (1993), using the 1985 National Health Interview Survey, estimated that a 10%
increase in the price of alcoholic beverages would reduce the probability of drinking and
driving by about 7% for males and 8% for females, with even larger reductions among
those 21 years and under.
Several recent studies have examined the impact of the price of alcoholic beverages on
homicides and other crimes and family violence. Using annual state-level data on violent
crime rates, Cook & Moore (1993b) were able to conclude that higher beer taxes would
lead to signiﬁcant reductions in rapes and robberies but would have little impact on
homicides and assaults. In an analysis of the Uniform Crime Reports data, Chaloupka &
Shaffer (1992) considered the impact of beer taxes on a variety of crime rates, including
total crime, violent crime, property crime, homicide, rape, assault, robbery, burglary, larceny
and motor vehicle theft rates. They concluded that increases in beer taxes led to statistically signiﬁcant reductions in nearly every crime rate, with the exception of the assault rate.
An analysis of vital statistics data on homicide rates resulted in that higher alcoholic beverage prices would lower homicide rates (Sloan, Reilly & Schenzler, 1994). More recently,
the impact of beer taxes and other alcohol control policies on domestic violence directed
at children has been studied. It was estimated that there is a signiﬁcant inverse relationship between child abuse and other violence towards children and the price of beer
(Markowitz & Grossman, 1998).

CROSS-ELASTICITIES
In econometric analyses of demand, the estimation of cross-elasticities—i.e. of the change
in demand for one type of alcoholic beverage caused by a change in the price of some other
type of alcoholic beverage—has proved to be an extremely difﬁcult task. Although the price
changes in the cases studied in the Nordic countries have mostly been within a modest
range, they nevertheless seem to result in some substitution of one type of beverage for
another (Nyberg 1967; Huitfeldt & Jorner 1972). When discussing cross-price elasticities in
North America, Ornstein (1980) ﬁnds that reported elasticities are inconsistent both within
and across different studies. His overall conclusion was that consumption of each beverage
category is signiﬁcantly related to its own price and little affected by changes in the price
of substitute alcoholic beverages (Ornstein, 1980). According to Godfrey (1989), the UK
estimates of demand models based upon time series data have in general been unsuccessful in identifying the cross-substitution effects with accuracy, even in the case of close substitutes, and all cross-price elasticities found have been very small.
The cross-elasticities estimated in econometric studies may also be of little use in actual
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alcohol policy-making. The estimated elasticities are derived from aggregate data using
average price rates. However, it has been observed in many studies that heavy consumers
usually prefer the cheaper beverages in each type of alcoholic beverage. Under such circumstances, the substitution between different types of alcoholic beverage is perhaps not
so much determined by changes in the average price of each type as by changes in prices
of the cheapest brands in each type (Bruun et al., 1975).
Because all alcoholic beverages include ethyl alcohol, they are potential substitutes for
each other. A substitution between different classes of alcoholic beverages means that
alcohol is substituted by alcohol, that is, with the same substance from the public health
point of view. Alcoholic beverages also serve as substitutes for other commodities and thus
they can be replaced by other commodities. This means that the level of alcohol consumption is related to the prices of alcoholic beverages relative to other commodities. When discussing other commodities as substitutes for alcoholic beverages, it should be noted that
the substitution process may equally well lead to either unhealthier or healthier drinking
habits. A rise in wine prices may result in a substitution of commercially produced wine by
soft drinks, by self-produced wine, by “moonshine” or even by drugs. Although a rise in
alcohol prices can lead to a shift in consumption to illegal alcohol or drugs, it should be
remembered that these types of substitution processes are affected by restrictions and
limitations of those beverages or drugs to which consumers are apt to move. In all probability, the more decisive factors in these substitutions are the control measures that bear
upon the availability of those substitutes, and it is scarcely conceivable that illicit trafﬁc of
alcohol could be altogether eliminated by cutting the prices of legally produced alcohol.
Furthermore, if prices of legally produced alcohol are kept constant or lowered because of
the possible undesirable substitution for illegal alcoholic beverages, the harmful effects of
the legitimate alcohol may exceed the socially acceptable level of alcohol problems.

OVERVIEW AND DISCUSSION
This chapter has reviewed the role of alcohol taxation as a means of curbing total alcohol
consumption and alcohol-related problems. In this connection, the results of studies on both
changes in alcohol prices on total alcohol consumption and on the consumption of different categories of alcoholic beverages have been summarized. Also econometric and other
studies looking at the relation between changes in alcohol prices and alcohol-related problems have been examined. The evidence presented in this chapter suggests that alcohol
price levels do have an independent effect on the level of alcohol consumption and alcoholrelated problems. Consumers of alcoholic beverages seem to be responsible for the prices
of these beverages, and heavy drinkers are no exceptions of this rule. On the contrary, in
many studies the impact of the price increase was strongest among the heaviest drinkers.
Price elasticities are not, however, inherent attributes of alcoholic beverages. Therefore,
studies relating to different regions, periods and categories of alcoholic beverages do not
produce similar elasticity values. In the interpretation of elasticity values, the points of
departure should be the social, cultural and economic circumstances affecting drinking
alcohol in each country and period.
The rationale for levying a special tax on alcoholic beverages is seldom questioned, and
what discussion there is on the subject usually revolves around how expensive alcoholic
beverages should be relative to other commodities. The level of taxation varies greatly in
different countries (see e.g. Hurst et al., 1997). In most countries, however, the tax counted
per litre of alcohol is higher in the form of distilled spirits than in the form of beer or wine.
In this context, Japan seems to be one of the rare exceptions.Wine and beer taxes are nearer
each other but, at least in the industrialized countries, beer seems to be taxed, on average,
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a little bit harder than wine. Because beer and wine are more expensive beverages to
produce than distilled spirits in terms of the alcohol content, equal tax rates per litre of
alcohol would mean that ethyl alcohol would be cheaper in the form of distilled spirits than
in the form of wine or beer. From an economic perspective, the principle of taxing alcoholic beverages on the basis on alcohol strength, both within each beverage category and
across different beverage categories, is often held as the most effective solution, because
other solutions lead to a distortion of the allocation of resources within the alcohol sector
(see e.g. Baker & McKay, 1990).
Even if increases in alcohol taxes mean lower alcohol consumption and lower problem
rates, it is not always easy to use alcohol taxes as an instrument of public health. For
instance, Edwards et al. (1994) mention four objections to this kind of policy. First, and particularly in a developing country, a price increase imposed on commercial beverages may
stimulate illicit or home production. That danger should be heeded and monitored but, as
noted in this chapter, allowing commercial production to go unfettered because of this fear
also carries its own risks. Second, the budgetary authorities may view the tax obtained from
beverage alcohol as a valuable and easily collectable revenue, and be reluctant to impose
tax increases for fear of a consequent net loss in state incomes. Only a knowledge of the
elasticities that pertain in particular circumstances can answer that question, but in most
situations a price increase will swell rather than depress the tax take. The third objection
to taxation as a control measure is that such an approach is not socially equitable, with tax
increases imposing a proportionally greater burden on the poorer segment of the population.The evidence available does not, however, totally support this contention, since alcohol
taxes will in many circumstances impose a lower relative burden on low-income groups
than most other commodity taxes. The fourth point to be considered is that the efﬁcacy of
ﬁscal control may, in some circumstances, be eroded where borders are long or open. That
speaks to the need for a strong voice to be given to health advocacy at the international
level when trade and customs deals are being struck.

KEY WORKS AND SUGGESTIONS FOR
FURTHER READING
Bruun, K., Edwards, G., Lumio, M., Mäkelä, K., Pan, L., Popham, R.E., Room, R., Schmidt,
W., Skog, O.-J., Sulkunen, P. & Österberg, E. (1975). Alcohol Control Policies in Public
Health Perspective, Vol. 25. Helsinki: Finnish Foundation for Alcohol Studies.
This monograph gives the basic evidence for alcohol taxes and prices as measures
of controlling alcohol availability. It also places price control in the context of other
measures affecting alcohol availability and sheds light on the whole idea of why alcohol
consumption should be controlled.
Edwards, G.A.P., Babor, T.F., Casswell, S., Ferrence, R., Giesbrecht, N., Godfrey, C., Holder,
H.D., Lemmens, P., Mäkelä, K., Midanik, L.T., Norström, T., Österberg, E., Romelsjö, A.,
Room, R., Simpura, J. & Skog, O.-J. (1994). Alcohol Policy and the Public Good. New
York: Oxford University Press.
The chapter on alcohol prices in this monograph could be described as an updated
version of the price chapter in Bruun et al. (1995). It summarizes the research evidence
up to the early 1990s.
Hurst, W., Gregory, E. & Gussman, T. (1997). Alcoholic Beverage Taxation and Control
Policies. International Survey. Ninth edition. Ottawa: Brewers’ Association of Canada.
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Brewers Association of Canada has surveyed alcohol taxation each third year since
the beginning of the 1970s. A good source for those who wish to know how alcoholic
beverages are taxed and what trends one can ﬁnd in alcohol tax levels in industrialized
countries.
Ornstein, S.I. & Levy, D. (1983). Price and income elasticities and the demant for alcohol
beverages. In M. Galanter (Ed.). Recent Developments in Alcoholism, Vol. 1 (pp.
303–345). New York: Plenum.
A review of econometric studies in North America. It gives good descriptions of the
studies conducted and is a quick way to become familiar with different kinds of practical solutions and problems in studies on the effects on alcohol consumption of changing alcohol prices.
Godfrey, C. (1989). Factors inﬂuencing the consumption of alcohol and tobacco: the use
and abuse of economic models. British Journal of Addiction, 84, 1123–1138.
Another review of demand models. A good discussion of economic theory, estimation
techniques and statistical testing. Alcohol and tobacco receive special attention as commodities with dependence-inducing characteristics.
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Chapter 13
Controls on the Physical
Availability of Alcohol
Tim Stockwell
National Drug Research Institute, Curtin University of Technology,
Perth, Western Australia
and
Paul Gruenewald
Prevention Research Center, Berkeley, CA, USA

Synopsis
This chapter reviews the evidence regarding the circumstances under which changes in the
physical availability of alcohol achieved through changes in the legal drinking age, outlet
densities and trading hours can affect high-risk drinking and alcohol-related harm. With the
growing reluctance of governments to use controls on alcohol’s physical availability to reduce
problems, this form of availability has tended to increase in both developed and developing
countries over the past two decades. In developed countries this has not always been associated with an obvious increase in alcohol-related problems. Such markets are often “saturated”. Alcohol is available to broad segments of society, from a great number of places and
at all hours of the day and night. In these contexts, availability is but one of a complex array
of inﬂuences on drinking behaviour and is expressed in different problems in different contexts. In developing countries this level of market “saturation” has not yet been achieved.
Given the limited research currently available, the likely consequences of greatly increased
physical availability of alcohol in these markets can only be inferred from studies of markets
in developed countries.
In general terms, the research evidence suggests that each of the main forms of physical
availability have powerful impacts on local levels of serious harm. However, in each case there
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are important contingencies that condition the development of such problems. This leads to
substantial possibilities for local variation in problems related to the use of alcohol in different contexts. This is less true in relation to legal drinking ages. Increases in the legal drinking
age have been consistently found to reduce levels of serious harm associated with the affected
age groups (teenagers and young adults).These laws, however, are controversial and often difﬁcult to change. It appears that signiﬁcant and readily achievable beneﬁts may be obtained
from a more vigorous enforcement of existing laws.
The effects of greater densities of alcohol outlets on levels of local problems, on the other
hand, appear to be strongly dependent on context. This dependence poses difﬁcult
methodological problems for alcohol researchers. Current evidence suggests that different
relationships of outlet densities to problems may be observed across different sized areas of
analysis, for different types of problems and for different types of licensed outlets. With this
in mind, it appears that the regulation of licensed premises will move towards the use of local
data to determine the risks associated with decisions that affect license density.
The effects of hours and days of sale on alcohol related problems are also found to be
important from a harm reduction perspective. Large changes in the times at which alcohol
is available (e.g. days of sale) are consistently related to expected changes in problem levels.
Smaller changes (e.g. hours of sale) have only recently been found to have signiﬁcant
local impacts. It is suggested that local planners take special notice of the potential for late
night trading to affect the local alcohol environment from a public health and safety point
of view.
Future research should develop and reﬁne models that can be applied at the local, state
and national levels at which critical decisions about alcohol availability are made. Regulatory
mechanisms are required which enable levels of problem consumption and harm to be monitored and incorporated into planning and policy formation. These steps will move the ﬁeld
towards effective approaches for the reduction of serious alcohol-related harm.

One of the most signiﬁcant powers at the disposal of government to limit alcohol-related
problems is the ability to control both the physical and economic availability of alcohol.
There are many ways in which alcohol can be made less available through government
intervention, whether at the local, state or national levels. These powers, however, are often
controversial and may cut across the perceived interests of a number of important stakeholders. The manufacturing and retail arms of the alcohol industry attempt to maximize
proﬁts from sales of alcohol, state and national governments become dependent on alcohol
tax revenues as part of their tax base, and many members of the voting public in Westernstyle democracies prefer to have ready access to affordable alcohol. Of course, stakeholders
who advocate the minimization of the adverse consequences of alcohol consumption on
public health, safety and order are also members of this community. These stakeholders
may advocate for greater government controls on the physical and economic availability
of alcohol; however, active expression of this public interest in a form that is politically
potent, readily understood and supported by ordinary citizens is relatively rare.
Alcohol’s availability varies markedly across the globe and it is still possible to ﬁnd countries where alcohol is either completely prohibited or in which there are discrete localities
or regions where the sale of alcohol is prohibited. However, while the evidence has
mounted regarding the public health signiﬁcance of alcohol, the 1990s in particular have
witnessed a global expansion of alcohol’s availability. This expansion has been marked by
a growth in both the nature of availability within traditional alcohol consuming countries
and the sheer number of countries in which alcohol is now readily available. Jernigan (1997)
has documented strategies used by some alcohol companies to create new markets in the
developing world. The rapid globalization of world trade, supported by major international
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treaties such as the General Agreement on Tariffs and Trade, has effectively restricted the
extent to which individual governments can heavily tax alcohol or otherwise restrict access
(see Österberg, Chapter 12, this volume). In most Western countries there has been an
increase in the number and type of outlets at which alcohol can be sold, in the number and
range of alcohol products and in the days and hours of sale. In many countries without a
long tradition of public access to alcohol, availability has been introduced and expanded
with little in the way of regulatory control on the manner of its sale and promotion. Unrestricted sales of alcohol in street-corner kiosks in Estonia and the ubiquitous street vending
machines in Japan are but two examples of this trend (Jernigan, 1997).
Opponents of controls on availability of alcohol are quick to point out that the pattern of
deregulation established in the latter half of the twentieth century has, at least in some
instances, been accompanied by declining levels of per capita consumption in some developed countries. For example, Duffy & Plant (1986) report that the substantial relaxation of
Scotland’s liquor licensing laws in 1976 were not associated with increased alcohol consumption in comparison with neighbouring England (these laws permitted trading on
Sundays and later trading hours during the week). Deregulation of liquor licensing in Victoria, Australia, in the late 1980s resulted in a dramatic increase in the number of liquor
licenses issued but was associated with a decline in overall alcohol consumption (Storey et
al., 1998). So are reductions in alcohol availability a potent weapon for achieving reductions
in alcohol-related harm? We believe they are. However, we also believe that research
endeavours to elucidate the relationships between availability and use are highly complex,
demand a great deal of the alcohol researcher and are unlikely to provide simple answers to
the question, “Do reductions in availability reduce alcohol-related problems?” While the
answer to this question is usually “yes” it is also sometimes “no”, depending on the local
context. Consideration of local context is often missing from much of the research literature.
Thus, reported failures to obtain “signiﬁcant” effects of changes in availability on use or
problems often border on scientiﬁc anecdote; attempts to support a null ﬁnding in the
absence of adequate theory or experimental control. The studies cited above are cases in
point. There is no a priori reason to believe that Sunday sales should affect use unless one
argues that such sales uniquely contribute to alcohol access (e.g. by permitting sales that
would not otherwise take place on other days). Similarly, deregulation of licenses may or
may not affect access to alcohol, depending upon the geographic distribution of outlets, their
locations with respect to consumers and the current “saturation” of the markets themselves
(i.e. the degree to which demand is already met by current availability). Sunday sales, and
greater numbers of alcohol outlets, may sometimes be irrelevant to access (individuals being
so able to purchase alcohol at other times and places).
The evidence in relation to speciﬁc types of controls will be discussed here and it will
be noted that there are multiple inﬂuences on levels of alcohol consumption and harm at
the population level, so that simplistic conclusions from single examples can frequently be
misleading. We will indicate how both theory and research must be enriched to deal with
the contingent relationships of alcohol availability, use and problems.

AVAILABILITY THEORY
Historically, efforts to control alcohol’s availability so as to reduce alcohol-related harms
have been based on the view that “less is best”, i.e. the less that alcohol is available the
better for public health and safety. The idea that level of alcohol-related harm in a society
is closely associated with degree of alcohol availability is sometimes referred to as the
“Availability Theory”. The theory was ﬁrst articulated on the basis of a growing body of
epidemiological research in 1975 (Bruun et al., 1975). The major conclusion of this World
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Health Organization report was that population levels of alcohol-related harm are directly
related to the levels of per capita alcohol consumption and, hence, the control of alcohol
consumption through restrictions on alcohol availability becomes legitimate and a pressing public health concern. To paraphrase Single (1988), there are three separate but linked
propositions contained within Availability Theory:
1.
2.
3.

The greater the availability of alcohol in a society, the higher the average consumption
of its population.
The higher the average consumption of a population, then the greater number there
will be of excessive drinkers.
The greater the number of excessive drinkers in a population, the greater the extent of
adverse health and social problems stemming from alcohol use.

From a modern perspective, these propositions present a deterministic view that runs
counter to many of our experiences as alcohol researchers. In general, the research does
not seem to support the notions that greater availability invariably leads to greater levels
of drinking, and that changes in average drinking levels invariably lead to greater “excessive” drinking and problems, even if in practice they usually do. There remain signiﬁcant
empirical questions regarding these assertions. The relationships between availability and
drinking problems are complex and multifaceted. Greater availability may and may not be
related to greater use, and may be related to problems independent of use. Increases in
average drinking levels may and may not be related to greater “excessive” drinking. “Excessive” drinking itself may and may not be related to greater problems. What we suggest is
that, when viewed from the perspective of contemporary research, each proposition of the
theory needs qualiﬁcation and should be understood as a conditional, not absolute, description of the relationship between drinking and harm.
Contemporary research into the relationships of alcohol availability to use and problems has placed the three basic propositions of Availability Theory in a new context. The
basic questions asked with regard to these propositions are:
•
•
•

What are the mechanisms that relate decreases in availability to decreases in use?
Are the effects of changes in availability restricted to “excessive” consumers?
Are the greatest health consequences always incurred by “excessive” drinkers?

Contemporary answers to these questions are:
•
•
•

The “full price” of alcohol consists of both its real price and the convenience costs of
obtaining this good, and these “full prices” affect levels of use (Grossman, 1988).
Changes in availability affect both drinking patterns and routine drinking activities of
all consumers (Gruenewald, Millar & Treno, 1993).
Traditional deﬁnitions of “excessive drinkers” as persons who on average, over all days,
drink signiﬁcant amounts of alcohol (e.g. more than 60 g) in fact exclude the many
people who experience alcohol-related harm as a consequence of occasional “binges”—
the so-called “prevention paradox” (Kreitman, 1986; Gmel et al., 2001).

While some of the important implications of these observations will be discussed below,
it is essential to recognize that this work has altered the entire context in which these scientiﬁc issues are discussed. The deterministic sense displayed by the original propositions
of Availability Theory has been altered by contingent views of availability’s effects. Changes
in availability affect drinking only to the degree that they affect the “full price” of alcohol;
this need not always be the case for all consumers (Abbey et al., 1993). Changes in avail-
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ability may not affect use, but may still affect routine drinking activities related to problems; reducing availability at bars and restaurants reduces crashes independent of drinking levels (Gruenewald et al., 1996a, 1999). Changes in availability may not effect the overall
volume of alcohol deﬁned on external criteria as “excessive” but may inﬂuence the frequency of high risk or “excessive” drinking occasions. This leads us to the following expansion of the basic propositions of Availability Theory:
1.

2.

3.

4.

Greater availability of alcohol in a society will increase the average consumption of its
population when such changes reduce the “full price” of alcohol, i.e. the real price of
beverages at retail markets plus the convenience costs of obtaining them.
Greater availability of alcohol in a society will directly affect alcohol-related harm
when such changes affect the distribution of “routine drinking activities”; behaviours
drinkers engage in when consuming alcohol (e.g. drinking at bars vs. at home; drinking
socially vs. alone).
Greater average consumption in a population will be related to increases in drinking
among some segments of the population along one or more of the several basic dimensions of drinking; rates of abstention, frequencies of use, quantities consumed and
variances in drinking levels.
Greater adverse health and social problems stemming from alcohol use will appear
across the drinking population, focused in those subpopulations most exposed to risk.
These risks will be distributed differently across population subgroups, depending upon
differences in routine drinking activities (2, above) and drinking patterns (3, above).

In this chapter evidence will be outlined for the view that some restrictions on alcohol’s
availability do indeed usually reduce alcohol consumption and related harm. However, the
limitations of the original propositions of Availability Theory will also be discussed including the idea that extreme forms of restriction sometimes produce adverse outcomes. Future
directions will then be provided for developing an optimal regulatory system for alcohol’s
local availability, in which consumer demand for alcohol is balanced against public health
and safety concerns.

FORMS OF ALCOHOL AVAILABILITY
The means for controlling alcohol’s availability can be usefully divided into those that
reduce economic availability and those that reduce physical availability.
Economic availability is essentially the price of alcoholic drinks as a proportion of disposable income among potential consumers.The retail price of alcohol is directly inﬂuenced
by levels of taxation, formal and informal controls on drink prices, the costs of production,
levels of consumer demand and the cost of any related services supplied along with alcoholic beverages (e.g. live entertainment on licensed premises). As discussed in Chapter 12
(Österberg), the price of alcohol appears to have an inﬂuence on level and pattern of consumption and, beyond noting that this relationship is mediated by a complex array of other
factors, it will not be discussed further here.
Physical availability is essentially the availability of alcohol in one’s physical environment mediated by the likelihood that one will come into contact with these sources of drink.
Thus, the physical availability of alcohol is principally determined by local liquor licensing
laws and the nature of their enforcement, but may be strongly modiﬁed by other aspects
of human behavior. Licensing laws may govern permitted hours of sale, persons who may
be licensed, numbers and types of outlets, persons to whom alcohol may be sold, types and
strengths of alcohol beverages sold, permitted locations of alcohol outlets, the physical char-
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acteristics of premises, and the range of other services or products that may be provided.
In many instances, how these laws are enforced in practice falls short of both the intention
and the letter of the law. In particular, laws regarding service to underage and intoxicated
customers are frequently ignored (Lang et al., 1996; Rydon et al., 1996; Grube, 1997) and
local outlet densities grow disproportionately large as outlets concentrate along geographic
boundaries between wealthy and poor areas (Gruenewald et al., 1999) and are “grandfathered” into urban planning areas (LaScala, Gerber & Gruenewald, 2000). It is vital,
therefore, to understand regulatory systems and strategies as well as the legal context when
considering the extent of alcohol’s availability.
It is also vital to understand that the effects of physical availability are, unlike beverage
prices, local rather than global. Alcohol beverage prices are relatively homogenous with
respect to the physical geography of nations, states, provinces, counties, communities and
neighbourhoods (e.g. varying by a factor of 83 within markets and less than 1.1 between
neighbourhoods in a recent community-based study in the USA; Gruenewald et al., 1999).
Beverage availability, on the other hand, is typically quite homogenous on large scales (e.g.
at the state level in the USA) but heterogeneous at the smaller scales of communities and
neighbourhoods (in the same study, varying by a factor of 300). Hence, while it is a simple
matter of beverage choice that enables consumers to off-set price increases (by selecting
less expensive beverages; Gruenewald & Treno, 2000), it is a more complicated matter to
off-set the effects of reduced availability (by selecting alternative establishments, taking on
additional travel time, altering travel schedules, and so on). Of course, it becomes a very
difﬁcult matter to overcome sparse levels of availability when they are encountered (e.g.
in the more remote regions of Western Australia). For these reasons, the impacts of availability policy on the use of alcohol may be as heterogeneous as patterns of availability
themselves. The reduction of one outlet in an urban area has signiﬁcantly different meaning
and implications than the reduction of one outlet in a rural outpost. Similarly, the reduction of one outlet on one side of town has different meaning and implications than the
reduction of one outlet on another. The outlet in the rural outpost may be the only one for
300 miles. The bar closed at the end of the street may be frequented by most of the neighbourhood, the bar across town rarely used.
For these reasons, although the formulation of economic policies (e.g. beverage taxes,
mark-ups, etc.) tend to take place on a more global level (at the levels of states and nations),
the formulation of policies to inﬂuence physical availability of alcohol can and often does
occur at all levels of governance. Thus, it is rarely the case that the price of alcoholic drinks
may be inﬂuenced at the local level (in Australia this does occasionally occur, often through
informal agreements). On the other hand, outlet licensing laws and regulations typically
allow input from local communities who wish to restrict the hours and days of sale of
alcohol. In the USA, planning and zoning regulations may be used to restrict the distribution of alcohol outlets in community areas and, at the urban level, are the primary determinants of local distributions of availability. At the other extreme, international agreements
may restrict labelling and taxation of alcoholic products or ban sales of alcohol altogether.
For all these reasons, it is important to be clear about the geographic parameters of a
particular alcohol control measure.

AVAILABILITY, DRINKING AND HARM: A SUMMARY
AND DISCUSSION OF THE RESEARCH EVIDENCE
Three key areas of research into the physical availability of alcohol will be discussed in
turn; the legal drinking age, outlet densities and hours and days of sale. Research in these
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areas is most well developed and deserving of thorough review. Other major methods for
inﬂuencing economic availability (e.g. price controls; Österberg, Chapter 12, this volume)
and otherwise intervening in the drinking process itself (e.g. responsible beverage service
practices; Homel et al., Chapter 14, this volume) have been discussed in other chapters and
will not be taken up again here.
Before discussing these three key areas of research, however, it is important at the outset
to consider the general arguments that have been used historically to link population levels
of drinking (i.e. per capita measures of consumption) to high-risk drinking and alcoholrelated harm. Along with Availability Theory, these general arguments serve as a backdrop
to all contemporary discussions of alcohol availability, use and harm.

General Considerations: Availability Theory vs. the Single
Distribution Theory
After some decades of work, there is now a large and impressive literature which establishes that, with very few exceptions, per capita alcohol consumption and alcohol-related
harm are associated at the national, regional and, sometimes, local levels. The major review
Alcohol Policy and the Public Good (Edwards et al., 1994) was a collaborative exercise in
which the scientiﬁc literature available at that time was carefully examined. A major conclusion was that average level of consumption is associated with levels of harmful social
and health consequences. At the population level it was observed that per capita alcohol
consumption was related to levels of cirrhosis mortality, suicide and alcohol-related trafﬁc
crashes. Since that review, other studies have found these relationships to vary according
to the speciﬁc types of beverage and alcohol-related harm considered. For example, it
appears that beer sales are more closely related to drinking and driving, while spirits sales
are more closely related to suicide and cirrhosis mortality rates (Kerr, 2000; Gruenewald
& Ponicki, 1995a, b; Gruenewald, Ponicki & Mitchell, 1995). These ﬁndings, however, do
not detract from the central point that alcohol sales, in total or beverage speciﬁc, remain
correlated with speciﬁc problems. As such, relationships between beverage speciﬁc sales
and problems are also contingent upon and qualiﬁed by drinking behaviours of consumers
that link consumption of some beverages in some contexts to speciﬁc problems. Thus,
Gruenewald et al. (1999) show that even greater levels of speciﬁcity apply within local
community areas where, as in Perth, Western Australia, sales of high-alcohol beers are
uniquely associated with drinking and driving (among all beer sold).
These scientiﬁc ﬁndings, relatively uncontroversial in and of themselves, and based on
the rather reasonable tenets of Availability Theory, are nevertheless politically contentious
because of their serious implications for the alcohol beverage industry. If these ﬁndings
were used to inform government policy (e.g. through higher taxes, fewer retail outlets,
restricted hours and days of sale), proﬁts of the beverage industry would no doubt suffer.
Thus, critics of these observations, and Availability Theory in general, frequently cite scientiﬁc criticisms that have been successfully levelled at a related theory, sometimes referred
to as the Single Distribution Theory or, alternatively, the Ledermann Model (1956) after
the French epidemiologist who originated it. The latter asserts there is a simple mathematical relationship between the level of per capita consumption and the number of excessive drinkers in any given population, increases in the former directly leading to increases
in the latter (and, not surprisingly, increases in related problems). Subsequent analyses have
demonstrated that there is no such consistent and precise relationship (e.g. Skög, 1985), and
these demonstrations are sometimes cited as a failure of Availability Theory. However, it
should be noted that. Availability Theory, as usually represented, suggests that an overall
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relationship does exist between alcohol sales and problem levels, but does not suggest that
this relationship is a simple one. Rather, as noted above, it is argued here that a set of contingent mechanisms exist relating overall measures of consumption to patterns of use and
problems, relating to a variety of social, economic, political and psychological conditions
that bear upon the use of alcohol.
In conjunction with this point, more recent research points to the quite reasonable possibility that changes in availability do not have to affect alcohol sales per se in order to
affect a change in both patterns and rates of alcohol problems. The archetypal example
here is a law that effectively closes all on-premise alcohol outlets, but otherwise preserves
the availability of alcohol. Would rates of alcohol-related trafﬁc crashes then change? All
evidence appears to point to the afﬁrmative; reducing on-premise outlet densities will lead
to reductions in alcohol-related crashes (Scribner et al., 1994; Gruenewald et al., 1996). On
the other hand, would such a change alter beverage use? The evidence on this point is
ambiguous. At the largest scales (e.g. states in the USA), reductions in availability affect
use (Gruenewald, Ponicki & Holder, 1993). At smaller scales (e.g. neighbourhoods within
communities in the USA), there is little evidence that availability affects use (Gruenewald
et al., 2000), but considerable changes in the distribution of availability effect substantial
changes in the distribution of alcohol-related crashes (Gruenewald et al., 1996). Thus,
moving well beyond the Lederman model and its detractors, contemporary approaches to
Availability Theory suggest a much more diversiﬁed and precise picture of the contingent
relationships among these aspects of access to and use of alcohol.
Clearly, a more sophisticated view of alcohol availability, patterns of use and harm is
required. These patterns of use should include not only traditional measures of drinking,
but also more contemporary measures of routine drinking behaviours. One need not change
drinking levels per se to alter the characteristics and rates of drinking problems. The contingent nature of drinking and problems assures that this is the case. One need only successfully argue that changes in availability affect aspects of drinking behavior that bear
upon harm. Availability Theory, developed along these lines, will enable researchers to
explore these aspects of human drinking behaviors and develop rational policy based on a
deeper understanding of the contingent causes of drinking problems.

The Legal Drinking Age
Policies to restrict the minimum drinking age at which licensed sales to underage youth are
permitted are intended to restrict youth access to alcohol and prevent the early onset and
rapid development of drinking problems among youth and young adults. To date the
research focus has been upon the determination of the extent to which raising the minimum
drinking age results in reduction in use and problems among young adults. It is of some
interest in this regard to also determine the effects of lower minimum drinking ages on
later alcohol problems and the development of alcohol dependence. This is a rather limited
area of current study and one that deserves considerable further investigation. A related
issue of some importance concerns the effectiveness of laws concerning the age at which
it is legal to allow a child to drink alcohol in private settings (e.g. it is an offence in the UK
to give alcohol to a child less than 5 years of age). There is some cross-sectional evidence
indicating that early onset of alcohol use is related to alcohol dependence (Grant, 1996).
Some longitudinal evidence (Reifman et al., 1998) also indicates that the age at which a
child ﬁrst consumes alcohol predicts whether he/she will drink above low risk levels later
in life. However, the extent to which laws governing such private behaviour can ever be
enforced other than in the most extreme cases is probably small and this issue has not been
a major focus of research or policy.
By contrast, there is now a strong and consistent body of knowledge in relation to the
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impact of drinking age laws for public drinking and making legal purchases of alcohol.
This was inﬂuential in assisting community advocacy groups such as Mothers Against
Drink Driving (MADD) to push successfully for the drinking age to be raised to 20 or 21 in
many US States in the 1980s, following experiences with earlier periods of relaxation (Wagenaar, 1993). These drinking age laws stand as the highest in the world, being shared with
Malaysia, South Korea and Ukraine (International Center on Alcohol Policy, 1998). Most
countries for which information is available have 18 as the legal drinking age and a handful
of European countries have adopted 16 (Austria, Belgium, France, Italy and Spain).
There is persuasive evidence that changes to the minimum legal drinking age directly
result in corresponding changes in levels of a variety of problems relating to alcohol intoxication, including road trafﬁc fatalities, juvenile crime, serious assault and drunkenness convictions for the affected age groups (Wagenaar, 1993). The US General Accounting Ofﬁce
(1987) conducted a systematic review of this topic and, on the basis of 14 studies judged to
be methodologically sound, estimated reductions in fatal road crashes among young drivers
to be 5–28%. In one study of changes in drinking age laws across four Australian states,
reductions were signiﬁcantly associated with increases in assaults. Following the drop in
drinking age from 21 to 18 in Western Australia in 1970, rates of serious assault increased
by 231% for juveniles in comparison with Queensland (Smith, 1988).
Changes to drinking age laws are often controversial, with strongly divided opinions in
the community. In 1999 the government of New Zealand introduced a Bill to lower the
legal drinking age from 19 to 18, despite public opinion polls indicating a majority of
opinion was against this change. Analyses of public opinion from various countries indicate
divided views on this issue (Lang et al., 1995). An alternative strategy that enjoys strong
public support is to enforce existing underage drinking laws more effectively. A number of
studies have employed young people who either are underage or appear underage to
attempt to purchase alcohol on licensed premises. In both the USA (Grube, 1997) and
Australia (Lang et al., 1996), these studies indicate that the ﬁrst attempt to purchase alcohol
is successful on about 50% of occasions, suggesting that after four tries the chance of at
least one success rises above 90%. The Community Trials Project in California included a
successful component to reduce underage drinking. The evaluation of this component
found that law enforcement, rather than server training, was the most effective ingredient.
Police-operated underage stings were most effective in reducing underage access to alcohol
(Grube, 1997).
An additional strategy to reduce alcohol-related harm for young drivers is to have a 2
or 3 year probationary license period for new drivers, during which not only are there
stricter speeding restrictions but a zero permitted blood alcohol level. As reviewed in
Chapter 15 (McKnight & Voas), there is some evidence in support of the effectiveness of
the enforcement of drinking and driving laws when this is based upon principles of deterrence speciﬁc to drinking and driving in a particular locality.
In summary, worldwide drinking age laws vary between 16 and 21 years. Public opinion
regarding these laws is usually divided, so they are difﬁcult and controversial to change.
Raising and lowering the age limits are clearly associated with, respectively, increases
and decreases in levels of serious alcohol-related harm for young people. Similar effects
can be achieved through enforcement and regulation strategies, although it should be
noted that this requires concerted local effort and commitment, which may not always be
forthcoming.

Outlet Density
Although associations between densities of licensed premises, alcohol consumption and
harm are widely reported, it is a complex statistical task to establish causal relationships
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between changes in the density of licensed premises and these outcomes. The multifaceted
determinants of drinking and problems in local settings are such that observed statistical
associations (or failures to obtain such associations) may be due to a host of unmeasured
characteristics relating human activities to drinking places and problems. Notwithstanding
this, controls on numbers of licensed premises are a common feature of many licensing
systems.
Evidence for an association between outlet density, drinking and harm comes from two
major sources: (i) cross-sectional studies that compare cities, counties or other geographic
areas at one point in time; (ii) longitudinal studies which examine the relationships between
trends in outlet density, consumption and harm. A few studies have managed, in effect, to
combine the power of both approaches and conduct cross-sectional time series analyses of
trends across both time and place.

Cross-sectional Studies
Many cross-sectional studies have found associations between density of licensed outlets,
levels of alcohol consumption and harm. Several North American studies have examined
data from deﬁned geographical areas and shown that outlet density is related to levels of
some alcohol problems. For example, Watts & Rabow (1983) examined alcohol availability, alcohol sales and problems across the 213 cities of California. They found that cities
with high problem rates were those with the greatest availability of alcohol, as measured
by outlet density per head of population. In particular, there was a strong association
between the density of taverns or “beer parlours” with rates of public drunkenness arrests,
on the one hand, and between liquor stores and liver cirrhosis rates, on the other.
A few state-level studies of increasing rigour were conducted in the 1990s, including
Nelson’s (1990) detailed study of cross-sectional relationships between beverage prices,
outlet densities and alcohol use and Gruenewald, Madden & Janes’s (1992) study of beverage speciﬁc availability, beverage prices and use. The ﬁndings were relatively consistent;
greater beverage prices and lower outlet densities were related to lower sales of alcohol.
It is noteworthy that Gruenewald et al. (1992) were able to show that both beer prices
and densities of beer outlets signiﬁcantly affected beer sales. However, these studies need
to be interpreted with caution, since they failed to account for spatial autocorrelation
among geographic units, a factor that can strongly bias statistical estimates from crosssectional models. The tendency of data from one unit to resemble (or contrast) data from
adjacent areas violates the assumption of unit independence underlying classical statistical
models used to analyse these data. Failure to adjust for signiﬁcant autocorrelation can result
in false conclusions. The degree of spatial autocorrelation appears to increase on smaller
spatial scales (e.g. community-level vs. state-level analyses; Chou, 1991). For example,
Stevenson et al. (1999) did not ﬁnd signiﬁcant autocorrelations in a study of alcohol
consumption and assaults at the postcode level for New South Wales, Australia, while
Gruenewald et al. (1996) have found signiﬁcant autocorrelation at the neighbourhood level
of analysis within communities in California.
Scribner, MacKinnon & Dwyer (1994) and Jewell & Brown (1995) demonstrated
signiﬁcant cross-sectional relationships between outlet densities and alcohol-related motor
vehicle accidents. Parker & Rebhun (1995), Scribner, MacKinnon & Dwyer (1995), and
Speer et al. (1998) demonstrate signiﬁcant cross-sectional relationships between outlet densities, homicide and assaults. All these studies are noteworthy for their control of variation
in sociodemographic characteristics across geographic areas. Thus, in a pairing of studies
unique to this area, Gorman et al. (1998) reported that the geographic distribution of
assaults is unrelated to the distribution of outlets (at the city level within states). By con-
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trast, Speer et al. (1998) found that the geographic distribution of assaults was related to
the distribution of outlets, although at the neighborhood level within cities. The geographic
scale of analysis would appear to be central to the different results in these two studies. It
is to be noted, however, that these studies did not control for the effects of spatial autocorrelation and should also be treated with caution.
An important direction in recent years has been towards small area analysis of patterns of consumption and harm in local neighbourhoods. This kind of work is of great
potential value to local policy makers in relation to critical local licensing decisions, e.g.
the issuing of new licenses, extensions of trading hours and zoning. Several recent studies
have employed sophisticated spatial techniques, not only to control for spatial autocorrelation but also to examine whether problems that occur in neighbourhoods are a
function of adjoining areas with high densities of liquor outlets (so-called “spatial lag
effects”). Gruenewald et al. (1996) studied the geographic patterning of alcohol-related
crashes across four communities in California. It was found that alcohol-related crashes
most often took place in neighbourhoods containing the largest densities of restaurants
(not bars). In addition, the analysis of spatial lag effects revealed that rates of alcoholrelated crashes in target neighborhoods were directly related to outlet densities in adjacent
neighbourhoods.
Three other studies have used similar geostatistical techniques to examine the relationships between outlet densities and violence. It appears that rates of youth violence in minority neighbourhoods are related to greater off-premise outlet densities (Alaniz, Cartmill &
Parker, 1998), rates of alcohol-related pedestrian injuries are greater in neighbourhoods
near on-premise outlets (LaScala, Gerber & Gruenewald, 2000), and rates of violent
assaults are greater in high-density outlet areas selling greater proportions of speciﬁc beverage types (i.e. high-alcohol beer and spirits; Stevenson, Lind & Weatherburn, 1999). A
more recent fourth study (Gorman et al., 2001) has replicated the observation that outlet
densities are related to violence in neighbourhood areas, but added to this is the observation that rates of violence are also related to the sociodemographic characteristics of
adjacent neighborhoods. Thus, not only is the level of impoverishment of target
neighbourhoods relevant to rates of violence, but the impoverishment of other adjacent
nearby neighbourhoods is also important. Finally, using a related technique (generalized
potentials), a ﬁfth study by Wieczorek & Coyle (1998) has begun to identify the types of
community neighbourhoods in the USA that are more likely to produce drunken
drivers (i.e. areas with larger populations of youthful, lower educated, White males with
unskilled jobs).
Going beyond the dichotomous characterization of outlets as on- or off-premises, speciﬁc types of on-premises drinking environments are another important contextual factor.
Stockwell et al. (1992a) examined a unique set of data regarding alcohol-related harm
(assaults, road crashes and drink–driving offences) and consumption (alcohol sales
recorded for taxation purposes) at the level of individual licensed premises. Comparing on
the basis of units of alcohol sold per premises, it was found that among on-premises establishments, nightclubs, taverns and “hotels” (large venues devoted almost entirely to drinking in Australia) were at high risk for having customers involved in drinking and driving
offences, crashes and assaults. That is, drink-for-drink, these outlets were more likely to sell
to consumers who became involved in problem outcomes. A further study demonstrated
that the highest risk premises were those whose patrons were more likely to have high
blood alcohol levels on exiting (Stockwell et al., 1992b). Gruenewald et al. (1999) also conducted analyses on these data and detected signiﬁcant relationships between the types of
beverages sold at individual premises and patterns of drink–driving offences—increases
over time in sales of lower strength beers from these premises were associated with reductions in drinking and driving offences.
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The above studies begin to form the basis for providing empirical evidence upon which
to base licensing decisions, both in terms of general principles and also of speciﬁc situations on a particular locality. For example, in Australia, a more relaxed approach might be
taken by licensing authorities to the issuing of licenses for “low-risk” premises and tighter
controls on hotels and nightclubs. Communities might act to site new premises in “low-risk”
rather than “high-risk” locations. It is interesting to note that in the example of deregulation of licensing in Victoria, Australia, discussed above, the great increase in licensed venues
was in a low-risk category—small restaurants and wine bars (Storey et al., 1998).
The future of policy applications from this approach, of course, awaits much further
research. Much needs to be learned regarding the types of speciﬁc local factors that may
either protect against or facilitate the occurrence of harm. For example, in a recent study
by Gruenewald & Treno (2000), it is demonstrated that the effects of outlet densities on
alcohol-related crash rates are strongly contingent upon local trafﬁc ﬂow and the available
pool of drinking drivers. Effects of outlets are strongest in areas of communities where
there is considerable trafﬁc ﬂow and which are near to larger populations of drinking
drivers (spatial lags). Thus, the contextual dependence of these effects on local conditions
again supports the view presented here of the contingent nature of availability. It also provides the ﬁrst indications of an effective direction for local outlet policy. One could imagine
a future in which local communities assess speciﬁc neighbourhood characteristics before
licensing alcohol outlets, placing new outlets in low-risk areas.

Longitudinal Studies
One problem with cross-sectional studies is that the demonstrated associations cannot tell
us whether increases in outlet density stimulate demand for alcohol or whether they are
merely responsive to a higher level of demand from consumers. Other problems include a
failure to take into account the density of outlets in geographical as well as population
terms, biases due to alcohol consumption by non-resident visitors to community neighbourhoods, difﬁculties in obtaining sufﬁcient observations for statistically powerful analyses of geographic data, and the problem of ignoring correlated changes in the real price
of alcohol. Some longitudinal studies have been conducted that overcome some of these
methodological difﬁculties.
Within the USA Gruenewald, Ponicki & Holder (1993) collectively analysed a 10 year
panel of data available from 38 states, employing cross-sectional time series analyses. The
results of the study demonstrated a signiﬁcant effect of outlet densities upon alcohol sales.
Elasticities related to outlet densities (on a per-person basis) were 0.411 for spirits and 0.378
for wine. Importantly, the study also showed that the geographic spread between outlets
and people was similarly and independently signiﬁcant, with greater distances being related
to reductions in alcohol use. The time series approach was consistent with the notion that
increases in outlet density frequently preceded increases in per capita alcohol consumption. The converse of consumption stimulating increases in densities was not conﬁrmed. In
other words the number of licensed premises per unit population appears to drive consumption more than the converse. A major limitation still of this study was the lack of sales
data for beer—only sales of spirits and wine were available for analysis. It should be noted,
however, that a number of earlier, less sophisticated, studies that examined outlet density
and beer sales also found positive relationships (see Gruenewald, Madden & Janes, 1992).
Gruenewald et al. (2000) replicated this study at the neighbourhood level in analyses of
six communities over 5 years and found quite different results. At this geographic level,
neither outlet densities nor beverage prices were related to rates of self-reported abstention, or frequencies and quantities consumed. As these authors suggest, the scale of the
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spatial processes underlying access to alcohol (e.g. how far one typically drives when shopping) interacts with the effects of changing outlet densities (i.e. for a change in local outlet
density to “matter”, it must either increase or decrease the convenience of obtaining alcohol
for a signiﬁcant number of people). It appears that very local planning and zoning activities can have substantive effects on problems proximally related to outlets (e.g. crashes
and violence). More global interventions are required to attack problems (e.g. heavy drinking) less closely related to the local distribution of outlets.

Outlet Density: Summary
These studies strongly suggest that limits on outlet density may be an effective means of
controlling alcohol problems and need to be taken more seriously as an effective policy
tool for the reduction of alcohol-related harm. Clearly, further research into the effectiveness of these policies needs to be conducted. In future, research on this topic will need to
be better informed by theoretical models of the manner in which availability, consumption
and harm interact across different harm domains. It would seem that each problem studied
at the community and neighbourhood level will require its own theoretical analysis. For
example, models of alcohol-related crashes, in which the relationships between sources of
drinkers, sources of drink and driving patterns are the focus of attention (Gruenewald
et al., 1996), cannot be directly extended to studies of alcohol-related violence. There
the dynamics of aggressive interactions within alcohol environments matter a great deal
(Parker & Auerhahn, 1998) and the relationships between locations of violent acts,
residences of victims and offenders, and alcohol outlets are critical. Further development,
empirical testing and reﬁnement of these different models hold the promise of providing
a rational basis for decisions about outlet densities at the local area level.

HOURS AND DAYS OF SALE
It is important to make a distinction between the related issues of the hours of trading and
the number of days of trading. It will be argued here that the evidence for an effect of the
number of drinking days is stronger than an effect of trading hours, although recent evidence suggests even the latter represents an important issue to be considered in the local
regulation of licensed premises.
A number of Scandinavian studies have focused on natural experiments involving the
introduction of the closure of liquor stores for a whole day, usually Saturday or Sunday. In
Sweden, Olsson & Wikström (1982) found reductions in levels of drunkenness, domestic
and public violence following the Saturday closure of stores, although not, interestingly, any
reduction in the total consumption of alcohol. Similar experiments in Norway (Nordlund,
1985) and Finland (Österberg and Säilä, 1991) also yielded evidence of signiﬁcant reductions in problems associated with alcohol intoxication, with either small or non-existent
effects on overall consumption. More recently, the effects of closures of liquor stores and
bars on social security pay-days in Aboriginal communities and other restrictions have been
studied in Australia (Gray, 2000). In most instances there have been parallel reductions
observed in alcohol consumption and alcohol-related harm, although in one case, as in the
Scandinavian examples, only harm indicators were affected and not consumption per se. It
should also be noted that other restrictions were also introduced in these communities, such
as the rationing of cask wine sales. Collectively, these studies point to the need for a better
understanding of the unique local contexts in which such experiments in alcohol availability occur. It is interesting that overall consumption throughout the whole week is not always
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reduced by closures on a single day, while problem incidents are. As noted in the introduction, this represents an important variation on traditional Availability Theory and
prompts the additional investigation of the key contextual variables that contribute to the
reductions in problems.
In relation to variations in trading hours, a signiﬁcant contribution has been made to
this literature by the Australian researcher Ian Smith in the late 1980s. He published a series
of studies which documented changes in alcohol-related harm in different states before and
after a relaxation in pub trading or liquor store trading hours. His analyses clearly show
that small alterations in trading hours shift the pattern of road trafﬁc accidents, so that a
peak occurs shortly after the new closing time. In some instances they show a signiﬁcant
increase in accidents in comparison with a control state on the day when extended trading
hours occur (Smith, 1988). What they do not show, however, is an overall increase in total
numbers of accidents across all times. This means that it is impossible to rule out the explanation that peoples’ drinking and driving habits have simply shifted or been redistributed
across the whole week. Much research in this area, as with that concerned with outlet densities, has failed to take into account a number of variables. The absence of a dramatic
increase in alcohol problems in Scotland following a substantial deregulation of trading
hours in 1976 was highly inﬂuential in persuading the Clayson Committee (1984) to recommend similar deregulation in England and Wales. During the period after the deregulation, Scotland experienced a particularly severe recession that was greater in severity than
that of its neighbours. An independent study conducted in Edinburgh in 1978 (Kendell et
al., 1983), found that there was a substantial drop in alcohol consumption in accord with a
rise in the real price of alcohol. As noted earlier in this chapter, these are additional cases
of scientiﬁc anecdote driving policy decisions. None of the original studies was sufﬁciently
well performed to justify the conﬁrmation of “null effects” used to defend the policy change.
None of the original studies considered alternative impacts of the change under consideration (e.g. drinking levels), or examined mechanisms suspected to mediate the outcomes
of the studies, or took into account the geographic bases and likely geostatistical problems
(e.g. process scale and map resolution) that could affect observed outcomes.
A detailed study of the impact of extended trading hours in the city of Fremantle,
Western Australia, during the 1987 Americas Cup failed to demonstrate any signiﬁcant
changes in rates of alcohol problems or consumption levels for local residents, although it
did suffer from some inherent weaknesses in design (McLaughlin & Harrison-Stewart,
1992). Due to the enormous inﬂux of visitors to the area it was not, of course, possible to
examine overall rates of drink–driving and assault offences in any meaningful way. In fact,
it appeared that the local residents made very little use of the extended hours. The only
exception here was that those residents who reported the heaviest typical levels of consumption were more likely to take advantage of the opportunity to drink in hotels after
midnight. This ﬁnding parallels that of another of Ian Smith’s studies, in which it was determined that persons who frequented hotels and taverns in Perth with early morning opening
tended to have higher rates of problem drinking (Smith, 1986).
More recent Australian studies have examined in ﬁner detail the impacts of experimental
extensions of trading hours of nightclubs in Darwin (D’Abbs, 1993) and of “hotels” (i.e.
bars or pubs) in Perth, Western Australia (Chikritzhs et al., 1997; Chikritzhs and Stockwell,
2002). The former study found signiﬁcant evidence of an increase in late night and early
morning violence and public drunkenness, which resulted in the permitted hours being
reduced once more. In the Perth study, speciﬁc data were obtained on drink–driving
offences, assaults and alcohol sales associated with speciﬁc premises before and during the
granting of permits for individual premises to trade until 1 p.m. instead of midnight. In comparison with premises that did not apply for these permits, those granted extended trading
evidence substantial increases in alcohol sales, assaults on or near their premises and
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alcohol-related road crashes involving customers who had last drunk there. While the partially controlled design of this study limits the extent to which economic confounding will
have affected the results, the ﬁndings still leave open the possibility that the later trading
hours for some premises simply shifted across time and place and the overall impact was
not great. However, it should also be considered that, at the local community and planning
levels, it is highly signiﬁcant information that trading hours have these impacts. It is likely
that local communities will wish to shift serious alcohol-related problems elsewhere.
Furthermore, in many locations emergency services and public transport are thinner on the
ground and more expensive in the early hours of the morning; another consideration for
local planners.
In summary, the international experience with trading hours and days appears to demonstrate that modiﬁcations in these have some impacts on the patterning of problems of
alcohol intoxication, across both time and place. In both instances, this fact should be considered in the local regulation of alcohol availability and the planning of public transport
and emergency services. In the case of large changes in temporal availability of alcohol (i.e.
whole days), there is evidence of parallel changes in problem occurrences, although not
always in overall weekly alcohol consumption. In relation to small variations in late night
trading hours, there is suggestive but not conclusive evidence that later trading hours may
increase problem rates and consumption. Local contextual factors are likely to be critical
in this respect and warrant further attention from researchers.

REGULATORY APPROACHES TO THE MINIMIZATION OF
ALCOHOL-RELATED HARM
A common compromise response to the Temperance Movement in many parts of the world
in the early twentieth century was for governments to assume ownership of alcohol supply
and retail outlets. In both North America and Scandinavia, many state and national governments established government alcohol monopolies, with the intention of curbing the
worst excesses of commercial alcohol sales and related harms. Over the past 50 or so years,
a number of these monopolies have been converted to enable private licensed sales of
alcohol. In response, a substantial evaluation literature has sprung up regarding the impact
of privatization on per capita consumption and harm. A recent review of this literature
(Her et al., 1999) noted that there was substantial blurring between the nature of the operation of private and government-owned alcohol retail systems. Some private systems were
heavily regulated and some government monopolies were highly commercially orientated
in their operation (see also Janes & Gruenewald, 1991). In addition, in nearly all instances
privatization promoted a long-term increase in per capita consumption. It was recommended that further studies also examine more systematically the impacts of such major
changes in regulatory style on indices of alcohol-related harm.
In the discussions of the importance of the major means of inﬂuencing the physical availability of alcohol, among the themes that have emerged is the importance of local contextual factors in determining the net outcome of a particular change in alcohol’s availability.
It follows that if general principles from the international literature cannot always be
applied to every speciﬁc context, systems should be established at the local level for monitoring the occurrence of alcohol-related harm across key domains, such as violent crime,
drink–driving, injury, death and illness. The application of Geographic Information System
technology to this area (Midford et al., 1998; Wieczorek and Hansen, 1997) and the
utilization of local level indicators (Stockwell et al., 1998) could facilitate a rational and
empirically-based approach to minimizing harm at the local level. An encouraging trend in
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this area has been for liquor licensing laws in some English-speaking countries, such as
Canada, New Zealand and Australia, to adopt the minimization of alcohol-related harm as
the principle objective. The existence of strategies that can be targeted successfully at highrisk drinking environments to make them safer places (see Homel et al., Chapter 14) suggests the need for strong local information bases on serious harm which can target these
strategies and assist in their evaluation. Health, police and liquor-licensing authorities could
be assisted to apply this information in the regulation of the conduct of liquor licensees
(see Rydon & Stockwell, 1997). In fact, when this strategy is pursued at the local level, it
has been shown to be successful in forming policy in community areas (Reynolds, Holder
& Gruenewald, 1997; Gruenewald, Roeper & Millar, 1996b). Examples of local harm indicators that appear to be most relevant here are rates of assaults, road crashes and hospital
injury presentations between the hours of 9 p.m. and 4 a.m. (Brinkman et al., 2000).
There has been increasing interest in the 1990s in the development and application of
community-based indicators for monitoring alcohol-related harm and the effectiveness of
responses at the local level (see Gruenewald et al., 1997; Holder, 1998). An important
reason for the need to develop local monitoring systems is that with the increasing emphasis in some countries on harm minimization as a primary objective of liquor licensing
laws, local licensing issues are increasingly contested and defended against this principle.
As an example, in one Australian jurisdiction (Gull Petroleum vs. Health Department of
Western Australia, 1999) it has been ruled that applications of general principles from the
research literature in relation to alcohol’s commercial availability do not constitute expert
testimony, and that local factors and research are the sole determining legitimate sources
of evidence.

CONCLUSIONS
Some important lessons can be learned from a review of the literature on the macro relationships between alcohol availability, alcohol consumption and alcohol-related harm.
While the relationships under study still require further study, in most instances it has been
found that changes in the physical availability of alcohol affect local, regional and state
levels of alcohol-related use and problems. There are many challenges to be addressed by
researchers and policy makers in the future, principally to examine the speciﬁc impacts of
different types of change to alcohol’s availability on different patterns and levels of drinking with attendant problems. It will be important to examine the moderating effects of different drinking settings, the routine activities of the actors in these settings and to develop
the technology for monitoring local, state and national harm indicators.
The major scientiﬁc challenges will be: (a) to determine what are the primary processes
in communities that inﬂuence the production of alcohol-related harm; and (b) to develop
models that can be used to estimate the amount of alcohol-related harm associated with
different types and distributions of alcohol outlets. Although simple direct relationships
between alcohol availability and harm are unlikely to be uncovered in community settings,
in-depth scientiﬁc investigations into the community systems underlying alcohol-related
problems will reveal the contingent relationships that result in alcohol-related harm.
An important challenge for the development of evidence-based alcohol policy will be
to determine a means to establish optimum geographic distributions of different types of
alcohol outlets for a range of different community contexts. In this regard it should be noted
that the local effects of distributions of alcohol outlets on one problem (e.g. trafﬁc crashes)
may be quite different from the local effects on another (e.g. violence). Thus, overconcentrations of outlets in downtown retail areas may contribute relatively little to alcoholrelated crashes (Gruenewald & Treno, 2000) but very much to increased rates of violence
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(Gorman et al., 2001). The dispersion of these same outlets into areas of greater trafﬁc ﬂow
may aggravate alcohol-related crash rates while mitigating violent events. Although it is
much too early for the scientiﬁc research evidence to speak comprehensively to these issues,
that they can be broached in current scientiﬁc discourse represents a major step forward in
the ﬁeld. Next steps will require much more detailed understanding of the genesis and distribution of alcohol-related problems across community areas.
A fundamental challenge for policy in the area of regulating alcohol availability will be
to determine effective mechanisms whereby local distributions of outlets can be regulated
to minimize alcohol-related harm while within the context of “fair” competitive practices
(balancing retail access against secondary costs of distribution and use). Even with the best
scientiﬁc evidence in hand, policy makers must balance the needs for sensible community
growth (e.g. in retail and residential sectors) against the secondary costs related to availability in the context of local community values. These values may tend toward the reduction of alcohol-related problems along one or another dimensions important to community
residents. Thus, one community could balance the costs of drunken driving events against
the beneﬁts of the substantial tax base created through greater retail growth; another could
balance local rates of pedestrian injury relative to efﬁcient trafﬁc ﬂow through dense retail
areas; still another may consider violence related to outlet over-concentration to be so problematic as to require the implementation of severe distance requirements (spreading out
outlets relative to one another). Regardless of the concern of community residents,
students of this area should be prepared to build the scientiﬁc foundations upon which such
decisions can be made.
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Synopsis
The focus of the chapter is violence and crime in the licensed drinking environment. The
central argument is that creating safer licensed environments is primarily a regulatory
problem, not just an “alcohol problem”, and that formal enforcement is a necessary but
not sufﬁcient tool for creating a culture of compliance. A system of regulation that is responsive to industry conditions will rely on the interaction of formal regulation, which is the
political domain; informal regulation; mobilizing civil society; and self-regulation, taming
the market.
To be effective, regulatory systems must reduce situationally speciﬁc risk factors in the
licensed environment that are related primarily to management practices and to “hidden
deals” between licensees and regulators. Effective regulation will ensure that the physical environment is attractive and sends a message to patrons about appropriate behaviour; that it
does not irritate or frustrate people by being crowded, excessively noisy, hot or smoky; that
provocation related to forms of entertainment is minimized; and that non-salty food is freely
available.The social environment will not be permissive, having clear limits concerning sexual
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and other behaviours; drinking to intoxication, especially by large numbers simultaneously,
will be discouraged; trained, peace-loving security and bar staff will be employed; and people
identiﬁed as regularly aggressive will be kept out.
There is limited evidence that formal enforcement through visible, random checks on
licensees can be effective, as can undercover policing combined with warnings to managers.
There is consistent evidence that mobilizing local community groups and agencies through
organized community action can bring about major reductions in aggression and violence
in and around venues, although the effects have not been demonstrated to be permanent in
any locality. Critical ingredients of community action include: strong directive leadership
during the establishment period; the mobilization of community groups concerned about violence and disorder; the implementation of a multi-agency approach involving licensees, local
government, police, health and other groups; the use of safety audits to engage the local community and identify risks; a focus on the way licensed venues are managed (particularly those
that cater to large numbers of young people); the “re-education” of patrons concerning their
role as consumers of “quality hospitality”, and attention to situational factors, including
serving practices, that promote intoxication and violent confrontations.
Approaches available to regulators include licensing provisions; policy development;
cooperation with the industry to develop standards; developing formal and informal codes
of practice; education, publicity and information campaigns (especially at the local
level); incentives for responsible operators; and working with the community. These
approaches can usefully be arranged in an enforcement pyramid, the broad base representing frequently used approaches based on suasion, cooperation and negotiation, the sharp end
representing the ultimate but infrequently used sanctions, such as the closure of an establishment. In addition, to ensure transparency and accountability in this most difﬁcult of regulatory arenas, a system of responsive regulation will accord a central place to community
empowerment and to the role of public interest groups.

Fights are known to occur in or around pubs and taverns, and sometimes people get hurt.
Usually young men are involved, and usually they’re drunk—or so people assume. Fights
like this are a problem, of course, especially if one’s son or daughter is involved, but unless
the injuries are really serious, it seems no one worries too much—least of all the police,
who dislike the messy business of trying to get statements from people who can’t stand up
straight and are frequently uncooperative, incoherent or violently ill (Homel & Tomsen,
1991).
However, the enforcement problem can take on a new dimension if lots of ﬁghts
and incidents of disorderly conduct occur in a local “hot spot” on a regular basis. Downtown
entertainment areas in many towns and cities often take on this character, becoming
notorious for law-and-order and public safety problems that make extra attention from
regulatory authorities and local government politically unavoidable. But then the response
is often purely political: sweeping the streets clean of the human riff-raff in a series of
well publicized blitzes for public relations purposes, rather than attending to the underlying
problems of how venues and the surrounding public space are managed and regulated.
Despite the often blasé attitudes of the regulators, there is an emerging awareness in
the research literature that a serious public health issue is at stake (e.g. Stockwell et al.,
1995). One feature of assault victimization found in all crime victim surveys, including those
analysed by Homel & Mirrlees-Black (1997) in Queensland, is the extremely high rates of
victimization of teenagers and young adults. The survey data also highlight the importance
of environmental or situational factors as risk factors for young people. In general, those
who go out for entertainment at night, particularly to hotels and nightclubs, have a higher
than average risk of assault. The same pattern applies to teenagers: about half of male and
female teenage victims are assaulted in places they go to regularly (away from a home envi-
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ronment) which provide leisure or entertainment. Many of these places, especially for those
aged 18 years or over, are licensed venues. It follows that one important strategy for reducing violence is to increase the safety of leisure and entertainment venues, including hotels
and nightclubs, especially for young patrons.
We argue in this chapter that creating safer licensed environments is primarily a regulatory problem, not just an “alcohol problem”. A fundamental assumption is that whatever
the effects of alcohol, its role is mediated by cultural, personal and contextual factors that
are still the subject of active research. To quote Homel, Tomsen & Thommeny (1992: 681),
who conducted observational studies of aggression and violence in licensed venues in
Sydney:
A key assumption was that there is a complex (but nevertheless real) relation between violence and public drinking (not the mere ingestion of ethanol) which is imbedded in Australian
history and culture and reproduced in institutional arrangements and regulatory and police
practices regarding drinking. In our research we aimed to transcend the narrow debate about
the effects of ethanol the substance by focusing on the total environment of drinking and its
regulation (or lack of regulation) by management, police and other public ofﬁcials. Thus, we
considered features of the external regulation of licensed premises as well as more directly
observable characteristics such as physical layout, patron mix and social atmosphere.

If safety in licensed environments is a regulatory problem, it is a problem not much different in its essential nature from, say, persuading small businesses to comply with environmental laws or nursing home proprietors to maintain minimum prescribed standards of
care. There are of course speciﬁc features of drinking environments that might make them
problematic for the safety of their patrons (or staff), and it is very important that these be
understood if wise regulations are to be devised. Nursing home regulations will not sufﬁce
for nightclubs.
One difﬁculty historically is that licensing and other laws relevant to the licensed environment have often not been very wise, in the sense that the known risk factors, such as
simultaneous binge drinking by a large number of patrons, have not inﬂuenced the legal
provisions (Stockwell, 1997). An even greater difﬁculty is that in many countries the laws,
inadequate as they might be, have not been enforced very well. These difﬁculties have led
in other ﬁelds both to extensive law reform and to the creation of complex mechanisms for
persuading the target population if they cannot be coerced. In the licensed environments
arena, the trend has been partly to new laws but even more to alternative regulatory models
that rely in some way on new forms of “non-legal” persuasion or on legal measures that
fall short of prosecution (Stockwell, 1995). In recent years an important element in the
search for new kinds of regulatory “levers” to effect change has been the use of community action techniques.
This chapter is mainly about this search for new forms of regulation through community action. The focus is the licensed environment, especially hotels, taverns and nightclubs
that provide entertainment for young people, since these are more likely to be sites of
alcohol-related harm (Casswell, Zhang & Wyllie, 1993; Stockwell, Somerford & Lang, 1992).
The perspective is Australian, although we draw on all the published international research
of which we are aware. We begin with a brief review of what is known about risk and protective factors in the licensed environment, and then examine the literature from North
America and Australia on community initiatives. We conclude that although promising new
regulatory forms are emerging, no-one has yet succeeded in demonstrating a permanent
reduction in disorder, crime and violence through community action. This may reﬂect failures of implementation or, in other cases, the failure of the formal apparatus of state
control—police and liquor licensing authorities—to “follow through” with consistent
enforcement in the aftermath of a community initiative.
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The search for a satisfactory system of regulation requires “praxis in concrete institutional arenas” (Ayres & Braithwaite, 1992). Slogans like “zero tolerance” will not sufﬁce,
neither will any rigid adherence to a single doctrine, regardless of context. It is clear that
community action can reduce aggressive incidents and injuries. The challenge is to institutionalize the critical ingredients, especially the power of community groups to act as
credible watchdogs, in forms that are sensitive to the political environment and to local
conditions.

RISK AND PROTECTIVE FACTORS
While methods of preventing alcohol-related crime at large “one-off” or irregular public
events have some relevance to the present discussion, the primary focus of this chapter is
on the slightly different issue of the prevention of violence that may occur routinely in and
around licensed venues.1 Consequently, the discussion in this section is based on the review
chapter on “safer bars” by Graham & Homel (1997) (a more recent review by Graham &
West, 2001), and the earlier studies by Graham et al. (1980) and by Homel and his
colleagues (Homel, Tomsen & Thommeny, 1992; Homel & Clark, 1994; Tomsen, Homel &
Thommeny, 1991).

The Physical Environment
Using the Environment to Create Expectations about Behaviour
Attractive, nicely furnished, well-maintained premises give a message to the patron that
the managers do not anticipate physical violence and associated damage to furnishings.
Graham et al. (1980) found in their study of bars in Vancouver that aggression was signiﬁcantly correlated with poorly maintained, unclean, unattractive bar environments. In
Sydney (Homel & Clark, 1994), a relationship was found between bar cleanliness and
aggression.

Avoiding Physical Environment Features that Irritate or
Frustrate People
Aggression in bars has been found to be associated with poor ventilation and smoky air,
inconvenient bar access and inadequate seating, high noise level and crowding (Graham
et al., 1980; Graham, 1985; Homel & Clark, 1994). A plausible link between these aspects
of the environment and aggressive behaviour is the role of these factors in irritating,
frustrating or otherwise provoking bar patrons, particularly highly intoxicated bar patrons.
In a study of crowding, Macintyre & Homel (1997) concluded that, for any given level
of patron density (people per square metre), some venues exhibited higher levels of crowding (unintended low-level physical contacts) than others. The more crowded venues tended
to be the more violent, and in these high-risk establishments crowding increased more
rapidly with patron density than in low-risk venues. Crowding appeared to arise partly from
inappropriate pedestrian ﬂow patterns caused by poor location of entry and exit doors,
dance ﬂoors, bars and toilets.
1

For research and guidelines on the maintenance of order at large public events and in public places, see:
Alcoholic Liquor Advisory Council (1996); Bjor, Knutsson & Kuhlhorn (1992); Department of Tourism,
Sport & Racing (1999); Dunstan & McDonald (1996); Ramsay (1989, 1990, 1991); Magniﬁcent Events
Company (1996).
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Minimizing Provocation Related to Games and Entertainment
Graham et al. (1980) found that aggression was more likely in bars where there was dancing
and pool playing (no relationship with aggression was found for other games such as darts
and shufﬂeboard). Gibbs (1986) in his review article used the example of pool playing to
demonstrate how formal and informal rules can be used to structure bar environments in
order to reduce both frequency and severity of aggression. His suggestions included limits
on betting, establishing protocols regarding appropriate behaviour around pool games, and
keeping observers of the game out of any disputes that arise.

Safer Glassware and Other Harm Reduction Strategies
Shepherd (1994) observed that some of the more severe injuries resulting from bar ﬁghts
were caused by using broken glasses or bottles as weapons, and suggested the substitution
of tempered glass. Many venues do use plastic glasses on a routine basis.

Encouraging Eating with Drinking
The availability of food (especially full meals) has been associated with reduced risk of
aggression in bars (Graham, 1985; Homel & Clark, 1994). This may be because the types
of bars that serve food are less likely to have aggressive patrons; they are more likely to
have a positive social atmosphere; and because eating while drinking slows absorption of
alcohol, reducing the blood alcohol level the drinker reaches (Wedel et al., 1991).

The Social Environment and Social Control
Creating a Social Atmosphere with Clear Limits
The “permissiveness” of the environment has been shown to be associated with aggressive
behaviour (Graham et al., 1980; Homel & Clark, 1994; Hauritz et al., 1998). This includes
overall decorum expectations, abusive swearing, sexual activity among patrons, sexual
competition, prostitution, drug use and dealing, male rowdiness, and male roughness and
bumping. Management and staff behaviour is also important: there is greater aggression
where bar staff are very permissive and do not engage in responsible serving practices (e.g.
serving underage patrons) (Homel & Clark, 1994), or where staff exercise little control over
patrons’ behaviour (Graham et al., 1980). Aggression has also been found to be more likely
in bars where drunkenness is frequent (Graham et al., 1980; Homel & Clark, 1994) and
where there are discount drinks and other drink promotions (Homel et al., 1992).

Discouraging Drinking to Intoxication
A high proportion of intoxicated patrons is associated (in complex ways) with aggression.
High levels of intoxication signal a generally permissive environment, but there is also a
consistent relationship between drunkenness and aggression in a number of studies
(Graham & West, 2001) that suggests a variety of causal paths. In addition, the severity of
aggression is related to levels of drunkenness (Graves et al., 1981).

Fostering a Positive Social Atmosphere
Positive atmospheres that are friendly rather than tense and hostile, that include quiet
laughter and small talk rather than hostile talk, and where patron boredom is low, are associated with a lower risk of aggression (Graham et al., 1980; Homel & Clark, 1994).
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Employing Trained Peace-loving Staff
Aggression has been found to occur in response to venue staff exercising social control
such as refusing service and otherwise intervening with intoxicated patrons (Felson,
Baccaglini & Gmelch, 1986; Graves et al., 1981; Homel & Clark, 1994). Bouncers, in particular, have been identiﬁed as sometimes increasing the harm associated with bar-room
aggression (Homel et al., 1992; Marsh & Kibby, 1992).

Keeping out Aggressive People
Certain bars are violent because they are frequented by aggressive people (Graham &
West, 2001; Tomsen et al., 1991). Therefore, a necessary feature of safer bars is the capability to recognize and ban, if necessary, persistent trouble-makers.

PREVENTION PROGRAMS
To be effective, prevention programs must reduce multiple risk factors in the licensed environment. It may not much matter which particular risk factors are manipulated, provided
that several of the features discussed in the previous section are covered. However, whatever else is done, controls on the incidence of intoxication, particularly mass intoxication,
must probably be implemented for violence to decline substantially (Hauritz et al., 1998;
Homel & Clark, 1994).

Responsible Server Programs
These programs employ a variety of techniques to prevent intoxication, including observing patrons and being able to recognize intoxication; promoting non-alcoholic and lowalcohol drinks; serving well-priced, attractive and well-marketed food low in salt content;
and training staff in techniques for monitoring patrons and adjusting service as necessary.
Training is also provided in refusal of service to patrons who are intoxicated or who show
signs of becoming intoxicated. Bar staff are trained in offering positive alternatives, such
as soft drinks or food at discounted prices, and both management and staff are trained in
negotiation techniques with patrons who are becoming difﬁcult or aggressive. The importance of a well-publicized “house policy” to provide a positive context for responsible
serving practices and for negotiation with patrons is emphasized (Simpson et al., 1987).
The small number of rigorous evaluations of responsible serving programs that have
been published have reported mixed results. On the positive side, Saltz (1987), in an
evaluation of an experimental 18 hour training programme in a USA Navy base, reported
that the likelihood of a customer being intoxicated was cut in half, although for the establishment as a whole absolute consumption and the rate of consumption were not affected.
Graham and her colleagues (2003) showed in a randomised experiment involving 500 staff
from 18 of the 26 large capacity (300+) Toronto bars that the combination of a risk assessment completed by the owner/manager and a 3-hour training program for bar staff and
managers in managing problem behaviours improved knowledge and attitudes and reduced
incidents of severe aggression as documented by trained observers. On the other hand,
Lang et al. (1998b) studied a responsible serving training program of 1–2 hours duration
in seven sites. They found that there was no signiﬁcant reduction in patrons with blood
alcohol levels greater than 0.15% (i.e. those who were “very drunk”), or in the number of
drinking and driving offences from the intervention sites. Researchers who pretended to
be drunk were rarely refused service, and identiﬁcation was rarely checked.
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Lang et al. (1998b) attribute the disappointing results to poor implementation of the
training and a lack of support among managers. They argue that server training should be
mandatory, and that licensing laws must be routinely enforced if the goals of responsible
service are to be met. It is noteworthy that in most of the programmes in the USA, responsible serving programmes are supported by legal sanctions or are embedded in broader
community interventions. The crucial role of enforcement is highlighted by Jeffs &
Saunders (1983), who reported the positive impact in an English seaside resort of the
impact of uniformed police dropping in at random intervals two or three times a week and
very conspicuously checking (in an amiable way) for under-age drinkers or intoxicated
patrons. McKnight & Streff (1994) in the USA show that intensive undercover police operations, preceded by education of licensees about the enforcement activities, after-visit
reports to licensees not cited, and media publicity, resulted (in comparison with a control
county) in greatly increased refusals of service to “pseudopatrons” simulating intoxication
and a marked decline in drunk drivers who had been served at the target establishments.
The great problem that is faced in most countries is that enforcement of licensing laws
is not a high priority and therefore is not well resourced. Moreover, in some countries, such
as Australia, the licensing area has been a seedbed for the corruption of police and other
ofﬁcials (Homel, 1996). For these and other reasons, “enforcement” approaches that do not
depend solely on agencies of the state have become attractive in recent years.

Community Action Projects
Community approaches emphasize regulation of alcohol-related disorder and violence
through procedures that empower residents, business people and citizen groups to resolve
problems with licensed establishments and to take effective action at the local level.
Resources and reports that are available to understand and implement this approach include:
Alcohol Advisory Council of Western Australia (1989); Braun & Graham (1997); Eastern
Sydney Area Health Service (1995); Gilling (1993); Lakeland & Durham (1991); Lang,
Keenan & Brooke (1998a); Marsdon & James (1992); Parkdale Focus Community (1995);
Robinson & Tether (1990); Robinson,Tether & Teller (1989); Shane & Cherry (1987); Standing Conference on Crime Prevention, (1986);Tether & Robinson (1986); the St Kilda Project
(1997); Victorian Community Council Against Violence (1990); Welsh (1996).
There is a theoretical literature on community action, mainly from the USA and Canada,
that emphasizes its complexity and difﬁculty (e.g. Giesbrecht et al., 1990; Giesbrecht and
Ferris, 1993; Giesbrecht, Krempulec and West, 1993; Holder, 1992). Giesbrecht, Krempulec
& West (1993) argue that the complexity arises from the “unstable mix” of processes such
as research, community action, evaluation, and the type and level of intervention. The
authors argue that by tackling the four main sources of problems faced by community projects, this unstable mix may be overcome.The four problems are: the ideologies and agendas
of main parties; the difﬁculties faced by evaluators when the dynamics of implementation are beyond their control; the failure to train community members in “how-to-do”
community-based interventions; and meeting goals because of funding problems, ill-deﬁned
timelines, political interference, poor methodology, and conﬂict among project participants
(Lang, Keenan & Brooke, 1998a).
Giesbrecht et al. (1993) argue that problems might be overcome by locating the research
agenda within a health promotion framework, which is seen as relevant to a wide range of
agencies, programs and services at a community level. The bottom line, according to the
authors, is the ability of such projects to facilitate manageable partnerships; to ensure scientiﬁc rigor in a dynamic context; and to impart skills and resources to community members
so that they can realize worthy and realistic goals.
Despite the difﬁculties, community action can be demonstrated to work. Putnam,
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Rockett & Campbell (1993) report the results of a very comprehensive community intervention on Rhode Island which resulted in a 21% reduction in Emergency Room assault
injury rates in the intervention site compared with a 4% increase for the comparison
communities. Motor vehicle crash injuries were also reduced. The community intervention
involved server training as well as publicity campaigns, local task force activities, and community forums, and was supported by training of police and increased levels of enforcement with respect to alcohol-related accidents and crimes.
Undoubtedly the most wide-ranging and well-resourced attempt to date to reduce
alcohol-related accidental injuries and deaths through community-based methods has been
the work of Harold Holder and his colleagues in the USA (Holder et al., 1997a,b). This
5-year project carried out in three experimental communities consisted of ﬁve mutually
reinforcing components: community mobilization; promotion of responsible beverage
service for bar staff and managers/licensees of on-premises alcohol outlets; deterrence of
drinking and driving through local enforcement; reduction in retail availability of alcohol
to minors; and reductions in the number and density of alcohol outlets to limit general
access to alcohol. The project did not target particular groups, but was based on the assumption that changes in the social and structural contexts of alcohol use can alter individual
behaviour.
The community mobilization process involved working as much as possible with existing community coalitions, tailoring programme materials for each site, generating as far as
possible resources from within the communities, and channelling existing community
resources, skills and interests, rather than only introducing them from the outside. As Treno
& Holder (1997, p. S176) observe, “. . . the Community Trials Project was composed of three
independent replications of a generic prevention design . . . in which implementation
approaches were designed within each community . . .”.
The project brought about a 10% reduction in alcohol-involved trafﬁc crashes, a signiﬁcant reduction in underage sales of alcohol, and increased adoption of local ordinances
and regulations to reduce concentrations of alcohol outlets. The speciﬁc aspect of the
project of most relevance to the present chapter was the responsible beverage service
(RBS) component:
The general operating principle of this component was to create a combination of incentives and
disincentives that would strongly encourage on-premise licensees to provide server training in
responsible beverage serving practices and to strengthen their policies related to preventing
intoxication and keeping intoxicated patrons from driving (Holder et al., 1997b, p. S162).

Saltz & Stanghetta (1997) conclude that this component achieved modest success as
measured by the number of businesses trained, by the introduction of limited law enforcement around service to intoxicated patrons where none had existed previously, and by
increases in levels of community debate about RBS policies. However, these program elements did not produce signiﬁcant changes in serving practices. Saltz & Stanghetta argue
that to achieve any impact, it is essential to involve the hospitality industry; to avoid voluntary RBS training; and (once again) to reinforce mandatory training with enforcement
of the law around service to intoxicated patrons.

The Australian Experience
Perhaps as a response to the vacuum created by an inadequate regime of legal regulation,
community action projects targeting licensed premises have proliferated in recent years in
Australia. Examples include the Westend Forum in Melbourne (Melbourne City Council,
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1991); Eastside Sydney Project (Lander, 1995); the St Kilda Project (1997); the Tennant
Creek Project (a community collaboration against striptease shows; Boffa et al; 1994); the
Kings Cross Licensing Accord (New South Wales Health Department, 1997); the Armidale
Community Alcohol Strategy Committee (Cope, 1995); the Halls Creek initiative (Douglas,
1995), and several projects in South Australia (Fisher, 1993; Walsh, 1993). Limited evaluation data are available for these projects, although most show at least qualitative signs of
impact, and some (like the Halls Creek project) suggest falls in alcohol consumption and
reductions in crime and alcohol-related presentations at hospital.
Stockwell (1997), Boots et al. (1995) and Felson et al. (1997) report three recent Australian initiatives that have been evaluated: the “Freo Respects You” project in Fremantle,
Western Australia, the COMPARI (Community Mobilization for the Prevention of
Alcohol-Related Injury) project in Geraldton, Western Australia, and the “Geelong
Accord” in Victoria. Recent work that colleagues and I have conducted in Queensland is
summarized in the next section.
“Freo Respects You” was a collaborative project involving the hospitality industry,
police, and liquor licensing and health authorities. The project was designed to increase
levels of responsible service of alcohol in participating premises by providing incentives
for drinkers to avoid excessive intake (e.g. offering competitively priced, reduced alcoholdrinks and good food); avoiding incentives for intoxication (e.g. very cheap, high-strength
drinks); instituting policies to minimize the harm of being intoxicated (e.g. transport
schemes) and establishing policies to minimize intoxication by refusing service to intoxicated customers. The other major component of the intervention was a series of training
programs for licensees, managers and bar staff covering liquor licensing laws, strategies for
dealing with drunk customers and the development of responsible house policies.
An evaluation of the project revealed that there was a signiﬁcant increase in the awareness of bar staff’s obligations under the Liquor Act and an increase in the rate at which
bar staff at participating premises requested age ID. There were small improvements in the
responsible house policies of some of the participating premises, including the provision of
free non-alcoholic drinks for drivers and lower-priced reduced-alcohol beers. However, discounting of full-strength drinks continued and bar staff reported that they were serving
obviously drunk customers. Stockwell (1997) suggests that the Fremantle Project was hindered by the fact that there was insufﬁcient “ownership” of the project by licensed operators and that only medium- to high-risk premises participated.
The COMPARI project in Geraldton commenced in 1991. A local community taskforce
was established in 1992, involving police, local government, health and education ofﬁcers
and the local public. The taskforce was encouraged to develop a sense of ownership through
actively seeking alternative funding from local government and the regional health authority (Midford et al., 1994). Unfortunately, the evaluation found that, with regard to measures
of alcohol-related harm, there was no evidence of a positive impact from the COMPARI
project. Key informant interviews indicated that community awareness of alcohol issues
had increased, along with improved knowledge about associated harm. There was, however,
only minimal impact among young people. In line with experience with similar projects
undertaken elsewhere, community participation was found to be highest during the early
part of the project, following which numbers gradually reduced. Community leadership and
organization, however, were judged to have improved as the project developed. The survey
of community attitudes found a statistically signiﬁcant increase in support for local council
having a role in alcohol issues. There was an increased level of awareness of the project
and the various activities, especially the “skipper” campaign, alcohol-free concerts and the
campaign around the establishment of a new tavern.
The “Geelong Local Industry Accord,” was a cooperative effort beginning in 1991,
involving police, the Liquor Licensing Commission, hotel and nightclub licensees, and local
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government, although in practice police appear to have taken on the main leadership role
(Felson et al., 1997; Kelly, 1993; Rumbold et al., 1998). Essentially the Accord is a code of
practice that facilitates self-regulation by licensees throughout the region. “Best practice”
provisions included speciﬁed types of photo-identiﬁcation, minimum $5 cover charges after
11.00 p.m., no passouts from venues with an entry charge, no underage patrons and responsible service of alcohol (including elimination of gimmicks that promote rapid and excessive consumption of alcohol). A key strategy of the Accord was to stop “pub-hopping” by
means of entry and exit controls.
No before–after measures of alcohol and drug related harm were available but police
records suggest that reported assault and property damage rates reduced after the Accord
was implemented (Rumbold et al., 1998). Moreover, in comparison with two other regional
centres, practices in Geelong venues were signiﬁcantly better in terms of responsible drinking promotions, amenities and responsible serving practices, although no differences were
found with respect to crowding or overall levels of intoxication. In comparison with other
community-based initiatives, the Geelong Accord seems to have maintained a positive
impact over a period of several years. Rumbold et al. (1998) attribute this “longevity” to
several factors, particularly the fact that the Accord was developed and resourced entirely
within the local community, and the levels of stability in the local liquor industry and
amongst police, local government and liquor licensing personnel.
It seems that the Fremantle, Geraldton and Geelong initiatives were mostly “top-down”
rather than community-initiated interventions, despite the levels of cooperation achieved
at the local level. In fact, most “community” projects seem to require at least some external resources or initiative to get them going, even if the level of community involvement
and empowerment eventually achieved is quite high. As Midford et al. (1994) conclude, the
“top-down” and “bottom-up” approaches both have strengths and weaknesses, and in practice should be seen as complementary rather than mutually exclusive.

The Queensland Safety Action Projects
The Surfers’ Paradise Safety Action Project was a community-based initiative in 1993,
designed to reduce violence in and around licensed venues in the central business district
of the main tourist area on Queensland’s Gold Coast. (Homel et al., 1997). Key features of
the implementation included channelling funding through local government; creating a
representative steering committee and community forum; forming task groups to address
safety of public spaces, management of venues and security and policing; encouraging nightclub managers to introduce a Code of Practice, regulating serving and security staff, advertising, alcohol use and entertainment; and regulating managers through “risk assessments”
and through a community-based monitoring committee. More subtle but equally important
aspects of the implementation included: rehabilitating the image of nightclub managers and
integrating them into the local business community; using managers committed to the
reform process from another city to encourage and bring pressure to bear on local licensees;
employing a Project Ofﬁcer who was female and who had considerable interpersonal skills;
and balancing the conﬂicting political agendas of participating agencies.
The evaluation showed a marked initial impact of the project, with reductions in practices that promote the irresponsible use of alcohol (such as binge-drinking incentives) and
improvements in security practices, entertainment, handling of patrons and transport policies. Physical and verbal aggression inside and outside venues, based on structured observations pre- and post-implementation and on police and security data, showed substantial
declines. Male and female drinking rates and drunkenness declined markedly, but there was
no change in prices for drinks or admission. There were dramatic improvements in publicity to patrons about house policies and associated improvements in server practices, the
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physical environment (e.g. clean toilets and accessible bars) and security practices (e.g. ID
checks at door).
However, there are indications that displacement of problem patrons may have been at
least partly responsible for the impact of the project. In addition, observational data collected 2 years after completion of the project indicated that violence and drunkenness levels
had returned to pre-project levels, and that compliance with the Code of Practice had
almost ceased (Homel et al. 1997). Licensees attributed the deterioration to a failure on
the part of regulators to deal with “cowboy operators” who ﬂouted the Code of Practice
and engaged in dangerous but (at least in the short term) proﬁtable practices.
In 1995 the Surfers’ Paradise Safety Action Project was replicated in Cairns, Townsville
and Mackay in North Queensland (Hauritz et al., 1998). Many of the features of the Surfers’
Paradise project were incorporated in the replications, but not all features were present at
all sites, while others that seemed important in Surfers’ (such as a community monitoring
committee) were introduced quite late in some of the projects.
Using structured observational methods in 1994 and 1996, big reductions were observed
in each city on overall physical and non-physical aggression. Paralleling this, there were
marked improvements on most indicators of host responsibility practices, especially practices to control consumption. Publicity to patrons improved, with an increase in the use of
underage drinking warnings, Patron Care signs and other forms of publicity. Presumably as
a result of these initiatives, some drinking measures showed marked changes. Male and
female drinking rates were not judged to have changed signiﬁcantly, and neither did the
estimated levels of female drunkenness, but male drunkenness appeared to decline sharply.
These results imply that staff intervened in a ﬁrm way when serving men in order to prevent
intoxication.
The fact that the situation in Surfers’ Paradise was badly deteriorating in the 1994–1996
period suggests that the improvements observed in the replication projects were not part
of a more general trend.

GUIDELINES FOR SOCIAL POLICY AND BEST PRACTICE
From the Queensland safety action research, features that characterize successful community interventions include: strong directive leadership during the establishment period; the
mobilization of community groups concerned about violence and disorder; the implementation of a multi-agency approach involving licensees, local government, police, health and
other groups; the use of safety audits to engage the local community and identify risks; a
focus on the way licensed venues are managed (particularly those that cater to large
numbers of young people); the “re-education” of patrons concerning their role as consumers of “quality hospitality”; and attention to situational factors, including serving practices, that promote intoxication and violent confrontations.
In a review of the experience of many communities with action on alcohol and drug
issues, Lang et al. (1998a) emphasize the importance of ownership and control of programmes by the communities themselves, in contrast to control by outside “experts”. They
propose guidelines for community action based on a philosophy of: harm reduction; using
community diversity as an asset (providing a wealth of social resources to address issues
of concern); encouraging broad community and organizational collaboration allowing the
sharing of resources to achieve common goals; and accommodating the dynamic nature of
community action, emphasizing ongoing reassessment.
The themes of “grass roots” action and interagency collaboration also emerged from the
UK Home Ofﬁce working group on violence associated with licensed premises (Standing
Conference on Crime Prevention, 1986), together with a number of other practical management strategies. The working group recommended the development of local interagency
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liaison groups, such as “Pub Watch” (see below); an investigation of the relationship between
licensing hours and violence; that premises should be encouraged to become more familyorientated to help reduce age segregation; that “difﬁcult” pubs should be run as community
ventures with a local community management structure; and that attempts be made to
involve the liquor industry in identifying and disseminating good practices among members.
The authors identiﬁed a number of good practices that came to their attention during
the course of the research. One example was communication and cooperation between
police, industry, local government, tenant associations and local resident action groups,
evolving into local Licensing Forums or Committees. This process has resulted in some pubs
becoming seen as part of the community and to a great extent self-policing. The report
notes that problem premises are well known to industry, police, local authorities and local
residents, so a cooperative approach at the grass roots level to monitor and deal with such
premises is required.
A comprehensive summary of possible prevention strategies that builds on recent literature is provided by Braun & Graham (1997). These authors also provide examples of speciﬁc measures and a summary of the evidence for their impacts. Their overall emphasis is
on ways of mobilizing and empowering the community. Consequently, they focus on creating coalitions linking community groups with representatives from key commercial and
government agencies, including the police, liquor licensing authority, taxi/bus services and
retail associations. The role of these coalitions includes auditing licensed venues and the
surrounding neighbourhood to identify problems and develop measures to reduce risks to
personal safety. The authors emphasize that community mobilization needs to be supported
by legal, regulatory and enforcement methods.
Many of Braun & Graham’s principles encourage licensees to lift their horizons and
accept responsibility for behaviour within community settings beyond their own establishments. With support from external organizations such as the police, they need to assume
responsibility for monitoring their customers and ensuring that bar staff serve in a responsible manner. Thus, bar staff should be trained in responsible practices and door staff should
also be registered and trained. The authors observe that strict enforcement of the liquor
laws is necessary to increase perceptions that there will be adverse consequences from
serving underage or intoxicated customers.
Braun & Graham document several valuable techniques for effective harm reduction.
One key proposal concerns the formation of a town planning committee aiming to limit
harm through effective environmental design. The committee’s role would be to consider
appropriate locations for services, such as fast food outlets and transportation, in relation
to licensed venues. Other proposals involve mobilizing licensees to monitor and report
violent offences by their customers. One such measure is Pub Watch, which is a communication system for licensees to warn each other about any disorderly incidents in their area
via a “ring-around” arrangement. Pub Watch is closely linked to Pub Ban schemes, which
involve banning known offenders. Pub Ban can be supported by the creation of an incidence register of bar ﬁghts, which would fully document the occurrence of ﬁghts in or near
licensed establishments.

CONCLUSION: TOWARD BETTER REGULATORY
MODELS FOR CREATING AND MAINTAINING SAFE
DRINKING ENVIRONMENTS
There are many signs from the emerging literature on community action and formal
enforcement that disorder and violence in the licensed environment can indeed be reduced.
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There is less compelling evidence that anyone has yet succeeded in effecting a permanent
reduction in these problems. So the challenge is to build on the successes and learn from
the failures, in order to devise systems of regulation that continue to work over time. There
is certainly no shortage of good ideas with which to experiment.
The most important lessons from the literature concern systems of regulation.
The importance of consistent and vigorous enforcement from police and liquor licensing
authorities is clear, from the examples of both success and failure in achieving and
maintaining reductions in violence. However, there are lessons as well for other forms of
regulation: those deriving from the persuasive powers of agency and citizen partnerships
at the local community level, and those relating to the practices that are best implemented
by licensees and managers themselves. Getting the balance right between these three
levels—formal regulation, which is the political domain; informal regulation, mobilizing
civil society; and self-regulation, taming the market—is one of the primary challenges for
those interested in the prevention of violence and associated problems in and around
licensed venues.
On the basis of their experience with safety action projects, Hauritz et al. (1998) developed a model of the change process that posited parallel but interacting processes at the
three levels of regulation. This model, perhaps in modiﬁed form, is proposed as a tool
for any person or group concerned with reducing violence and crime in the licensed
environment.
Hauritz and her colleagues assumed that certain antecedent conditions, such as a political environment emphasizing deregulation of liquor licensing or a lack of faith by licensees
in the formal system of regulation, lead to a range of problem behaviours. These behaviours could include cut-throat competition between venues and irresponsible drinks promotions, a police crack-down on symptoms (arresting drunks in the streets), rather than
dealing with problem venues, and a fragmented local response. These conditions and problems create a climate conducive to the development of a range of intervention strategies at
each of the three levels of regulation. Strategies could include interagency cooperation,
community mobilization and the formation of a licensed venues association to promote
compliance with a code of practice and to “legitimize” the role of licensees as part of the
local business community. These interventions produce certain positive outcomes, such as
reduced violence or legislative reform, which can be reinforced if key players and organizations are rewarded through career enhancement or positive publicity. The reinforcers of
positive change are more likely to have a continuing effect if key reforms are institutionalized through legislation or community-based monitoring systems. They referred to this
process of institutionalization as mechanisms to safeguard change.
A crucial philosophy that guided Hauritz and her colleagues and which, in the light of
the failed projects in the literature, may be an important guideline for future interventions,
was the need to be situationally speciﬁc in the analysis of problems and the formulation of
solutions. The theoretical basis is “situational crime prevention” (Clarke, 1997, p. 4), which
involves a shift from thinking in terms of offenders and their motivations to offences and
their settings. In the case of licensed premises this implies a focus on all the management
practices that give rise to unsafe environments. As previously emphasized, alcohol-serving
practices are only one aspect of unsafe environments. Other aspects include such things as
physical design, selection and training of security staff, the permissiveness of the social
climate in venues, and the hidden “deals” between managers and regulators. The relevance
of situational theory to these kinds of issues can be illustrated not only by the traditional
typology that was focused on the physical environment, but by Clarke & Homel’s (1997)
recent extension of situational methods to include techniques for removing excuses, or
inducing guilt or shame. These include: rule setting (e.g. through codes of practice); stimulating conscience (e.g. by encouraging managers to regard themselves as responsible busi-
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nessmen); controlling disinhibitors (e.g. by controlling alcohol through server intervention);
and facilitating compliance (e.g. by creating a regulatory environment in which it is ﬁnancially worthwhile for licensees to adhere to the code of practice).
A focus on venue management leads not only “inward” to speciﬁc contexts, but
“outward” to the local community and to the larger arena in which laws and regulations
are created and enforced (or not). The concept of “responsive regulation” (Ayres &
Braithwaite, 1992) is particularly useful in this context. Ayres & Braithwaite propose
regulatory approaches that are responsive to industry context and structure, regulatory
culture, and history, and which incorporate, as key ideas, “tit-for-tat” strategies that combine
punishment and persuasion in an optimum mix; “tripartism” (empowering citizen associations) as a way of solving the dilemma of regulatory capture and corruption; and “enforced
self-regulation”, in which private sets of rules written by business (such as codes of practice), are publicly ratiﬁed and, when there is a failure of private regulation, are publicly
enforced.
Central to their model is an “enforcement pyramid” of penalties, from the frequently
used techniques of persuasion and warning letters through to the infrequently used techniques of license suspension and revocation (“capital punishment” of alcohol outlets). The
ideological basis of their ideas is “. . . a replacement of the liberal conception of the atomized free individual with a republican conception of community empowerment” (p. 17).
Tripartism fosters the participation of community associations by giving them full access
to all the information available to the regulator; by giving them a seat at the negotiating
table; and by giving them the same standing to sue or prosecute as the regulator. Thus, they
propose a model in which no one element, whether it be self-regulation, formal enforcement or citizen involvement, can operate effectively without the others.
There are many questions that must be addressed in each community as new forms of
regulation are developed. An excellent general reference, whether or not readers are Australian, is the extensive report prepared by Stockwell et al. (1995), focusing on the appropriateness and efﬁcacy of liquor licensing laws across Australia. This report particularly
contrasts the complex and fragmentary nature of the Australian regulations with the Canadian situation. However, no jurisdiction has a monopoly on best practice, so to conclude
this chapter some questions are raised and ideas proposed that may assist in the “praxis”
of responsive regulation (Ayres & Braithwaite, 1992, p. 99).
A fundamental question is whether any form of regulation beyond effective police or
licensing authority enforcement is really required. Why not just devise clearer and more
comprehensive laws, and ensure that the authorities have the resources and motivation to
enforce them (Solomon & Prout, 1994)? Is it really necessary to complicate the regulatory
problem by emphasizing the community and self-regulation layers?
The critical role of formal enforcement has already been noted, although the evidentiary base is still thin. The paper by Jeffs & Saunders (1983) suggests that some form of
visible, random enforcement in licensed venues can be quite effective, while the research
of McKnight & Streff (1994) suggests that an undercover police presence, combined with
warnings to managers, can be a potent deterrent. More evidence on the effects of enforcement in a variety of settings is urgently required, addressed particularly to the appropriate
balance between visible and covert methods. But, as Solomon & Prout observe (p. 79), when
it comes to law enforcement, “resources and priorities” are the problem. This reﬂects the
fact that in many jurisdictions it is just not politically feasible to expect that police or licensing ofﬁcers will be particularly zealous in law enforcement. The industry is too important
economically to jeopardize good relations, so probably the most that can be expected
of formal enforcement is that it will be used to support and reinforce other regulatory
measures.
The overall aim of regulation should not be to “catch crooks,” but to develop a culture
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of compliance. Of course a few heads on stakes might be essential occasionally to get the
attention of unruly and anarchistic operators, but generally less savage techniques will be
appropriate. The options, apart from prosecution, include persuasion and non-prosecution
enforcement measures. Approaches available to regulators include: licensing provisions
(e.g. imposing conditions in speciﬁc cases); policy development (e.g. advocating for change
in licensing authority priorities); cooperation with the industry to develop standards (e.g.
what exactly are the maximum acceptable degrees of “permissiveness” in a nightclub?);
developing formal and informal codes of practice (working with a representative industry
body if possible); education, publicity and information campaigns (especially at the local
level, and designed and implemented with full industry cooperation); incentives for responsible operators (lower license fees for exemplary performance?); and, of course, working
with the community.2
These approaches can usefully be arranged in an enforcement pyramid, the broad base
representing frequently used approaches based on suasion, cooperation and negotiation,
the sharp end representing the ultimate but infrequently-used sanctions, such as the closure
of an establishment (the business equivalent of capital punishment). Many speciﬁc techniques that are used, at least occasionally, in some jurisdictions have already been noted.
Others that are used in allied ﬁelds, such as environmental regulation, include: abatement
notices (to control “nuisance practices”); show-cause notices (an operator is given time to
make written representations why further action should not be taken); enforcement notices
(setting out the grounds on which it is issued and the action required to comply); and onthe-spot ﬁnes. An increasingly common practice in environmental regulation is the environmental management plan, which can be issued by the regulator or voluntarily by the
operator. The issuer devises objectives and strategies for compliance, stipulates a timetable
and proposes performance indicators and monitoring and reporting mechanisms. Some of
these techniques are already used by liquor licensing authorities but all could be used more
frequently, with a greater emphasis on experimentation and evaluation.
But “head ofﬁce” busyness will never be enough. All regulatory arenas are littered with
the putrescent remains of cost cutting, shady deals and blatant corruption. The liquor licensing ﬁeld, for obvious historical and cultural reasons, is particularly prone to regulatory
capture and to ofﬁcial misconduct. For this reason, more than any other, a system of responsive regulation will give a central place to community empowerment and to the role of
public interest groups. It does seem however, as Ayres & Braithwaite (1992) sadly observe,
that the ideal of a full partnership role at the negotiating table with industry and government for such interest groups is as yet too remote to be promoted as a realistic goal. But
the literature on community action has taught us that in the present political environment
in at least some countries, local groups can be credible watchdogs, if not full partners, and
can also bark loud enough to be effective “terriers for reform”.
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Chapter 15
Prevention of Alcohol-related
Road Crashes
A. James McKnight
Transportation Research Associates, Annapolis, MD, USA
and
Robert B. Voas
Paciﬁc Institute for Research and Evaluation, Calverton, MD, USA

Synopsis
Countermeasures to alcohol-related road crashes are considered within four categories:
reducing alcohol consumption by reducing alcohol availability; separating drinking from
driving; apprehending and removing the drinking driver from the road; and preventing the
recurrence of drinking and driving among drink–driving offenders. This chapter is organized
around those four elements of the impaired driving problem.
Traditional efforts to reduce drinking and driving have centered on the enforcement
of impaired driving laws. Over the last two decades, however, the science of alcohol safety
has expanded to include efforts to limit drinking as well as driving after drinking. This
has occurred as research has demonstrated the effectiveness of making alcohol less
available, particularly to youth, in reducing alcohol-related crashes. Efforts to reduce
consumption have taken three forms: (a) limiting total consumption by regulating sales
through prohibition of sales to minors in certain locations or jurisdictions and through
the manipulation of price through excise taxes; (b) controlling the conditions of service (e.g.
limiting “happy hours”); and (c) designing information campaigns to discourage heavy
drinking.
It is possible for individuals to drink heavily and not be exposed to causing alcohol-related
crashes if they do not have access to a vehicle. Programs to achieve this outcome include:
public education efforts to persuade the drinkers themselves to take steps to avoid driving

The Essential Handbook of Treatment and Prevention of Alcohol Problems. Edited by N. Heather and
T. Stockwell.
© 2004 John Wiley & Sons Ltd. ISBN 0-470-86296-3.

256

A.J. MCKNIGHT AND R.B. VOAS

after drinking; programs to encourage servers, peers and hosts to prevent intoxicated individuals from driving; and organized efforts by alcohol outlets and community organizations to make provisions for alternative transportation. Public education efforts are most
effective where they publicize other strategies that depend upon public awareness for their
effectiveness.
Action to reduce alcohol-related crashes has been the enforcement by the police of
impaired driving laws which, as trafﬁc volumes have grown and laws more complex, has
become a specialized task in many jurisdictions. A new enforcement science has developed
that focuses on (a) identifying vehicles driven by impaired drivers, (b) detecting signs of
drinking, (c) measuring impairment, and (d) measuring BAC levels. There is now compelling
evidence for the effectiveness of reduced BAC levels and their enforcement through highly
visible means.
Many strategies have been developed to prevent a drink–driver from re-offending. Three
general areas of action can be distinguished: (a) applying traditional penalties, such as jail
and ﬁnes directed at causing sufﬁcient discomfort to deter the individual from repeating the
offense; (b) suspending the driver’s license to prevent future drinking and driving; and (c)
requiring attendance at treatment or educational programs directed at assisting the offender
to avoid future impaired driving and promoting recovery from dependence on alcohol.
Unfortunately, most current remedial programs have shown limited success, as one-third to
one-half of the drivers convicted of impaired driving repeat the offense.
Preventive efforts directed toward previous offenders can use sanctions to limit driving,
including license suspension and revocation, vehicle impoundment and jail. Although
the immediate effect of these sanctions is to reduce driving, they are also expected to create
an unpleasant condition that deters future alcohol-impaired driving. Ignition interlocks
are a promising technical development that has been found to be more effective than license
suspension. Once the interlock is removed, however, there is little reduction in recidivism.
There is limited take-up of this option by drivers in the USA unless the only alternative given
is jail.
This chapter identiﬁes a range of effective and less effective strategies for the reduction of
serious injury and death on the roads caused by alcohol-impaired driving.

The contribution of alcohol impairment to death and injury on the highway has been
well established through comparisons of blood alcohol levels among drivers in fatal
crashes and non-crash-involved drivers using the roads at the same times and places. The
ﬁrst risk curve based on such comparisons, showing the increase in crash probability
associated with increased BAC, produced by Borkenstein et al. (1974), has generally
been conﬁrmed by several investigators since that time (Hurst, 1973). The relationship of
blood alcohol and risk of death in road crashes is exponential, with risk increasing sharply
at blood alcohol levels between 0.08% and 10%. The most recent estimates for the USA
(Zador, 1991) indicated that the relative risk of involvement in a single-vehicle fatal crash
increased nine times in the BAC range from 0.05 to 0.09. In this BAC range, the corresponding risk curve for drivers 16–20 years old rises even more sharply. The relationships
found in fatal crash accident data are reinforced by the results of laboratory research
showing performance in a wide range of tasks, evidencing a marked decline at the same
blood alcohol levels (Moskowitz & Robinson, 1988). In the USA, this increased risk results
in a comprehensive cost to society of $115 billion or approximately 95 cents per 1-ounce
drink. Forty cents of that cost is borne by non-drinking drivers (Miller, Lestina & Spicer,
1998).
Countermeasures to alcohol-related road crashes have fallen into four categories (Table
15.1) representing separate phases: reducing alcohol consumption by reducing alcohol
availability; separating drinking from driving; apprehending and removing the drinking
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Table 15.1 Countermeasures to alcohol-related road crashes
Reducing
consumption

Separating
drinking from
driving

Removing the
impaired driver
from the road

Preventing recurrence
of drinking and
driving

Reduce availability
MLDA

Information and
education
Public information
School-based programs

Enforcement methods
Identifying vehicles
Sobriety checkpoints
Detecting impairment

Speciﬁc deterrence
Jail sentences
Fines

Conditions of sale
Civil liability
Alcohol control
laws

Individual interventions
Individual intervention
Host intervention
Peer intervention
Server intervention

Chemical Testing
Evidential sensors
Preliminary sensors
Passive sensors
BAC limits

Offender remediation
Assessment
Education and
counseling
Treatment

Alternative transportation
programs
Designated driver
programs
Safe ride programs

Media advocacy

Incapacitation
License actions
Vehicle actions

driver from the road; and preventing the recurrence of drinking and driving among
drink–driving offenders. This chapter is organized around those four elements of the
impaired driving problem.

REDUCING CONSUMPTION
Traditional efforts to reduce drinking and driving have centered on the enforcement of
impaired driving laws. Over the last two decades, however, the science of alcohol safety
has expanded to include efforts to limit drinking as well as driving after drinking. This has
occurred as research has demonstrated the effectiveness of making alcohol less available,
particularly to youth, in reducing alcohol-related crashes. This has brought trafﬁc safety into
the broader public health arena. Efforts to reduce consumption have taken three forms:
(a) limiting total consumption by regulating sales through prohibition of sales to minors in
certain locations or jurisdictions and through the manipulation of price through excise
taxes; (b) controlling the conditions of service (e.g. limiting “happy hours”); and (c) designing information campaigns to discourage heavy drinking.

Reducing Availability
The general availability of alcohol and its price (discussed elsewhere in this volume) is a
factor in all alcohol abuse problems including impaired driving. However, perhaps the best
evidence for the relationship of availability to alcohol-related crash involvement is provided by the minimum legal drinking age (MLDA) law in the United States. Though almost
all developed nations set a minimum age below which it is illegal to purchase, possess, or
consume alcoholic beverages, the USA’s age limit of 21 is the highest in the world. The relationship of age to the effects of alcohol-impaired crash risk evident in crash–risk curves
shows a relatively steeper rise in the likelihood of fatality for teenage drivers than for adults
(Beirness, Simpson & Mayhew, 1993; Zador, 1991). The relationship reﬂects a combination
of lowered tolerance to alcohol, as observed in laboratory studies relating blood alcohol to
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performance for various age groups (Moscowitz & Burns, 1976), and the relation of inexperience and immaturity to crash risk in general (Mercer, 1986).
Enactment of the MLDA law by the 50 states was stimulated by federal legislation withholding highway funds from states failing to lower the limits for drivers under age 21.
Although the purchase of alcohol by underage individuals occurs in on- and off-premises
settings, the enforcement of alcohol control laws has taken place primarily in the latter.
Over-the-counter sale of alcohol to underage customers in the USA appears to be widespread (Preusser & Williams, 1991). Enforcement is lax, with many more actions against
underage drinkers than against outlets (Wagenaar & Wolfson, 1995). It principally takes
the form of infrequent “stings”, in which purchases are attempted by underage customers
working with the police—often underage police. When such enforcement results in wellpublicized action against stores, the result has been a decline in illegal sales (McKnight,
1991). Although not strongly enforced, prohibitions against sales to those under age 21 and
sanctions for possession by the underage individuals have appeared to combine to reduce
signiﬁcantly underage alcohol-related highway deaths. The National Highway Trafﬁc Safety
Administration (NHTSA) reports that the MLDA laws saved 17,000 lives between 1982
and 1997.

Conditions of Sale
Several programs have been introduced to prevent impairment by limiting the locations
and times or the methods by which alcohol may be sold or served to prospective drivers.
McKnight & Streff (1994) found intoxication of patrons to be associated with risky practices, such as selling doubles, triples, and beer by the pitcher. These risky practices include
the hours when alcohol may be sold, the amount of alcohol served (e.g. beer pitchers),
the alcohol content (e.g. doubles and triples), the reduced price promotions (e.g. “happy
hours”), and the price discounts (e.g. two for one). Some measures are introduced at the
discretion of the establishment; others are legislated, generally at the community level. In
the USA, sports facilities have been examined as sources of alcohol-impaired driving. Voas
et al. (1998d) found that 10% of the drivers came from some sporting events, although they
made up only 2% of all over-the-limit drivers. Efforts undertaken at a national level have
succeeded in limiting the sale of alcoholic beverages during sports events, particularly
toward the end, just before patrons drive home. Although formal evaluation has been
lacking, some reduction in beer sales when accompanied by an increase in food and
non-alcoholic beverage sales has been reported (NHTSA, 1986). Other measures that have
been taken to restrict the availability of alcohol more generally, such as limiting the density
of outlets, have been concerned more with the overall consumption of alcohol than with
individual episodes of drinking. Although there is general agreement that availability
effects consumption and, by extension, alcohol problems, it has been difﬁcult to assess the
effect of laws and practices that lower availability (for a review of available studies, see
Gruenewald, 1993.)
Research discloses that a leading source of intoxicated drivers are licensed on-premises
drinking establishments, such as bars and restaurants, with the proportion of arrested
drivers ranging from one-third to half (Wolfe, 1975; Damkot, 1979; Ontario Ministry of
Transport and Communications, 1980; Palmer, 1986; Foss et al., 1990). Rydon, Lang &
Stockwell (1993) studied risk factors associated with drinking leading to a wide range of
harmful incidents (violence, injury, illness) and concluded that “the most signiﬁcant risk
factors were the amount of alcohol consumed and whether obviously intoxicated customers
continued to be served”. What makes a licensed establishment a highly attractive target for
alcohol-impaired driving countermeasures is that the dispensing of alcohol is under the
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control of servers who are sober and, therefore, in a position to identify seriously impaired
drivers.
The early 1980s saw the widespread introduction of programs intended to enable and
encourage those who sell alcohol to withhold it from patrons who are, or might become,
impaired by alcohol. Efforts to gain intervention by sellers have taken two general forms:
legal sanctions against sellers who dispense alcohol irresponsibly, and training programs
that teach sellers how to behave responsibly.
Sanctions against the irresponsible sale of alcoholic beverages has itself taken two forms:
(a) civil liability laws that allow victims of irresponsible service of alcohol to collect ﬁnancial damages from sellers; and (b) alcohol control laws imposing administrative and criminal penalties for the illegal sale of alcohol to the underaged and intoxicated. Alcohol
prevention measures involving licensed establishments have been summarized by Mosher
(1991).

Civil Liability
Laws allowing victims of irresponsible service to collect damages date back to the 1800s
and were enacted primarily to protect wives and children from abuse and neglect resulting from the sale or service of alcohol to an establishment’s patrons. As the arrival of the
automobile shifted the primary locus of harm from the home to the highway, these “dram
shop” laws were increasingly applied to the victims of road accidents. Some jurisdictions
have passed laws speciﬁcally addressing the service of alcohol; other jurisdictions allow suits
to be brought under common liability laws. Yet, still other jurisdictions speciﬁcally exempt
alcohol sellers from liability for damages resulting from the sale of alcohol.
Beyond providing ﬁnancial compensation to the victims of irresponsible alcohol service, dram shop laws are expected to deter such service and the harm it causes. However,
the potential deterrent effect of dram shop laws has been compromised by the extremely
low likelihood of a successful suit being brought and by the protection offered to offending establishments by liability insurance. Holder et al. (1990) pointed out that, “the pooling
of risk can dilute incentives to adopt preventive serving practices”. They noted no
relationship between dram shop law and server training, age checking, or refusal of service. Attempts to evaluate the effect of dram shop law upon accidents are thwarted by
the antiquity if the law, which prevents pre- and post-comparisons, and fundamental
differ-ences among jurisdictions in other alcohol-related measures, which complicate
cross-sectional comparisons.

Alcohol Control Laws
In many jurisdictions, it is illegal to sell an alcoholic beverage to purchasers, including
the underage and the intoxicated, considered to be at risk of injury. Violations can result in
criminal actions and ﬁnes against sellers and administrative action, such as ﬁnes and license
suspensions, against the establishments.
Service of alcohol to already-intoxicated customers occurs almost entirely in onpremises bars and restaurants. Enforcement of laws prohibiting service to an intoxicated
customer is even more rare than enforcement of laws prohibiting sales to an underage customer. Unpublished data collected by Mothers Against Drunk Driving show only one case
of the former for every 15 of the latter. Most actions against servers appear to occur when
the illegal service resulted in some form of harm, rather than from routine enforcement
activity. Effective enforcement requires observing actual service to intoxicated patrons, an
activity that demands more time than mounting a sting. Yet, the impact upon service to the
intoxicated and the incidence of drink–driving can be highly cost-beneﬁcial. An enforce-
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ment activity in which plain clothes ofﬁcers cited licensed establishments that were serving
visibly intoxicated patrons showed a three-fold increase in refusals of service to pseudopatrons simulating signs of intoxication and a one-fourth drop in the percentage of arrested
drivers coming from bars and restaurants (McKnight & Streff, 1994). The savings in
accident costs were estimated at $90 for each enforcement dollar.
The efﬁciency of alcohol-control efforts can be enhanced by focusing enforcement on
establishments that are the most persistent violators. Arrested drivers queried for the
sources of their last drinks can identify the greatest sources of trouble. As early as 1977,
the California Department of Beverage Control undertook a program targeting establishments identiﬁed by motorists convicted of alcohol-impaired driving as sources of their last
drink (Mosher & Wallack, 1979). Presently, several communities, as part of their alcoholcontrol efforts, target establishments that are the last-drink source in information collected
by police or other agencies processing alcohol-impaired drivers.

SEPARATING DRIVING FROM DRINKING
It is possible for individuals to drink heavily and not be exposed to causing alcohol-related
crashes if they do not have access to a vehicle. This reduces the proportion of fatal crashes
that are alcohol-involved in Third World countries where per capita ownership of motor
vehicles is low. In industrialized nations such as the USA, where most drinkers own vehicles, programs directed at separating drinking and drinking and driving offer signiﬁcant
potential for reducing the harm associated with heavy drinking. Such programs generally
fall into three categories: public education efforts to persuade the drinkers themselves to
take steps to avoid driving after drinking; programs to encourage servers, peers and hosts
to prevent intoxicated individuals from driving; and organized efforts by alcohol outlets
and community organizations to make provisions for alternative transportation.

Information and Education
The most direct way of getting drivers to avoid alcohol-impaired driving may be through
the dissemination of information. From the earliest recognition of an alcohol-impaired
driving problem, messages exhorting drivers not to drink before driving or not to drive
after drinking have been delivered through many programs in different forms. The method
of delivery ranges from public information announcements warning, “if you drink, don’t
drive”, to lengthy educational programs addressing all aspects of the issue.

Public Information
Public information about drinking and driving has been distributed to the driving public
through a variety of media including posters; mail-outs; and messages transmitted through
the radio, television and print media as paid advertisements and public service announcements (PSAs), which can be widely distributed at low cost. Although messages crafted
through formative research (Atkin, 1989) inﬂuence knowledge and attitudes, the challenge
is getting the media to disseminate them in places and at times where they will reach the
public. Gaining sponsorship for paid advertisements and the cooperation of news media
seem to offer greater chances of reaching the intended audience. Public information programs disseminating information about drinking and driving have not evidenced a beneﬁcial effect upon alcohol-related crashes (Wilde et al., 1971; Haskins, 1985; Atkin, 1989).
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Detecting the small effect that can be anticipated from the relatively small amount of
information would require a tightly controlled experiment involving many thousands
of drivers—requirements that are largely incompatible.
Where public information has proved most valuable is publicizing alcohol safety
efforts that depend upon public awareness for their implementation. These include: (a)
enactment and heightened enforcement of laws and regulations for which the general
deterrence value obviously depends on public awareness; (b) the availability of alternatives
to driving while alcohol-impaired, including designated driver and safe-ride programs; and
(c) the means by which drivers can check on their level of sobriety–impairment as they
drink. In this context, the role of public information is that of a delivery mechanism for
other countermeasures that are themselves effective in reducing alcohol-related crashes
and violations.

School-based Programs
Most of the educational efforts to prevent alcohol-impaired driving have been within secondary education programs. Few adults enroll in alcohol- or driving-related courses except
when required, doing so because of a trafﬁc offense (see Preventing Recurrence of Drinking and Driving). Driver education courses have devoted up to several classroom hours to
the prevention of drinking–driving among licensed teenagers. Improvements in measures
of knowledge, attitude and self-reported behavior (KAB) have been covered in several
studies summarized by Mann et al. (1986). The use of alcohol-involved crashes or citations
as evaluative criteria is precluded by the small samples involved. One area in which education has been particularly effective among teenagers is intervention in the drinking or
driving of other teenagers at events where alcohol is available. As previously noted,
teenagers, as a group, tend to be more willing to intervene in the drinking of their peers
than are adults, who are typically more reluctant to intrude in the behavior of other adults.
Programs giving instruction and role-playing practice in intervention skills have also shown
KAB improvement.
Much of the development, implementation, and evaluation of educational programs has
taken place in the USA, as an element of secondary school driver education. Two developments over the past decade have diminished the treatment of alcohol-impaired driving
in secondary schools. One is the elimination of driver education from many school systems,
which is the result of a tightened economy. Although alcohol-impaired driving is often
taught in health education courses, it is less extensively treated than in driver education
courses. The second development reducing treatment of alcohol-impaired driving has been
an increase of the legal drinking age from 18 to 21. The fact that secondary school students
cannot drink legally and will not be allowed to for some time has led many to believe that
education in the use of alcohol is unnecessary.

Individual Intervention
Attempts to encourage direct intervention in further drinking or in driving by the alcoholimpaired have been directed toward social hosts, peers and servers of alcohol.

Host Intervention
The 1996 National Roadside Survey (Voas et al., 1998d) revealed that US drivers coming
from the homes of friends accounted for 45% of those with BACs greater than 0.01,
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although making up only 27% of the drivers surveyed. Drinking in private parties is characteristic of drivers who are under age 25, male, unemployed and drinking with others
(Chang & Lapham, 1996). Private gatherings rank second behind licensed establishments
as sources of drivers arrested for drinking, which accounts for about a quarter of all those
arrested for driving while intoxicated (DWI). However, DWIs from unlicensed drinking
locations are relatively more likely to be involved in accidents than those from licensed
establishments (Lang & Stockwell, 1991).
Efforts to ensure responsible service of alcohol by social hosts have lagged behind those
directed at servers in licensed establishments. First, their wide dispersion leaves efforts to
encourage intervention largely to mass media communications. Second, social hosts are not
subject to the same legal sanctions as licensed establishments; service to intoxicated guests
is not a criminal offense. In the USA, 27 states have statutory or case laws making social
hosts liable for injury to third parties, although in more than half the law applies only to
service of minors. However, social host liability suits are rare, and, the public does not
appear to support social host liability.
The literature reveals little effort to develop, conduct or evaluate prevention programs
for social hosts. One program was administered to 271 adults in 18 locations around the
USA and evaluated through pre- and post-measures KAB (McKnight, 1987). The pattern
of behavior change observed was similar to that found among servers; that is, signiﬁcant
gains were being reported in alcohol service practices but not in preparation for or subsequent dealing with intoxicated guests. The analysis of attitudes disclosed a general disinclination of hosts to interfere with the drinking of adult guests. Two inﬂuences were of
concern: appearing to be inhospitable and the belief that interference would lead to resentment and loss of friendship.

Peer Intervention
Efforts to enlist the associates of the alcohol-impaired driver in preventing harm from overdrinking are epitomized by the phase, “friends don’t let friends drive drunk”. The idea of
peer intervention includes both keeping drivers from getting drunk and keeping drunks
from getting behind the wheel. In most drinking contexts, peers are able to observe drinkers
more closely, and thus can recognize the signs of impaired behavior more quickly than
servers or hosts.
Although the concept of peer intervention applies to all drinkers, it has been most
frequently advanced and studied within the underage population, whose drinking tends
to occur surreptitiously in automobiles, remote outdoor locations or homes lacking adult
supervision. Lee et al. (1997) found that, of teenagers who drank, 83% did so in someone
else’s home, 46% outdoors, 41% in a moving vehicle, 38% in their own home and only 22%
in a bar or restaurant. Jones-Webb et al. (1997) found that adolescents drinking in homes
consumed fewer drinks than those drinking in public places, even after controlling for
demographic differences. Wagenaar et al. (1996) found that young people obtained alcohol
primarily through purchases by persons of legal age; purchases by those under the legal
age and home supplies accounted for most of the rest.
The disinclination of adult hosts to intervene in the drinking of other adults does not
appear to be as true of the youths. An evaluation of a secondary school alcohol program
found that those completing the program reported no less drinking-and-driving behavior
than those taking a standard driver education program and a no-treatment control.
However, they appeared to be more likely to intervene in the drinking and driving of their
peers (McKnight et al., 1979). Collins & Frey (1992) surveyed college students and found
that 87% had intervened with someone. The most frequent form of intervention was driving
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others home, followed by preventing them from driving, telling them not to drive, having
someone else drive, offering to follow them, and threatening to prevent them from driving.
Attempts to intervene were successful 80–89% of the time; success did not vary as a
function of gender (same or opposite) or the relationship to an intervener. Similar results
were reported by Monto et al. (1992), who found that two-thirds of the college students
had intervened with others; the incidence of intervention was unrelated to gender, age or
race.
Peer intervention instruction has been evaluated through a random experiment. The
treatment group was given an alcohol segment containing the peer intervention program,
and the control group was given an alcohol program of equal length but without intervention instruction (McKnight et al., 1984). Although pre-post knowledge gains were found
for both groups, attitude and enduring intervention behavior change were found only
among students receiving intervention training.

Server Intervention
The 1980s saw the rise of server training as a way to reduce the harm resulting from
irresponsible service of alcohol. Typically, training programs for wait-persons and bartenders take only a few hours and address: (a) the safety, health, and economic problems of
irresponsible service; (b) the laws and regulations governing service; (c) the prevention
of alcohol problems through better serving practices, age identiﬁcation and alternative
beverages; and (d) the prevention of impaired driving by identifying impairment, refusing
service and providing transportation. Programs for managers also included instruction
in promotion, service and transportation policies. By 1990, server training had become
something of a cottage industry. The early history and development of programs has been
extensively reviewed by Christy (1989).
The effectiveness of server training has been evaluated by Russ & Geller (1986);
Gliksman & Single (1988); Mosher et al. (1989); McKnight (1991); Howard-Pitney et al.
(1991); Rydon, Lang & Stockwell (1993); Rydon et al. (1996); and Saltz & Stanghetta (1997).
Most programs have led to signiﬁcant improvement in server knowledge and attitude, as
well as intervention in the form of discouraging overconsumption and encouraging alternative beverages. Improved management practices have included not permitting multiple
drink orders, requiring individual drink requests rather than “rounds”, and limiting the
number of drinks available at last call. However, success in reducing the risk of
drink–driving has not been forthcoming. Service to intoxicated patrons and “pseudopatrons” simulating signs of intoxication has not been signiﬁcantly reduced. These outcomes
contrast markedly with those achieved through enforcement of alcohol control laws.
Obstacles to intervention by servers are formidable, including difﬁculty in observing
signs of intoxication while busily engaged in talking and delivering (McKnight, 1991),
conﬂict with a service orientation and possible loss of patron gratuities, patron persistence
in seeking service and the “customer is always right” tradition, and frequent lack of management support. Countering these disincentives to intervention requires strict enforcement of alcohol control laws. One of the few programs to evidence a beneﬁcial effect was
carried out by a Navy NCO club where tight management control could be exercised (Saltz,
1986).
Despite the lack of demonstrated effectiveness, a number of jurisdictions have mandated
the training of servers as a condition of licensing. The results have been no more encouraging than those of optional training. Molof & Kimball (1994) found no apparent change
in the rate of drinking or the mean BAC or percentage of patrons with BACs greater than
0.10 associated with the Oregon mandatory training law. However, legislation mandating
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server training has generally been tied to a reduction in licensee liability for damages resulting from illegal service by trained servers. To the extent that it relieves management of
liability for harm resulting from illegal and harmful service, it cannot be viewed as a step
toward the responsible sale of alcohol.

Alternative Transportation Programs
Drivers who are too impaired to operate a motor vehicle safely must ﬁnd another way to
get home or to another destination. Two forms of alternative transportation are designated
driver programs and ride programs.

Designated Driver Programs
Any vehicle driven to a drinking event is a potential source of alcohol-impaired driving.
McKnight et al. (1995) conducted in-depth interviews of 600 individuals convicted of
drink–driving and retraced the decisions involving the event leading to their arrest. They
found that once the individuals left home, impaired driving became almost inevitable. This
ﬁnding indicates the importance of having a designated driver available when the possibility of heavy drinking exists. National surveys reveal that most Americans are aware of
the designated driver concept and that 93% reported that using a designated driver is good
or excellent idea (Winsten, 1994). Roadside surveys conducted in 1986 and 1996 found that
the proportion of drivers acting as designated drivers had increased from 5% to 25% (Fell,
Voas & Lange, 1997). In a telephone survey, Lange, Voas & O’Rourke (1998) found that
only 15.3% of their respondents were unfamiliar with the “designated driver” term.
However, the deﬁnition offered by 25.9% of those familiar with the term did not require
a designated driver to be identiﬁed before the planned drinking event or to avoid consuming alcohol during the event. Apsler, Harding & Goldfein (1987) conducted a national
study of commercial establishments that claimed to have designated driver programs that
offered free soft drinks to the designated drivers and found participation by drivers to be
low. The study of decisions leading to alcohol-impaired driving by McKnight et al. (1995)
showed that many who agree to serve as designated drivers renege after drinking, even
though it means riding with a drunk driver.
Some have expressed concern that the presence of a designated driver might encourage
the owner-drivers to drink more than they would otherwise, making them a greater danger
if either they or the designated drivers change their minds. Apsler et al. (1987) could not
determine if the presence of a designated driver resulted in increased drinking by peers
or if the reported designated drivers actually did the driving. In a later study, Harding &
Caudill (1997) found drinkers reporting small, but signiﬁcant, increases in consumption
when drinking outside the home when with a designated driver. Therefore, it would appear
that a designated driver program is not as effective as a countermeasure for preventing
alcohol-impaired driving as originally envisioned. It seems to work best when designated
drivers are non-drinkers and drive their own cars to drinking events, thus helping to ensure
that they will indeed do the driving.

Safe Ride Programs
Several communities have organizations that provide free rides largely to individuals who
drive while being alcohol impaired. Harding, Apsler & Goldfein (1988) surveyed 335 ride
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services in response to calls from their passengers or the drinking establishments serving
them. They found the biggest obstacle to be the inability of more than 15% of these programs to transport the driver’s vehicle. Drivers were reluctant to leave their vehicles behind
or return to the drinking location to collect their vehicles. The literature failed to assess
their value in reducing alcohol-impaired driving, including whether or not their availability increased consumption among potential clients. Ross (1992b) has suggested that one
approach to individuals could be to provide them with free taxi rides to drinking establishments.This would ensure their inability to drive away and, consequently, a heavy drinker
would be forced to ﬁnd alternative transportation to return home, as the vehicle would not
be at the drinking location.

REMOVING THE IMPAIRED DRIVER FROM THE ROAD
The historic area for action to reduce alcohol-related crashes has been the enforcement by
the police of impaired driving laws. British laws against driving horse-drawn carriages
existed in the nineteenth century. US laws against drink–driving were enacted at the end
of the ﬁrst decade of the twentieth century. Initially, enforcement duty fell on all police
ofﬁcers. As the number of vehicles on the roadways increased and the trafﬁc laws
multiplied, however, the larger urban departments began to establish trafﬁc divisions with
speciﬁc responsibilities to supervise driver compliance with trafﬁc regulations. In the 1950s
and 1960s, as the role of alcohol in the most serious crashes came to be recognized, some
departments formed special drink–driving enforcement units. This specialization became
more necessary as the impaired driving laws became more complex and the technology of
detection and blood alcohol concentration testing became more intricate.

Enforcement Methods
The immediate goal of enforcing alcohol-impaired driving laws is to remove dangerous
drivers from the road. However, the ultimate objective is to deter potentially impaired
drivers from driving after heavy drinking. Deterrence depends upon both an effective
enforcement system and sufﬁcient media coverage to make the public aware of the enforcement effort, which is discussed below. A new enforcement science has developed that
focuses on: (a) identifying vehicles driven by impaired drivers; (b) detecting signs of drinking; (c) measuring impairment; and (d) measuring BAC levels.

Identifying Vehicles Driven by Impaired Operators
Current roadside breath-test surveys indicate that approximately 17% of drivers on
weekend evenings in the USA have been drinking and 8% have BACs greater than 0.05,
making them potentially liable to arrest for impaired driving (Voas et al., 1998d). The ﬁrst
problem for enforcement is to identify the vehicles driven by the over-the-limit drivers. Traditionally, trafﬁc patrol ofﬁcers come across drinking drivers in the course of enforcing
speeding and other trafﬁc regulations. However, without specialized training, they generally miss half or more of the high-BAC drivers with whom they come in contact (Taubenslag
& Taubenslag, 1975). Consequently, apprehension rates are low. Borkenstein (1975) estimated that drivers with BAC greater than 0.10 were apprehended only once in 2000 trips
by ofﬁcers trained to detect the special impaired driving cues developed by the NHTSA.
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Where high-intensity DUI enforcement operations involving special patrols of specially
trained ofﬁcers are implemented, the apprehension rate rises to about 1 in 300 trips (Voas
& Hause, 1987; Beitel, Sharp & Glauz, 1975).

Sobriety Checkpoints
Another approach to contacting impaired drivers is random stopping and assessment
of every driver using the road at times and locations where drinking and driving is common. In this procedure, drivers are stopped at random and the ofﬁcer conducts a brief interview at the driver’s window to determine whether there is evidence of drinking. If such
evidence is detected, the driver is invited out of the vehicle for further observation. In
Australia and Sweden, this random-stopping procedure is coupled with an immediate
screening breath test that all motorists are required to provide. In the state of Victoria,
large bus-like mobile units are stationed at checkpoints. These units provide facilities in
which breath tests can be administered to two or more suspects at a time, and initial paperwork can be done on those drivers who are over the limit. This Australian random-testing
procedure has been shown to be effective in reducing alcohol-related crashes (Homel, 1988;
Homel, McKay & Henstridge, 1995; Span & Stanislaw, 1995).
In the USA, the Fourth Amendment to the US Constitution precludes random stopping
except in structured checkpoint operations. However, even in such operations, the Fourth
Amendment is currently interpreted as precluding mandatory breath testing of all individuals stopped. Therefore, a behavioral element is a part of the decision-making process
at American checkpoint operations. By surveying drivers passing through checkpoints,
Lund & Jones (1987), Ferguson, Wells & Lund (1993) and Wells et al. (1997) have found
that ofﬁcers miss as many of 50% of the drivers who have BACs higher than the 0.10 limit,
partially because of the relatively brief 30–60 second interview permitted at the checkpoint.
Despite this limitation, research has clearly demonstrated that, in the USA, checkpoints
are effective in reducing alcohol-impaired driving crashes (Ross, 1992a; Levy, Shea & Asch,
1989; Foss et al., 1997; Lacey, Jones & Fell, 1997; Voas, Rhodenizer & Lynn, 1985; Stuster
& Blowers, 1995).
The impact of this checkpoint technique on drinking-and-driving accidents throughout
the USA has been generally limited because sobriety checkpoints are viewed by enforcement agencies as expensive and complex to mount (Ross, 1992a). However, Stuster &
Blowers (1995) have demonstrated that checkpoints employing relatively few ofﬁcers (four
to six) can be as effective as the much larger checkpoints that are normally mounted. Most
communities should be able to use small checkpoints at least once or twice a month.
Currently, however, checkpoints are primarily mounted three or four times a year during
national holidays. In states such as California, Tennessee and North Carolina, where the
state police assist communities in operating several checkpoints each month throughout
the year, there is considerable evidence of their effectiveness (Lacey et al., 1997; Foss
et al., 1997; Stuster & Blowers, 1995).

Detecting Impairment
In Australia and Sweden, any driver stopped can be tested for alcohol (Homel, 1988). In
Britain, drivers can be tested under three conditions: when in a crash, when committing a
trafﬁc offense, or when an ofﬁcer suspects drinking. Ross (1973), in a detailed study of the
British Road Safety Act, indicated that this procedure was highly effective in reducing
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nighttime crashes. In the USA, whatever the reason for stopping the vehicle, the ofﬁcer
must have probable cause to believe the driver is impaired before requiring a BAC test.
This is a three-step process: (a) assessment for visible signs of drinking; (b) a sobriety test;
and (c) a chemical test.

Visible Signs
The ﬁrst step in the measurement process involves a brief interview of the driver in his/her
vehicle, during which an ofﬁcer makes an initial determination as to whether the driver is
likely to be impaired. The research literature does not encourage conﬁdence in the ability
of people to correctly estimate alcohol impairment in relation to legal BAC limits. Physicians examining suspected drinking drivers in Scandinavia identiﬁed as impaired only about
50% of those with BACs greater than 0.10. Studies by Langenbucher & Nathan (1983) and
Pisoni & Martin (1989) showed only police ofﬁcers to be reasonably accurate in classifying drinkers in terms of impairment. Work by Pagano & Taylor (1980), Taubenslag &
Taubenslag (1975), Vingilis, Adlaf & Chung (1982), Jones & Lund (1985) & Compton
(1985), by contrast, found that even the police were highly inaccurate.
Teplin & Lutz (1985) developed a scale for using observable signs to enable hospital
staff to judge the presence of alcohol in accident victims arriving at emergency rooms. They
found a correlation of 0.83 between the number of signs observed and BAC level. Use of
prescribed cut-off points yielded probabilities of correctly identifying impaired victims
ranging between 0.72 and 0.87. Much of the correlation reported came from accuracy identifying victims with very high blood alcohol levels. McKnight et al. (1997) undertook a study
in which 1250 drinkers with 0.08–0.12% BAC were judged by casual observers in social situations. Observers correctly identiﬁed alcohol-impaired drinkers (>0.04), true positives,
over half the time, and misidentiﬁed the unimpaired as impaired, false positives, about a
quarter of the time. Those trained in using cues and observing only a few drinkers at a time
were the most accurate. In judging intoxication (BAC > 0.08%), observers were as
accurate, but more conservative, with true positives at slightly more than 50% and false
positives less than 10%. Cues of intoxication were slurring of speech, fumbling objects,
sloppy appearance and clothing, rudeness, hostility and stumbling, in order of increasing
impairment.

Sobriety Tests
Once an initial determination has been made that the driver may be impaired through an
interview at the driver’s window, the ofﬁcer invites the driver out of the vehicle to conduct
a set of “sobriety tests”. For decades, police have used a variety of performance tests to
assess the degree of impairment for drivers suspected of alcohol-impaired driving. The
admissibility of these tests as evidence relied entirely upon court acceptance of their
validity as indices of inability to drive safely. A set of Standardized Field Sobriety Tests
(SFSTs) was developed in the NHTSA by Tharp, Burns & Moskowitz (1981), based upon
measured relationships between performance on various tasks and measured blood alcohol
level. The three tests showing the most reliable relationships are: (a) the horizontal gaze
nystagmus (HGN) test, a method for observing the irregularities in pupillary motion of the
eye tracking a stimulus moving horizontally across a ﬁeld of view; (b) the walk-and-turn
(WAT) test, which determines the ability of an individual to remember directions, walk a
straight line and execute a turn in place; (c) the one-leg-stand (OLS) test, which determines
the ability of an individual to count in a prescribed manner while maintaining balance on
one foot.
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The US government funded the training of ofﬁcers throughout the country in using these
standardized tests. Several studies have indicated that they are useful to the police in apprehending impaired drivers (Burns & Dioquino, 1997; Anderson, Schweitz & Snyder, 1983).
These tests play two roles in drink-driving enforcement. First, they provide probable cause
to require a breath test, which is considered more intrusive than a sobriety test. Second,
they provide evidence of impairment when suspects refuse to take a breath test, results of
the breath test are challenged, or the defense claims that the results of the breath test do
not provide a true indication of impairment.
Of the three SFST measures, HGN is by far the most reliable indicator of blood alcohol
level and the only one that can identify drivers just above the statutory limits of 0.08% and
0.10% (Perrine et al., 1992). Moreover, it is the primary measure with any validity in identifying drivers at the low BACs, including the 0.04% level imposed on drivers of commercial vehicles and the even lower levels called for under “zero tolerance” laws (McKnight
et al., 1997).

Chemical Testing
For the ﬁrst half of the twentieth century, the primary basis for convicting operators
of driving while impaired was through the testimony of the arresting ofﬁcers regarding
their appearance and behavior. However, since World War II, a movement has grown based
on the work earlier in the century of Widmark (1932) to deﬁne the offense in terms of
blood alcohol concentration. The ﬁrst country to do so was Norway in 1936, which deﬁned
the impaired driver offense as operating a vehicle with a 0.05 BAC (Voas, 1982). This
per se deﬁnition of the impaired driving offense has gradually been adopted by
European nations, the USA and Austria over the last 30 years. The ability to use a particular BAC limit as a deﬁnition of impaired driving depended upon the development of
accurate and inexpensive methods to measure blood alcohol levels. Initially, BACs were
measured either in blood or in urine. However, the development of an inexpensive breath
test device, the “Breathalyzer”, by Borkenstein & Smith (1961) in the 1950s (which could
be operated by police ofﬁcers with minimal training) increased the availability and ease
of BAC measurement and extended the utility of the per se deﬁnition of impaired driving.
Initially, the breath test was primarily used in the USA, with Europe continuing to use
blood samples.
A signiﬁcant advance occurred in the mid-1960s, with the development of disposable breath-test devices that could be used by the police in the ﬁeld. This permitted Sweden
to initiate its innovative program of sobriety checkpoints, where drivers were stopped
at random and tested using these disposal devices. Field units using either a semiconductor or a fuel cell sensor were developed in the early 1970s. These permitted an even
more convenient and accurate method of breath testing, using small hand-held units about
the size of a cigarette package, which police could use in the ﬁeld (Moulden & Voas, 1975).
The availability of these devices made programs such as the Random Testing in Australia
possible.
A ﬁnal technological development in the breath-testing ﬁeld was the production of
passive breath test units, which could be integrated with police ﬂash lights to allow ofﬁcers
to rapidly screen motorists at the roadside (Voas, 1983; Lund & Jones, 1987).Thus, in current
enforcement, three types of breath-test devices can be distinguished: (a) evidential test used
to collect data for presentation in court; (b) preliminary breath tests used by ofﬁcers in the
ﬁeld to conﬁrm that drivers are over the limit before taking them to the police station for
an evidential test; and (c) passive sensors used by ofﬁcers early in their investigation to
determine whether there is evidence of heavy drinking.
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Evidentiary Breath Testers (EVTs)
If there is probable cause to suspect that a driver is over the limit, the individual may be
taken to the police station for an evidential breath test. These semi-automatic test devices
are generally set to perform a calibration, take two breath samples and print the result. In
the USA, the NHTSA has established model speciﬁcations for these devices (NHTSA,
1992). The operator must ensure that the suspect takes nothing into his/her mouth for 20
minutes before the test. The operator must also inform the suspect before the test that
refusal will result in license suspension.

Preliminary Breath Testers (PBTs)
PBTs are small hand-held units that can be carried in the ﬁeld by police ofﬁcers and used
to measure BACs. These devices assist the police in determining whether there is probable
cause to arrest a potential offender to then be arrested and taken to the police station for
an evidential test. These devices have proved to be accurate evidential breath-test machines
used for collecting court data (Frank & Flores, 1989). Distribution of preliminary breath
testers to police ofﬁcers has been shown to increase the number of arrests of alcoholimpaired driving offenders. An econometrics study by Saffer & Chaloupka (1989) showed
that states with PBT had lower alcohol-related fatality rates than did states without these
laws.

Passive Alcohol Sensors (PASs)
Since evidential and preliminary breath testers insert a small tube into the mouth to collect
the sample, their use is generally viewed as a “search” under the US Constitution and, therefore, must be “reasonable”. This means that the ofﬁcer must suspect drinking and have
probable cause to arrest the offender before requiring either an EVT or a PBT. The PAS,
on the other hand, collects expired air from 2–6 inches in front of the driver’s face. This
expired air is mixed with ambient air, so the measurement lacks precision; however, it is
reasonably sensitive to the presence of alcohol (Voas, 1983). The ability of police ofﬁcers
to detect drinking through their sense of smell is limited by the fact that ethanol, the active
impairing drug, is essentially odorless. What the nose detects is the additional substances
in different types of drinks (e.g. Bourbon, Scotch, vodka), their special tastes. Further, olfactory sensitivity varies considerably among ofﬁcers. As a result, passive sensing can be useful
for detecting drinking when ofﬁcers have limited contact with the driver, such as at checkpoints, or when enforcing zero tolerance laws where low BACs must be detected. Farmer
et al. (1999), in the 1996 National Roadside Survey, demonstrated that using a passive
sensor on randomly stopped nighttime drivers detected 37% of the drivers with BACs
between 0.05 and 0.08, 63% of the drivers with BACs between 0.08 and 0.10, and 73% of
the drivers with BACs of at least 0.10. Since, as noted above, ofﬁcers typically miss 50% of
the drivers with BACs greater than 0.10 at checkpoints, passive sensors offer the possibility of increasing signiﬁcantly the detection rates in such operations.

BAC Limits
In most countries, the police have the right to require the driver to take a breath test if
they have stopped the vehicle legally. In the USA, however, the Fourth Amendment
requires that “searches be reasonable”. Therefore, an ofﬁcer can require a driver to provide
a breath sample for a BAC test only if he/she has probable cause to make an arrest. If there

270

A.J. MCKNIGHT AND R.B. VOAS

is probable cause, the US Supreme Court in the Smerber vs. California case determined
that a chemical test involved the collection of physical evidence and, therefore, could be
forced on the driver. However, most police departments did not want to get involved in
restricting offenders and forcibly taking blood samples. Therefore, “implied consent” legislation was passed by the states under which drivers implicitly agreed to submit to a measure
of their blood alcohol when they accept a license to drive. This allows the Department of
Motor Vehicles to suspend that driver’s permit if he/she refuses to take the test. The signiﬁcance of the EVT was further enhanced when 40 states adopted the administrative
license revocation (ALR) laws. The ALR laws provide that, if a breath test is taken and
found to be higher than the state BAC limit, the offender will also have his/her license
administratively suspended.
The speciﬁc levels that deﬁne the maximum BAC at which one may legally drive vary
considerably from one country to another, as well as between jurisdictions within some
countries. For example, in North America and some European countries, the legal limit is
relatively high, 0.08–0.10%. In Australia, New Zealand and some Scandinavian countries,
0.05% is the legal limit. A review by Moskowitz, Burns & Williams (1985) revealed that
alcohol impairment begins at as little as a 0.02 BAC. Analyses of roadside survey and crash
data by Zador (1991) and Hurst (1973) have shown that at a BAC of 0.05 or greater, there
is a signiﬁcant increase in the risk of involvement in an alcohol-related fatal crash. However,
only about 10% of fatal crashes in the USA involve BACs of less than 0.10 (NHTSA, 1998).
Blood alcohol concentrations above this level account for most of those at a highly elevated relative risk and also the largest numbers of alcohol-related fatalities.
A recent trend in the USA has been to establish lower BAC limits for youthful drivers.
These so-called “zero tolerance” laws make it illegal for those under age 21 to operate a
vehicle with any alcohol in their systems. Reductions in nighttime single-vehicle accidents
following passage of zero tolerance laws have been reported (Blomberg, 1992; Hingson,
Heeren & Winter, 1994; Hingson, Heeren & Morelock, 1986; Hingson et al., 1991; Voas,
Tippetts & Fell, under review). However, the extent to which the laws are actually enforced
is open to question. Very low BACs rarely evidence themselves in observable driving behavior; therefore, few arrests appear to occur at low levels. Voas, Lange & Tippetts (1998a)
found that police principally used the zero tolerance law in the state of California to cite
young drivers over the adult limit. Thus, the total number of drinking and driving arrests
showed only a small increase. Further, there was little evidence that young drivers targeted
by the law perceived a signiﬁcant increase in risk of apprehension. Still, the California zero
tolerance law was associated with a decline in the number of underage drinking drivers in
fatal crashes—possibly because the law changed peer attitudes regarding drinking and
driving.

Media Advocacy
It is generally accepted that new laws and enforcement programs must be publicized to be
effective. If the public is unaware of a change in the law or an increase in its enforcement,
it is unlikely that it will effect their drinking and driving.
Studies such as that by Blomberg (1992) and Voas & Hause (1987) in Stockton, California, demonstrated that publicity doubled the impact of new laws and new enforcement
efforts. Two types of approaches have been used to publicize special programs or laws.
The traditional approach to publicizing new laws has been to create public service
announcements (PSAs) through a series of steps: (a) identifying the target group at which
the law or program is aimed; (b) identifying the media that reaches that target group; (c)
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developing an appeal that will gain the attention of the target group (such as well-known
athletic ﬁgures); and (d) creating a message that is to be conveyed. The strength of this
approach is it provides relatively professional, high-quality messages. Its weakness is that
the station manager must be persuaded to run the PSAs at times when the target audience
is likely to be watching. This may require considerable effort by community public relations personnel.
A more recent alternative is to apply “media advocacy” procedures, which begin with
the collection of data relevant to a community, such as the number of drivers killed in the
last year. Community spokespersons announce the information at news conferences. This
interesting new information is released to the media through community leaders. The
appearance of these leaders on local television or in local newspapers serves to persuade
the public that the issue is important in their community and that action is supported by
the local leadership. Appearing on television and in local papers serves to commit the
participating leaders to the prevention program and facilitates recruiting them into the
community coalition dealing with the problem. This process is also designed to motivate
action organizations, such as the police, by featuring ofﬁcers and police chiefs in news events
and having community spokespersons praise the department, indicating the importance
of the department’s enforcement actions. Thus, although the media advocacy effort ultimately delivers a message to the drinking driver target group, in the process it also helps
to organize and empower community leaders to take action to support the program. A
community-wide media program described by Holder & Treno (1997) provided a demonstration of this process.

PREVENTING RECURRENCE OF DRINKING
AND DRIVING
Once impaired drivers have been identiﬁed and removed from the road, it is possible to
move from the general deterrence aimed at all operators on the highway to speciﬁc deterrence, using remedies frequently tailored to the characteristics of an individual driver and
his/her offense. Three general areas of action can be distinguished: (a) applying traditional
penalties such as jail and ﬁnes, directed at causing sufﬁcient discomfort to deter the individual from repeating the offense; (b) suspending the driver’s license to prevent future
drinking and driving; and (c) requiring attendance at treatment or educational programs
directed at assisting the offender to avoid future impaired driving and promoting recovery
from dependence on alcohol. Because a drinking–driving conviction allows the state to
identify high-risk drivers, and because it brings these drivers under the control of the courts,
communities are presented with a special opportunity to attack the impaired-driving
problem. Unfortunately, in the USA, most current remedial programs have shown limited
success, as one-third to one-half of the drivers convicted of impaired driving repeat the
offense.

Speciﬁc Deterrence
Traditional penalties, such as jails and ﬁnes, have generally been justiﬁed on two bases:
(a) a general deterrent effect on those not yet convicted of impaired driving; and (b) a
speciﬁc deterrent effect on offenders currently suffering the penalties by promoting
avoidance of future offenses. Because of these two bases for justifying traditional penalties, arguments over sanctions are often confused by the conﬂicting opinions of those focus-
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ing on general, as compared to speciﬁc, deterrence. A further confusion is presented by the
interests of the government and the courts in using ﬁnes to promote “self-sufﬁciency” in
the criminal justice effort by paying for such activities such as breath tests, police patrols
and court expenses.

Jail Sentences
There is limited evidence for the general deterrent effectiveness of jail sentences for reducing impaired driving by the public as a whole (Nichols & Ross, 1989; Zador et al., 1988;
Jones et al., 1988). However, there is little evidence that this sanction has a speciﬁc
deterrent effect on the offenders who are actually incarcerated (Voas, 1986; Simpson,
Mayhew & Beirness, 1996). Moreover, its use for DWI offenders is limited by the cost of
incarceration and overcrowded jails (Voas, 1985). Nevertheless, the availability of jail
sanctions is an important motivational tool for the courts. It provides a penalty for failure
to conform to the probation requirements established by the court (Voas et al., 1999).
Lower cost, alternative conﬁnement procedures, such as electronic house arrest, have been
shown as ineffective in reducing recidivism (Jones et al., 1996). Finally, the authority to
impose a jail sanction may provide the legal basis for referring offenders to residential treatment programs. Programs such as the DWI Center in Prince Georges County, Maryland,
have signiﬁcantly reduced DWI recidivism in ﬁrst and multiple offenders (Voas & Tippetts,
1990).

Fines
Other than an early report by Homel (1988) in Australia, there is no reliable evidence that
ﬁnes have any general or speciﬁc deterrent effect on impaired driving. However, they can
play an important role in helping to ﬁnance some essential enforcement activities such as
breath testing. Yet, many ﬁnes are either uncollected or paid over a long time as courts tend
to accept defendant pleads that they are either indigent or do not have the funds to pay
the ﬁnes. Further, ﬁnes are frequently waived to allow the offender to pay for the required
treatment program.

Offender Remediation
A variety of programs have been developed and administered to cope with alcoholimpaired driving. For the lack of a better term, “remedial” will be applied to the educational, counseling and treatment programs designed to deal the population of drivers found
guilty of alcohol-impaired driving.

Assessment
Convicted drinking drivers in the USA represent a heterogeneous group (Perrine, Peck &
Fell, 1989). Some offenders can be classiﬁed as high-risk drivers who drink; others might
be classiﬁed as problem drinkers who drive. It has been hypothesized that some ﬁrst offenders are apprehended for drink–driving because they lack an understanding of the effect of
alcohol on performance and they lack knowledge of the law. Other offenders are apprehended principally because they are addicted to alcohol and have little or no control over
their drinking. Because of wide variations in the characteristics of ﬁrst offenders, courts
have established the capability to conduct presentencing investigations, using interviews
and brief questionnaires to separate ﬁrst offenders into two broad classes: social drinkers
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and problem drinkers. Those identiﬁed through this assessment process as social drinkers
are assigned by the courts to a relatively brief educational program involving 10–12 hours
of instructions over 3–4 weeks. Offenders assessed to be problem drinkers are assumed to
have limited conscious control of their drinking; therefore, they require intensive treatment
to overcome their alcohol abuse or dependence problem (Wells-Parker & Popkin, 1994).
Several reviews of the assessment instruments used in this process have demonstrated that
they are reasonably accurate in discriminating between social and problem drinkers
(Popkin et al., 1988; Lapham, Skipper & Simpson, 1997).

Education and Counseling
Drivers not previously found guilty of an alcohol offense are generally given the opportunity to participate in programs involving some combination of education or counseling to
avoid or shorten the period of license suspension. Perhaps the ﬁrst well-documented remedial effort designed to deal speciﬁcally with alcohol-impaired driving was that reported by
Steward & Malfetti (1970). Although the substance of education and counseling programs
varies from one program to another, the most common focal points are: (a) the effects of
alcohol—from its general effect upon health and everyday functioning to its speciﬁc effects
upon safe operation of motor vehicles; (b) the relationship between amount and rate of
consumption to the blood alcohol level and impairment; (c) the laws governing drinking
and driving and the sanctions for which violators are at risk; and (d) the inﬂuences that
lead to heavy drinking and ways of neutralizing them.
The effectiveness of various court-mandated remedial programs in reducing drink–
driving recidivism among DUI offenders has been extensively studied. The results of these
studies have been reviewed and synthesized (Voas, 1972; Struckman-Johnson & Mushill,
1976; Swenson & Clay, 1977; Mann et al., 1983). These reviewers found that, although most
of the studies faced serious methodological problems that undermined their conclusiveness, certain programs evidenced some small impact upon recidivism when compared with
the absence of any program.
The alternative to education and counseling programs is generally suspension of licenses.
McKnight & Voas (1991) found that without some form of education, counseling or treatment program, the effects of suspension upon alcohol-impaired driving lasted only as long
as the driver was incapacitated by the license suspension. Further, this could be attributed
to a reduction in driving exposure rather than any selective effect upon drink–driving itself.
An extensive meta-analysis of 215 independent evaluations of remedial programs by WellsParker et al. (1995) found remedial programs yielding an average reduction of 8–9%, both
in recidivism for alcohol-impaired driving offenses and in alcohol-related accidents. Alternatively, licensing sanctions alone “tended to be associated with reduction in occurrence
of non-alcohol . . . crashes”. The effects of the individual interventions could not be readily
differentiated because the evaluations addressed varying combinations of remediation.
Moreover, the populations addressed varied considerably from one intervention to another.
However, educational programs for ﬁrst offenders predominated.

Treatment
Historically, ﬁrst offenders were considered candidates for education and counseling, with
treatment being considered only after two or more convictions. More recently, however,
many jurisdictions are providing assessment programs in which drivers are screened at the
outset to determine the nature and extent of their drinking problem. The requirements of
effective treatment for alcohol dependency goes beyond drink–driving and is addressed
separately in another chapter of this volume.
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For many, alcohol-impaired driving is a symptom of a more fundamental alcohol
dependency. Recognition that many convicted drink–drivers exhibit drinking problems
and are alcohol-dependent dates back to the late 1960s (Waller et al., 1967; Selzer et al.,
1967). Successful treatment of alcohol-dependent drivers requires a more intensive and
extensive form of remediation than education or counseling. Where education and
counseling generally focuses upon separating drinking from driving, treatment addresses
the use of alcohol itself. Indeed, a large segment of the patient population being treated
for alcohol dependency has entered treatment because of an alcohol-impaired driving
conviction.

Incapacitation
Although most drivers in fatal crashes do not have records of alcohol-impaired driving,
being convicted of a prior offense raises the risk of being involved in an alcohol-related
fatal crash (Simpson et al., 1996; Hedlund & Fell, 1995). Preventive efforts directed toward
previous offenders can use sanctions to limit driving, including license suspension and revocation, vehicle impoundment and jail. Although the immediate effect of these sanctions is
to reduce driving, they are also expected to create an unpleasant condition that deters
future alcohol-impaired driving. In addition, participation in the remedial programs
discussed earlier is often motivated almost entirely by the requirement to complete such
programs as a condition for relief from sanctions.

License Actions
Research supports for the effectiveness of license suspension as a way to reduce DWI
recidivism and alcohol-related crashes among individuals convicted of impaired driving
(Peck, Sadler & Perrine, 1985; Nichols & Ross, 1989; McKnight & Voas, 1991; Ross, 1992a).
This action is, however, only partially effective because the effects of suspension are generally conﬁned to the period of the suspension itself, and for ﬁrst offenders these periods
are usually relatively short. A second offense is considered indicative of a fundamental
alcohol problem and is typically accompanied by a much longer suspension. Further, multiple offenses can result in revocation of the driver’s license, thus requiring drivers to seek
licenses as new drivers. Yet even the longer suspension and revocation periods may not
be sufﬁcient to provide an opportunity for treatment interventions to have an impact on
impaired driving.
Driving on a suspended license is common because it cannot be detected by the police
unless drivers are apprehended for another infraction. It estimated that up to 75% of
US drivers suspended for DWI continue to drive to some extent (Nichols & Ross, 1989;
Ross & Gonzales, 1988). Where special insurance coverage is required for license reinstatement, it is common for drivers to continue operating on a suspended license rather
than seek reinstatement (Voas & Tippetts, 1996b). However, a combination of reduced
and/or more careful driving leads to lower accident and recidivism rates for drivers on
suspension (Blomberg, Preusser & Ulmer, 1987; Voas, Tippetts & Taylor, 1998c; Voas &
Tippetts, 1996a).
Many states offer drivers the opportunity to regain licenses before the end of a suspension period where the suspension would cause a hardship. Popkin et al. (1983) found
that, as might be expected, drivers receiving hardship licenses had a higher incidence of
accidents and violations than those not legally permitted to drive. Voas & McKnight (1991)
found that the availability of a hardship license had little effect in reducing the general
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deterrent value of the license suspension penalty. A study by Wells-Parker & Cosby (1987)
revealed that the hardship imposed by suspension rarely involved loss of employment.
However, the net effect of hardship licensing depends upon the balance between the
costs of higher accident rates and the beneﬁts of increased mobility, a trade-off not yet
calculated.

Administrative License Suspension
It is well established that the deterrent effect of any penalty is beneﬁted by certainty and
immediacy (Ross, 1984). License suspension through the court system often involves extensive delay of, and frequently escape from, adverse consequences. To overcome this problem,
many jurisdictions have passed laws allowing the drivers’ licensing agency to suspend
licenses administratively for drivers showing blood alcohol levels greater than the legal
limit. Forty of the 50 states in the USA have enacted what has come to be known as Administrative License Revocation (ALR) laws, although licenses are typically suspended rather
than revoked. Some jurisdictions allow police to conﬁscate licenses on the spot and others
require an action by the Department of Motor Vehicles. In some jurisdictions, the suspension is immediate; in others, the drivers are permitted to continue driving for a short period.
Based on a decision of the US Supreme Court, all ALR laws require that offenders have
the opportunity to request a hearing.
Zador et al. (1988) and Klein (1989) have demonstrated that the ALR law has a general
deterrent effect, as evidenced by a reduction in alcohol-impaired driving offenses among
the general driving public following passage of laws. Voas et al. (1998c) and Beirness et al.
(1997) have shown that ALR laws have also reduced recidivism among convicted alcoholimpaired driving offenders. Zobeck & Williams (1994) reviewed 46 studies on administrative license suspension as part of a meta-analysis of literature on the effects of
alcohol-impaired driving control efforts, and found an average reduction of 5% in alcoholrelated crashes and a reduction in fatal crashes of 26%.

Vehicle Actions
There is considerable evidence that, in the USA, efforts to prevent high-risk, impaired
driving offenders from driving on public roads by suspending their driving privileges are
failing. Evidence of this is shown by the large number of suspended drivers who are apprehended while operating a vehicle illegally and who do not reinstate their licenses when eligible to do so. The Department of Motor Vehicles in California estimates that there are
close to 1 million suspended drivers in that state and that only 16% of the suspended drivers
attempt to reinstate their licenses when eligible (Tashima & Helander, 1999). Voas &
Tippetts (1994) found that half of the ﬁrst offenders suspended for 90 days in the state of
Washington were still suspended 4 years later. To deal with this illicit driving problem, states
are beginning to pass legislation aimed at depriving the DUI offenders who are caught
driving a vehicle while suspended (Voas, 1992).

Ignition Interlocks
The most permissive vehicle action for preventing DUI offenders from driving while
impaired is placing interlocks in the ignition to prevent an impaired driver from operating
the vehicle. Before the engine can be started, the driver must provide an alcohol-free breath
sample. After the initial test to start the vehicle, the system is designed to require tests every
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few minutes, thus preventing a confederate from starting the engine for an alcohol-impaired
driver (Voas & Marques, 1992). Unlike license suspension or other forms of immobilization, interlocks permit cars to be driven if the operator is not at a BAC < 0.03.
Eight studies of interlock programs conducted under the authority of a local court or a
motor vehicle department has found them to be more effective than full license suspension in preventing recidivism among alcohol-impaired drivers (Voas et al., 1999). However,
seven of the studies found that, once the interlock is removed, offenders have the same
recidivism rate as suspended offenders. A major problem for the implementation of alcohol
interlocks in the USA is that only a small proportion (generally less than 10%) of DUI
offenders are willing to install them in order to drive legally. Only when the court is willing
to make the alternative incarceration are the majority of drink–driving offenders motivated
to accept an interlock (Voas et al., 1998a).

Vehicle Impoundment
A more severe form of vehicle action is impounding the vehicle of an offender so that it
cannot be operated by either the offender or anyone else. Vehicle impoundment laws are
generally applied to multiple alcohol-impaired driving offenders or to those convicted of
driving while suspended. Studies of these laws in California (DeYoung, 1997), Ohio (Voas,
Tippetts & Taylor, 1997, 1998b), and the province of Manitoba, Canada (Beirness et al.,
1997), have demonstrated that impounding a vehicle for 1–6 months at the time of arrest
reduces recidivism of multiple DUI offenders.
One problem of using vehicle impoundment or forfeiture is that it involves taking
private property. In many cases, it is the property of someone other than the offender,
because approximately half of those apprehended for unlicensed driving are operating
vehicles owned by others. The vehicle license plate, on the other hand, is state property. A
law enacted in Minnesota permits the police ofﬁcer to seize the vehicle license plate when
an individual is apprehended for their third alcohol-impaired driving offense, immobilizing the car without actually taking possession of it. The plate is destroyed and offenders
cannot register another vehicle or obtain a plate until they can demonstrate that their
drivers’ licenses have been reinstated. A study by Rodgers (1994) indicated that this law
reduced recidivism among third-time offenders.

KEY WORKS AND SUGGESTIONS FOR
FURTHER READING
U.S. Government Accounting Ofﬁce (1989). Surgeon General’s Workshop on Drunk
Driving: Background Papers, December 14–16, 1988. Washington, DC: Ofﬁce of the
Surgeon General, US Department of Health and Human Services, Public Health Service.
This collection of papers provides authoritative summaries of the key issues: causes of
drink driving, prevalence, effectiveness of different prevention strategies and discussions
of legal issues.
National Institutes of Health (Public Health Service) (1996). Alcohol Health & Research
World. Vol. 20(4). Springﬁeld, VA: National Technical Information Service, US Department of Commerce.
Another set of authoritative reviews.
Ross, H.L. (1981). Deterring the Drinking Driver: Legal Policy and Social Control, 2nd
edn. Lexington, MA: Lexington Books.
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A classic text that provides theories that have guided policing practices in this area for
the past three decades.
Ross, H.L. (1992). Confronting Drunk Driving: Social Policy for Saving Lives. New
Haven, CT: Yale University Press.
This book in many ways updates the previous one in light of accumulated evidence
regarding what works in the prevention of drink–driving.
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Chapter 16
Prevention at the Local Level
Andrew J. Treno
and
Harold D. Holder
Prevention Research Center, Berkeley, CA, USA
Synopsis
The prevention of alcohol problems at the local level has a relatively short but rich history
compared to the community efforts to reduce other health problems. For example, health professionals concerned with the prevention of chronic diseases have accumulated over 20 years
of experience in local programs designed to reduce cardiovascular disease (CVD). Typically,
these have been directed toward either high-risk subsets of the population, carried out in clinical settings or in worksites, or directed at the entire populations in communities. Based upon
the successes of studies, similar programs have been developed over the past 10 years or so
to address problem drinking and alcohol-related problems. However, few of these have been
characterized by: (a) the development of a careful baseline planning and pre-intervention
period; (b) well-deﬁned community-level alcohol-involved problems as targets; (c) a longterm implementation and monitoring period; (d) a follow-up or ﬁnal scientiﬁc evaluation of
changes in target problems; and (e) an empirically documented successful result in the target
that can be attributed to the intervention. Thus it is difﬁcult to say with certainty whether these
programs have been effective.
This chapter presents the project designs and ﬁndings of programs designed to address
problem drinking and alcohol-related problems and include all ﬁve of the above characteristics. Speciﬁcally, for each study we consider the presence of a baseline measurement period,
the speciﬁc problem targeted and its operationalization, the implementation and monitoring
period, the structure of scientiﬁc evaluation of expected program effects, and the extent to
which such effects were found to be attributable to program efforts.
The chapter is organized in the following manner. It begins by presenting a brief
discussion of the pre-history of local alcohol programs. Here we note the success of
local efforts addressing other chronic health problems, such as heart disease, smoking
and adolescent pregnancy, and note that the success of such programs provided optimism
The Essential Handbook of Treatment and Prevention of Alcohol Problems. Edited by N. Heather and
T. Stockwell.
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concerning the potential for local efforts to combat problem drinking and alcohol-related
problems. The chapter then notes that alcohol programs designed to alter individual use of
alcohol, either through school-based education or the media campaigns following the chronic
health problem model, have found only limited success. As an alternative approach, the
chapter then discusses a number of alcohol programs designed around environmental
approaches. The chapter concludes with a summary of what is currently known about the
efﬁcacy of local alcohol programs and a discussion of potential areas for future research.

The reduction of alcohol problems in the community through local efforts has had a rich
but brief history and shares a common heritage with community prevention concerning
other health problems. Thus, these efforts have attracted increased interest among
researchers, community organizers and funding agencies. However, this ﬂurry of interest
should not detract from important differences in philosophies and strategies motivating
these diverse programs or important characteristics of target problems. Most of these
studies have been directed toward either high-risk subsets of the population, carried out in
clinical settings or in worksites, or directed at the entire populations in communities, and
involve some combination of community organization and health education. Moreover,
most have addressed chronic health problems, such as cardiovascular disease.
Based upon the successes of studies evaluating chronic health problems, similar
programs were developed to address problem drinking and alcohol-related problems.
However, there is reason to believe that such strategies are unlikely to be effective in the
prevention of alcohol-related problems. First, these interventions involve high-risk medical
conditions. Second, they assume that individuals have the power to rationally control their
behavior. Clearly, a number of factors make the case of alcohol different from that of CVD.
For example, there are both greater needs and greater opportunities for regulating
behaviors associated with alcohol-related problems than behavior associated with CVD.
Moreover, the acute effects of alcohol in producing alcohol problems are more closely
linked in time and space to the consumption of alcohol than are the dietary patterns associated with CVD, the chronic disease expression. Finally, norms associated with drinking
differ dramatically from those associated with problematic dietary patterns.
Here we review community prevention efforts that address the entire community and
which use strategies and approaches that go beyond educational programs to attempt
changes in the local social, economic or physical environment related to risky drinking.
Thus, we do not review school-based programs that are located within the community,
which address drinking and related problems in the schools using only informational
approaches.As noted elsewhere in this Handbook, education-only strategies have produced
modest results (see Chapter 17). Of course, a number of reasons likely underlie these lessthan-impressive results, including high rates of absenteeism, drop-outs among high-risk
youth, limited time to devote to such problems, and social rootedness of drinking in US
culture in general and among youth in particular (Grube, 1997).
As an alternative to such traditional approaches, local communities have developed
community-wide programs to address alcohol problems. Adopting broader environmental
approaches, such programs have differed from more traditional approaches in that they
attempt to seek policy change, seek to bring about system-level community level change,
use the media to target policy makers, and seek to mobilize the broader community to
pursue desired changed. While such alternative approaches appear promising, only recently
have there been systematic attempts to evaluate such efforts (Holder et al., 1997). For this
reason local policy makers ﬁnd themselves attempting to implement policy changes in the
absence of a scientiﬁc basis supporting such changes. This chapter presents a summary of
what is currently known about the effectiveness of such local prevention programs. In discussing the ﬁndings of such program evaluations, we consider the presence of a baseline
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measurement period, the speciﬁc problem targeted and its operationalization, the implementation and monitoring period, the structure of scientiﬁc evaluation of expected program
effects, and the extent to which such effects were found to be attributable to program efforts
(see Table 16.1 for summary). The studies considered here generally meet a number of
criteria to qualify for inclusion. First, they are community-wide in their focus, as opposed
to being targeted at high-risk groups. Second, they seek to bring about community-level
system change. Third, to the extent that they use media strategically, such use is targeted
at key community leaders in the pursuit of policy change. Fourth, they seek to mobilize the
entire community in the pursuit of such change. In keeping with the international orientation of this collection, we discuss selected projects conducted in the USA, Scandinavia,
Australia and New Zealand. Speciﬁcally, we discuss the Lahti Project, the Compari Project,
the Saving Lives Project, the CMCA Project, the New Zealand CAP Project and the Community Trials Project.These projects, representative of a variety of cultural differences, illustrate various environmental approaches to the reduction of alcohol-related problems. For
evaluation of programs that are more focused on bringing about individual-level change
through the use of persuasion targeted at high-risk groups, the reader is directed toward
other chapters included in this volume.
The logic behind targeting communities, as opposed to individuals, is compelling. First,
substance use occurs largely within community contexts. That is, particularly in the case of
alcohol, communities provide structures (e.g. zoning of alcohol establishments) through
which alcohol is typically obtained. Second, many of the costs associated with alcohol are
born collectively at the community level in the form of car crashes and alcohol-related
violence.
A fundamental distinction may be made between the manner in which traditional and
environmental approaches conceptualize communities. Speciﬁcally, traditional approaches
view communities as catchment areas, while environmental approaches view communities as
systems. From the catchment area perspective, the community is viewed largely as a collection of target groups with adverse behaviors and associated risks. Prevention operates largely
through educational efforts to reduce the demand for alcohol.The strategy is thus to ﬁnd, and
treat or serve, those most at risk. No particular structural change is proposed and those
outside the targeted groups are left unaffected.As an alternative,Holder (1997) has proposed
a systems approach to the reduction of alcohol problems that operates by changing the community structures that provide the context in which alcohol consumption occurs. Such
supply-orientated approaches may provide advantages over demand approaches, in that
they do not require the identiﬁcation of at-risk individuals or even their active cooperation.
Moreover, since most alcohol-related problems do not involve alcoholics, this approach may
be particularly effective in the case of alcohol. Here the view is that the problem is created
by the system, rather than by problem individuals. Thus, rather than attempt to reduce
alcohol-related problems through the education and treatment of problem drinkers, efforts
may be directed toward affecting policy makers in positions to implement zoning restrictions
governing outlet densities. More broadly, collective risk is thus reduced through interventions affecting community processes that inﬂuence alcohol use. In our review of community
alcohol projects, the distinction between demand-orientated catchment area approaches and
supply-orientated systems approaches will be a major point of reference.

THE COMMUNITY ACTION PROJECT
The Community Action Project (CAP), conducted between October 1982 and March 1985
in six New Zealand (four experimental, two control) communities, was targeted at increasing
support among the general public for public policies, as well as attitudes and behavior, supportive of moderate alcohol use through the use of print media (Casswell & Gilmore, 1989).
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Table 16.1 Effectiveness of local prevention programs
Project
CAP

Baseline

Target Problem

Data collected
pre- and postintervention

Public
support for
alcohol policy
Attitudes
supportive of
moderate
alcohol use

Implementation

Evaluation

Two sites media
only, two sites
media and
community
organization, two
sites control

Quasiexperimental
design
Analyzed
project history
community
survey, key
informant
interviews

Result
Declining
public support
for alcohol
policy relative
to advertising,
availability,
and price in
comparison
communities
Increased
support for
restrictions on
sales and age
limits in media
and community
organization
sites

Lahti

Data collected
pre- and postintervention

Prevention of
alcohol-related
harm

Experimental
site, two
comparison
sites

Local
newspapers
and community
survey

Experimental
site exposed to
modular
activities
corresponding
to problem
construction,
key person
interviews,
education and
information,
heavy drinking,
social support,
alcohol supply,
and evaluation
COMPARI

Time series
data collected
pre- and postintervention

Alcohol
problem
reduction
through
changes in
context of use

Project
activities in
one site
corresponded
to networking
and support,
community
development,
alternative
options health
education,
health
marketing and
policy
institutionalization

Changes in
community
perceptions
relative to
alcohol
Increased
program
awareness

ARIMA
modeling of
alcohol sales,
assaults, trafﬁc
crashes and
alcohol-related
morbidity

No signiﬁcant
differences
found
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Table 16.1 (continued )
Project

Baseline

Target Problem

Implementation

Evaluation

Result

Saving Lives Data collected
pre- and postintervention

Reductions in
alcoholimpaired
driving and
related
problems

Project
designed
locally in six
experimental
communities
matched to ﬁve
comparison
sites. Included a
host of
program
activities

Quasiexperimental
design
modeling fatal
and injury
crashes,
seatbelt use
and trafﬁc
sitations

25%
Reduction in
fatal crashes
relative to rest
of state

CMCA

Reduction in
youth access

Randomized 15community trial (7
experimental and
8 control) collected
at baseline and at
follow-up after a
2.5 year
intervention.
Included decoy
operations, keg regi
stration, restrictions
on hours of sale,
responsible
beverage service
programs,
education
programs, etc.

Quasiexperimental
design
examined
youth
telephone
surveys,
merchant
surveys,
apparent minor
surveys, and
media and
process data

Increased ID
checking

Interventions
inplemented in
three sites matched
to three
comparison
sites, targeted at
community
mobilization,
reduction of
drink–
driving, youth
access,
availability and
responsible
beverage
service

Quasiexperimental
design
examined
community
survey, youth
survey,
roadside
survey, local
media,
intoxicated
patron,
apparent
minor, and
project history
data

Community
Trials

Data collected
at baseline and
at 2.5 years
after
intervention
implementation

Data collected
pre-intervention
and throughout
the project

Reductions in
alcohol-related
injuries and
death

Decreased
provision of
alcohol to
minors

Decreased
consumption

10% reduction
in alcohol
involved car
crashes
43%
Reduction in
violence, lower
alcohol sales to
youth

The project design was quasi-experimental. Cities were matched in terms of size and
overall ethnic breakdown and economic composition. Of six cities selected, four were
exposed to the mass media campaign. Two of these were also exposed to the community
organization campaign. Two served as controls. In the four experimental communities, the
mass media campaign was utilized to inﬂuence drinking behavior at the individual level
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among young males. In the two experimental sites, which included the community organization program, a full-time project organizer was employed. These project organizers
worked with local community organizations in support of project goals. Additionally, social
service personnel were used to establish task-orientated work groups. This project
attempted to operate at the individual level by supporting healthy behaviors, at the community level by increasing support for policy change, and at the policy level by affecting
both advertising and alcohol availability. Efforts were made to affect access by inﬂuencing
licensing. Beverage service practices were inﬂuenced by contact with both the police and
the alcohol service industry. Community organizers attempted to inﬂuence policy through
the city government process.
The project evaluation was conducted using process data, documenting the project’s
history, survey data, key informant interviews, analysis of local print media and surveys
with independent random samples from each of the six participating surveys. Data were
collected pre- and post-intervention for all six communities.
Results of the survey analysis of attitudes toward three policy areas (alcohol advertising, availability and price) were somewhat equivocal. While no change could be found in
the two experimental conditions, declining support for these policies were found in the comparison sites. A signiﬁcant difference was, however, found for support for restrictions
dealing with alcohol sales in supermarkets and age limits in the intensive intervention site.
These ﬁndings have generally been interpreted as suggesting that the project efforts
prevented further liberalization of attitudes toward alcohol, as found in the comparison
communities. A number of non-policy related items were also considered. In general,
these results suggested a shift toward predicted change in the intensive intervention sites.

THE LAHTI PROJECT
The Lahti Project was conducted in Lahti, Finland and was aimed at the prevention of
alcohol-related harm. The project started in the autumn of 1992 and continued until 1995
(Homila, 1995, 1997). The project involved members of most sectors of the community and
was coordinated through the city’s health bureau. The work was organized into modules
corresponding to the following activities: constructing alcohol problems in the community;
group interviews of key persons; education and information; health care intervention for
heavy drinkers; social support; inﬂuencing the supply of alcohol; and evaluation. The core
of the project consisted of seven researchers, information experts and the local coordinator, who met approximately every 2 months. Project coordinators maintained a minimum
of weekly contact.
Baseline project measures consisted primarily of pre-intervention surveys of drinking
surveys conducted in Lahti and two comparison communities, which were repeated during
the post-intervention period. Additionally, the content of alcohol-related newspaper articles was examined.
The project’s program evaluation showed some community-level effects. These were
primarily in community perceptions and attitudes relative to alcohol, as well as overall
awareness of the program. The results were less conclusive in terms of behavioral outcomes,
as no statistically signiﬁcant change in drinking levels could be found (Homila, 1997). Thus,
while the project demonstrated efﬁcacy in mobilizing community level efforts, less could
be said about program outcomes.

THE COMPARI PROJECT
The Community Mobilization for the Prevention of Alcohol Related Injury (COMPARI)
project was conducted in the Western Australian regional city of Geraldton between
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January 1992 and February 1995. Based on the view that most alcohol problems are not
the results of actions of alcoholics, the project was designed to reduce alcohol injury by
focusing not on heavy drinkers or alcoholics, but rather on the general context of use in
the community. After completion of the university-managed demonstration project, the
project was transferred to local control. It currently operates under a contract awarded by
the government and is the only non-metropolitan alcohol and drug program undertaking
community-wide activities in Western Australia (Midford et al., 1998).
COMPARI project activities may be broadly classed into ﬁve areas: (a) networking
and support (e.g. coordinating local committee on domestic violence); (b) community
development (e.g. giving project presentations to community service groups); (c) alternative options health education (e.g. underage youth disco); (d) health marketing (e.g.
media campaign presenting safe partying tips); and (e) policy institutionalization (e.g.
implementation of guidelines to license applications to serve liquor on council property
and the development and delivery of a training package in the responsible serving of
alcohol).
The project was evaluated using ARIMA modeling techniques. Several time series were
analyzed. These included wholesale alcohol sales, assaults, trafﬁc crashes and hospital morbidity, weighted to reﬂect likely association with alcohol. These analyses failed, however,
to demonstrate an impact. Speciﬁcally, alcohol consumption remained relatively ﬂat, as
did most harm indicators. One harm indicator approached but did not attain signiﬁcance,
possibly due to the short length of the series. Whether more post-intervention data will
demonstrate an effect is not known.

THE SAVING LIVES PROJECT
The Saving Lives Project was conducted in six communities in Massachusetts and was
designed to reduced alcohol-impaired driving and related problems such as speeding. In
each community a full-time coordinator from within city government organized a task force
representing various city departments. Each project was funded at $1 per inhabitant annually, with half of the funds paying the coordinator, police enforcement, program activities
and educational materials. Programs were designed locally and involved a host of activities, media campaigns, business information programs, speeding and drink–driving awareness days, speed watch telephone hotlines, police training, high-school peer-led education,
Students Against Drunk Driving chapters, college prevention programs, etc. The program
evaluation involved a quasi-experimental design and utilized ﬁve comparison communities
as controls, which, while slightly more afﬂuent that experimental sites, had similar demographic characteristics, rates of trafﬁc citations and fatal crashes. Project monitoring considered, as measures, fatal and injury crashes, seat belt use, telephone surveys and trafﬁc
citations. While some baseline differences were found, comparison communities roughly
reﬂected the characteristics of the experimental sites. Evaluation indicated that during the
5 program years, Saving Lives cities experienced a 25% greater decline in fatal crashes than
the rest of Massachusetts.

THE CMCA PROJECT
The Communities Mobilizing for Change on Alcohol (CMCA) was designed to reduce the
ﬂow of alcohol to youth under age 21. In simpliﬁed form, the project identiﬁed ﬁve core
components: (a) inﬂuences on community policies and practices; (b) community policies;
(c) youth alcohol access; (d) “youth alcohol consumption”, and subsequently; (e) “youth
alcohol problems”. Although the project was clearly community-wide in terms of the
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community institutions involved, the project was thus focused on one particular target
group, youth.
The CMCA project recruited 15 communities (deﬁned by school districts with at least
200 students in the ninth grade and who drew students from no more than three municipalities) in Minnesota and western Wisconsin before using randomization to determine
which would be the intervention communities and which would form the comparison group.
Pairs of communities (along with one group of three, due to there being an odd number of
communities) were created by matching on their size, state, proximity to a college or university, and baseline data from an alcohol purchase survey. One member community of
each pair was then selected to be the intervention site when the time came to begin the
community organizing. In the end, there were seven intervention sites and eight comparisons, ranging in size from approximately 8000 to 65,000 people with an average of about
20,000.
The project involved activating the communities that could, in turn, select interventions
designed to inﬂuence underage access to alcohol. Such interventions could include decoy
operations with alcohol outlets, citizen monitoring of outlets selling to youth, keg registration, developing alcohol-free events for youth, shortening hours of sale for alcohol, responsible beverage service training, and developing educational programs for youth and adults.
The CMCA project hired a part-time local organizer from within each community who was
trained and supervised by project staff.
Evaluation data were collected at baseline, and again about 2.5 years after beginning
the intervention. These data included surveys of 9th and 12th grade students at baseline,
12th graders at follow-up, telephone surveys of 18–20 year-olds, surveys of alcoholic beverage merchants, and a survey of outlets using 21 year-old women who appeared to be
younger, to see if they would be sold or served alcohol without having identiﬁcation. Other
data sources included monitoring of mass media and process-orientated data, both qualitative and quantitative, to capture how the intervention moved ahead and the obstacles
staff and communities faced in reaching their objectives.
Merchant survey data revealed that they increased checking for age identiﬁcation,
reduced their likelihood of sales to minors, and reported more care in controlling sales
to youth (Wagenaar et al., 1996). The telephone survey of 18–20 year-olds showed a lower
frequency of providing alcohol to other minors, and lower likelihood of buying and
consuming alcoholic beverages themselves (Wagenaar et al., 2000).

PREVENTION RESEARCH CENTER’S COMMUNITY
TRIALS PROJECT
The Community Trials Project (Holder et al., 1997) was a ﬁve-component community-level
intervention conducted in three experimental communities matched to three comparisons.
The ﬁve interacting components included: (1) a “community knowledge, values, and mobilization” component, to develop community organization and support for the goals and
strategies of the project; (2) a “responsible beverage service practices” component, to
reduce the risk of intoxicated and/or underage customers in bars and restaurants; (3) a
“reduction of underage drinking” component, to reduce underage access; (4) a “risk of
drinking and driving” component, to increase local driving while intoxicated (DWI)
enforcement efﬁciency and reduce drink–driving; and (5) an “access to alcohol” component, to reduce the availability of alcohol. Each component of the project was successfully
implemented in each of three experimental communities.
In all three experimental communities, indigenous local program staff were hired during
the ﬁrst project year. A project coordinator (a trained and experienced community orga-
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nizer) provided regular on-site technical assistance with community mobilization. An orientation early in the ﬁrst year of the project presented overall project goals in detail, along
with the ﬁve prevention components and their rationale. During the second project year,
training in media advocacy was given to local staff. Additional assistance was provided by
a professional advisor on political/legislative action, alcohol problem prevention and community organization and activism. In each community, active coalitions were in place at the
onset of the project. During the second year, accompanying local staff training, a series of
coalition trainings on project research rationales and component designs was given by PRC
scientiﬁc staff.
While broad-based community coalitions provided general support for environmental
approaches, component-speciﬁc strategies were developed and intervention plans formulated by designated task forces for each component. For example, in the Northern California site, policy implementation took the form of increased DUI enforcement, mandatory
training for Conditional Use Permit (CUP) holders,1 implementation of responsible beverage service (RBS) standards at community events, incorporation of coalition recommendations regarding zoning amendments (e.g. distance requirements), and enforcement
efforts in support of the California Zero-Tolerance law.2 In another site, implementation
included increased arrests for DUI, introduction and use of passive DUI breathalyzers,
DUI sweeps, establishment of clerk training, and both on-site and off-site police stings. In
the third site, implementation included strengthened DUI enforcement, clerk trainings,
adoption of density regulations (i.e. distance requirements), and the establishment of
underage stings that involve police use of underage buyers to determine whether retail
outlets were in compliance with underage drinking laws.
Project effects were measured in terms of both component-speciﬁc intermediary effects
and project outcomes. Due to the project’s design, project outcomes could not be linked to
speciﬁc project interventions. Intermediary effects, however, could. The goal of the RBS
component was to reduce the likelihood of customer intoxication at licensed on-premises
establishments. Thus, the component’s potential contribution to lowering intoxication and
injuries was evaluated using trained associates, who entered a sample of on-premises establishments and ordered a number of drinks sufﬁcient to require intervention on the part of
the server. In preliminary analyses, however, no signiﬁcant differences in server intervention were observed between experimental and comparison sites (Saltz & Stanghetta, 1997).
Similarly, the evaluation of the youth access component was accomplished through the use
of underage purchase surveys, involving the use of adults judged by a panel to look underage, in purchase attempts. The evaluation of the effects of these activities showed that
randomly selected outlets in the experimental sites were about equally likely as those in
comparison sites to sell alcohol to an apparent minor on pre-test. On post-test, experimental
community outlets were about half as likely to sell alcohol to an apparent minor as those
in comparison sites.
The activities of the risk of drink–driving component were evaluated by considering
changes in alcohol-involved trafﬁc crashes. Evaluation results indicated that this component’s activities were associated with a statistically signiﬁcant impact corresponding to an
overall reduction in alcohol-involved crashes, i.e. 78 crashes over a 28-month intervention
period, representing an annual reduction of 10%. The activities of the alcohol access

1
Sales of alcohol are licensed as a Conditional Use by municipal governments in California. Conditional
User Permits (CUPs) are given conditional upon outlets remaining in conformity with planning and zoning
regulations and other license conditions.
2
“Zero Tolerance” is maintained by law in California toward any underage driver having any detectable
blood alcohol level. In this circumstance the law requires license revocation until age 21.
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component were evaluated in terms of the response of communities to density issues. The
range of local responses to these efforts included the reconsideration of alcohol policies by
city councils, the adoption of new ordinances regulating outlets (i.e. distance requirements),
changes in state administrative policies regarding license review (allowing greater local
input), and citizen participation in licensing hearings. The impacts of these responses
included alterations of regulations regarding special event permits (e.g. banning alcohol at
some public activities), successful protests of licenses (eliminating sales of alcohol from
some premises), and reductions in outlet densities. Overall, the project demonstrated
decreases in self-reported DUI and a 43% decrease in emergency room assault injuries in
intervention communities relative to comparison communities (Holder et al., 2000).
In sum, relative to the three comparison communities, it was shown that component 1
(community mobilization) affected media coverage of alcohol-related stories and provided
support for other program developments; component 2 led to the training of a substantial
number of managers and servers; component 3 led to pressure on retailers to reduce sales
to underage youth and the implementation of police stings; component 4 led to signiﬁcant
increases in police enforcement activity against drink–driving; and component 5 led to community action directed at regulating alcohol outlets (Holder et al., 1997). Additionally, in a
summary article, Holder and his colleagues (1997) characterize the preliminary overall ﬁndings of their project as follows: (a) community mobilization was able to accomplish the
implementation of the planned interventions; (b) there was signiﬁcant community support
for those interventions, especially when there were research results to support them; (c)
there were increases in media coverage of alcohol-related trauma and control policies as a
result of training of community members; and (d) there were reductions in sales of alcoholic beverages to underage decoys. The primary outcome of interest, alcohol-involved
trafﬁc crashes, was estimated (via time-series analysis with matched comparison communities) to have dropped by about 10% annually over the 28 months intervention period for
which data were available.
As a summary of these experiences, the researchers highlighted six points as being
essential to mobilizing communities to support preventive interventions:
1.
2.
3.
4.
5.
6.

Explaining the research base for interventions is important to community actors.
Existing community coalitions may take their own lead and require project staff to
guide them to reconsider speciﬁc interventions.
Pre-existing community support for project interventions is key to rapidly developing
intervention programs.
Existing support for project interventions among community leaders may be used to
focus mobilization efforts.
Community conditions may provide unforeseen opportunities for intervention and to
galvanize public support (e.g. local festivals).
Media events may generate project enthusiasm.

These experiences were seen to parallel those of other international (Midford et al., 1995;
Gorman & Speer, 1996) and US (Hingson et al., 1996; Wagenaar & Perry, 1994) community interventions.

CONCLUSIONS
This review of community approaches to the prevention of alcohol problems at the local
level can draw important conclusions. First, the case studies reviewed here demonstrate the
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potential of a well-deﬁned, theory-driven community action approach to reduce local
alcohol problems. Each of these examples, and other local efforts not discussed here, show
that local initiatives can be efﬁcacious.
Second, community action projects are just that, projects that seek to address the total
community system and are not naturally limited to a speciﬁc target group or service group.
These are not projects in which a local program to provide services to a speciﬁc target group
happens to be located in a community. These are efforts to involve community leadership
in designing, implementing and supporting approaches to reduce problems across the
community in total.
Third, community projects can effectively involve leaders and citizens, i.e. they encourage local participation. Thus, in each of the community projects, mobilization as an effort
to engage the community in an action project to actually reduce alcohol problems is an
essential element. These programs are designed to increase a sense of and actual local
ownership.
Fourth, each of these community projects described involved a partnership between the
community and researchers. As Holder & Reynolds (1998) have observed, such partnerships work best when each of the participants receives the respect and appreciation of the
other, i.e. there is a recognition of what each partner brings to the relationship. Each of
these projects represented instances in which researchers participated in the design, supported the implementation of program activities, and conducted the process and quantitative evaluation for the local program. Such evaluations not only contribute to increasing
the scientiﬁc basis of community action projects designed to reduce alcohol problems, but
also increase the level of solid information that can be shared with the community about
the results of their own effort.
Fifth, local programs are designed or implemented uniformly. These projects reﬂect
unique and important cultural differences. However, as shown in this review, they all share
in common the ﬁve elements described in the introduction.
Sixth, community projects conﬁrm the research evidence that changes in attitudes and
beliefs are easier to attain than changes in either individual behavior (e.g. rates of problem
drinking) or outcome measures (e.g. alcohol-related car crashes). A number of factors may
account for this. Traditional attempts to treat and serve isolated high-risk groups have
ignored the fact that most alcohol problems are not produced by members of such groups.
Members of high-risk groups may be hard to ﬁnd or resistant to change and the cost
associated with the treatment/service approach may be prohibitive.
Recommendations based upon local prevention efforts suggest that alcohol problems
are best considered in terms of the community systems that produce them. Local prevention strategies have the greatest potential to be effective when prior scientiﬁc evidence is
utilized. Many of the local projects described here implemented a series of interventions
that prior research had indicated were likely to reduce alcohol-related problems. Thus, complementary system strategies that seek to restructure to total alcohol environment are more
likely to be effective than single intervention strategies. Finally, prevention strategies with
the natural capacity for long-term institutionalization are to be favored over interventions
that are only in place for the life of the project.
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Chapter 17
Alcohol Education in Schools
Richard Midford
and
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Perth, Western Australia

Synopsis
Young people typically initiate alcohol use while at school and their drinking is the cause of
major social and public health problems. As a consequence, there is obvious appeal to schoolbased alcohol education. However, to date, success has been limited.
School alcohol education dates from the late nineteenth century, but drug education as a
whole expanded considerably during the 1950s and 1960s. Programmes of that era emphasized abstinence and drew on behaviour theory as the basis for their change strategies. Socalled “scare tactics” paired fear arousal with use, in an attempt to establish negative attitudes
to alcohol and other drugs. Another approach involved providing “factual” information on
the negative consequences of use. Evaluations of these programmes indicated that they were
largely ineffective in changing behaviour. This spurred two developments during the 1970s,
affective programmes and abuse prevention. The former sought to reduce alcohol and other
drug use by enhancing personal development, but again research evidence indicated little
impact. The latter sought to prevent the problematic consequences associated with use and
could be considered harm reduction. In America, ofﬁcial support for abuse prevention was
short-lived and abstinence-focused programmes resurfaced during the 1980s. However, this
time interventions drew on social inﬂuence approaches, which sought to boost resistance to use
through social skills training. Harm-reduction education tended to be adopted more in Europe
and Australasia. Here there is greater acceptance of the logic of using such an approach with
alcohol, because the drug is legally available and use by young people is prevalent.
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The evolution of alcohol education has in the main been driven by failure to achieve the
desired behaviour change. In part, this failure was due to an unrealistic emphasis on abstinence, further compounded by poor science. There are, however, indications that recent
alcohol education programmes are more rigorous, have goals other than abstinence and have
achieved behaviour change. Reviews and meta-analyses of recent alcohol and other drug education programmes indicate that successful programmes tend to include interactive social
skills training and normative belief components, whereas programmes that do not have a sustained effect tend to rely on didactic resistance training.
Most alcohol education for young people is classroom-based. However, a number of
studies have involved the community in drug education programmes, on the basis that the
cues from the social environment are critical in establishing adolescent patterns of alcohol
use and strategies to reduce adolescent access to alcohol can only be enacted at a community level. The beneﬁts of such a community-wide approach are promising, but need to be
seen in the context of the resources involved.
Alcohol education has developed considerably in the last decade, but particular programmes are often adopted because they are aggressively marketed, rather than because they
are demonstrably effective. Alcohol education in the future needs to be more realistic about
its goals and accountable for its achievements. An approach that is broadly useful has to
acknowledge that the majority of young people will drink and that education should equip
them to handle drinking situations in a way that reduces harm.

THE ATTRACTION OF SCHOOL-BASED
ALCOHOL EDUCATION
In Western industrialized societies, young people typically start drinking alcohol in their
early teenage years, well before they reach legal drinking age (Johnston et al., 1989). The
1996 American National Household Survey on Drug Abuse (Substance Abuse and Mental
Health Services Administration, 1997) estimated that 38.3% of males and 39.4% of females
in the 12–17 year-old age group had tried alcohol. The prevalence of use is much higher in
other countries. A survey conducted in 1997 estimated that 73% of Norwegian 15–16 yearolds had drunk alcohol (Grytten, 1997). The National Drug Household Survey in Australia
indicated that not only have most teenagers tried alcohol, but the age at which they ﬁrst
started drinking has progressively decreased over the past 30 years (Jones, 1993). In the
UK, a survey of 15 and 16 year-old students found that 77.9% reported that they had been
intoxicated from drinking and that 48.3% had been intoxicated within the last 30 days
(Miller & Plant, 1996). On their last occasion of drinking, the average number of standard
drinks consumed by the male English students in this study was 8.5 (Miller & Plant, 1996).
Such worldwide research consistently indicates that the majority of young people not only
drink, but also that they are starting to drink at a younger age, that they drink in a risky
manner and that they disproportionately experience acute health and social problems
because of drinking (McBride, Midford & Farringdon, 1998). As a consequence, there is
obvious appeal to school-based alcohol education. Schools are places of learning. The great
majority of youth are attending school when they start drinking and, as Hansen (1993) comments, are a captive audience. Accordingly, if schools educate young people about alcohol,
they will make better decisions, which in turn will prevent problems. Such logic has led to
the development of numerous school-based prevention programmes, but to date the success
of these programmes has been limited.

ALCOHOL EDUCATION IN SCHOOLS
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WHAT MAKES ALCOHOL EDUCATION DIFFERENT?
Alcohol education is inextricably a part of drug education, because alcohol is a drug and
many of the education issues are common across the spectrum of drug use. However,
alcohol is a drug with unique status, which inﬂuences what will be effective education for
young people. Alcohol is widely available, is socially acceptable and consumption by adults
is both legal and prevalent, whereas it is axiomatic that illicit drug use is illegal and societal norms prohibiting use are much stronger. This means that young people face a more
salient range of choices about drinking. Should I drink? When should I start drinking? How
much should I drink? In what circumstances should I drink? Given this different set of
decisional demands, alcohol education is arguably a more complex task than general drug
education. This can be taxing for educators, because young people are likely to want education that is immediately useful in making these decisions and be more discerning of the
information they receive, because of their own experiences with alcohol. Alcohol’s status
as a legal drug makes it easier to talk openly about use and prevention. However, it can
also make it more difﬁcult to bring about behaviour change. Educators have to contend
with an environment in which adult drinking is prevalent and there are strong and pervasive media images that portray drinking as an attractive, even necessary, adult behaviour
(Perry & Kelder, 1992; Petosa, 1992). Given such desirable associations, it is not surprising
that so many young people are attracted to drinking.
The social inﬂuence approach, based on resisting the social pressures to use drugs, seems
to have been quite effective in preventing cannabis use among young people (Perry &
Kelder, 1992), yet this approach has been less successful in reducing alcohol use. Perry &
Kelder attribute this lack of success to the perception by young people that alcohol use is
normative. Support for this hypothesis is provided by a study by Hansen & Graham (1991).
These researchers found that students who received social inﬂuence education that corrected misperceptions as to the amount of alcohol consumed by young people, consumed
signiﬁcantly less alcohol than those who received no such education. These results indicate
that students were basing their own drinking behaviour on an inﬂated judgement of what
was usual consumption by others in their age group. Given the difﬁculties for alcohol education in a permissive context, Perry & Kelder (1992) suggest that one way to curtail use
in young people may be to establish conservative norms. This would seem beyond the scope
of alcohol education programmes in pluralistic societies, as the inﬂuences that establish normative drinking behaviour go well beyond what is taught in the classroom. Education may
be a useful way to impart skills to young people, but those skills will be used in a social
context and policy makers and educators really have to grapple with what can be achieved
by alcohol education within this broader context. Is abstinence a realistic or even a desirable goal for most young people, given that in Western industrialized societies most will
drink as adults? Alternatively, should alcohol education aim to better prepare young people
to make responsible decisions about drinking, as advocated by Beck (1998) and Milgram
(1996), so that harmful consequences are reduced or eliminated?

THE HISTORICAL DEVELOPMENT OF
ALCOHOL EDUCATION
Beck (1998) reported that, in America, provision of formal school-based alcohol education
dates from the 1880s, when the temperance movement sought to take preventative action
against alcohol, tobacco and other drugs, by teaching youth about their dangers. Leaders
of this movement were very successful in gaining support for compulsory temperance edu-
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cation in schools and by 1901 every American state and territory had mandated compulsory temperance education (Mezvinsky, 1961). These programmes focused strongly on
abstinence and taught that alcohol was both dangerous and seductive. Any amount of use
amounted to abuse, because it led to physical harm and moral degeneration.
During this same period, approaches to alcohol education on the other side of the
Atlantic varied considerably and reﬂected the values and norms of the society in which
they occurred. The development of alcohol education in Norway, for example, echoed what
occurred in America to a remarkable degree. Education started in primary schools in the
late nineteenth century and was strongly linked to the temperance movement (Waahlberg,
1988). However, dissatisfaction with the narrow focus of such education led to progressively
greater involvement of teachers and a broadening of the information provided. The French
provided compulsory alcohol education in schools, but students were encouraged only to
abstain from drinking spirits. The message in relation to fermented beverages such as wine
and beer was “drink in moderation”. Beck (1998) considered that this early French
approach to alcohol education constituted the ﬁrst harm reduction approach by a government in this area.
The temperance movement, and the school alcohol education programmes it supported,
probably reached their peak of inﬂuence in America during the Prohibition years of the
1920s and early 1930s. The repeal of Prohibition in 1933 signalled the failure of a solely
abstinence-orientated approach to alcohol, and prohibitionist approaches to alcohol
education were rapidly abandoned. Where some form of education continued, there was
increased emphasis on responsible decision making and informed choice. However, two
factors led to an overall decline in alcohol education over the next three decades. Lender
& Martin (1987) indicated that the societal backlash against prohibition approaches meant
that many schools provided little or no education on alcohol. Coupled with this, the postprohibition drug bureaucrats, led by Harry Anslinger, considered that illicit drugs, particularly cannabis, constituted the greater problem (Beck, 1998). Anslinger asserted, in a series
of public appearances and radio broadcasts, that cannabis use led to killings, sex crimes
and insanity and this use of sensationalism and scare tactics, coupled with disregard for
contrary scientiﬁc evidence, characterized drug education campaigns for several decades
(Schlosser, 1994; Wallack, 1980). Drug education based on information was discouraged in
this climate, as knowledge was considered to encourage experimentation (Anslinger &
Tomkins, 1953).
In the early 1960s, the previously dominant view, that no education was good prevention, was increasingly challenged. As a consequence, drug education as a whole expanded
considerably during the decade. Programmes during this period drew on behaviour theory
in developing their change strategies. Typically, so-called factual information was provided
on the harmful effects of drug use in order to establish negative attitudes and a fear of use.
Some of these programmes emphasized the provision of objective information. However,
others continued to use scare tactics in the belief that such an approach would maximize
fear arousal. Fear arousal approaches have generally lacked credibility with their target
group when the images and messages they presented were extreme and inconsistent with
that groups’ personal experiences of drug use (Coggans & Watson, 1995). However, even
without the hyperbole, information-only approaches have made little impact and, in a
review of drug education from this period, Kinder et al. (1980) indicated that there was:
. . . little to support the notion that presenting factual information is an appropriate and effective method of changing attitudes and behaviours (p. 1044).

This acknowledged failure spurred two developments during the 1970s, affective programmes and abuse prevention (Gorman, 1996; Beck, 1998). Affective programmes sought
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to reduce alcohol and other drug use by enhancing personal development. Many programmes were not drug-speciﬁc but rather focused on personal development, with the
objective of ensuring that young people were properly equipped to make positive, healthy
choices (Sharp, undated). Programmes typically included training in self-esteem, decisionmaking, values clariﬁcation, stress management and goal setting. Again, the evidence
indicated that these programmes did not demonstrably succeed in changing behaviour
(Hansen, 1993). This was not surprising, according to Dielman (1994), because, like the
information programmes that preceded them, these affective programmes had use or abuse
reduction as their stated goal, but were evaluated against a completely different dependent
variable, such as increase in self-esteem. In addition, this model makes assumptions that
alcohol and drug use by young people is driven by individual deﬁciency and that the
problem can be addressed by enhancing self-esteem or improving decision-making skills.
In the case of alcohol, this is a difﬁcult position to defend. Use by adults must be considered normative and this sets up the expectation in young people that drinking alcohol is
part of becoming an adult. In such a social context, alcohol consumption is actually conformist. The other major drug education development at this time, abuse prevention programmes, were based on the premise that drinking by young people would occur and that
pragmatic programmes should seek to prevent or minimize the problematic consequences
of such use. Such an approach today would be considered harm reduction, although it was
not called that at the time.
Harm-reduction approaches have tended to be adopted more in Europe, Canada and
Australasia, where they gained credibility initially because of their success in combating
the spread of HIV among intravenous drug users. In America, there was a short period
during the late 1970s when ofﬁcial support was given to harm reduction as a guiding
principle in drug education, primarily because of the well-documented failure of previous
abstinence-only approaches (Beck, 1998). However, abstinence re-emerged strongly within
a few years, as a result of the inﬂuence of the “parent power movement” (Beck, 1998). This
grass-roots movement convinced governments to only support non-use or “zero tolerance”
education programmes, and US federal guidelines mandate that prevention programmes
emphasize such an approach (Ofﬁce for Substance Use Prevention, Alcohol, Drug Abuse,
and Mental Health Administration, 1989).
The education programmes that were developed in the 1980s generally reﬂected this
abstinence goal, but were more sophisticated in their methodology. The social inﬂuence
model, developed from Bandura’s (1977) social modelling theory and McGuire’s (1964)
work on resistance training, has dominated this most recent phase of alcohol and drug education. The approach is based on the belief that young people begin to smoke, drink and
use other drugs because of social pressure to do so from a variety of sources, such as the
mass media, their peers and even the image they have of themselves. In order to successfully resist the adoption of undesirable behaviour, young people need to be inoculated by
prior exposure to counter-arguments and have the opportunity to practise the desired
coping behaviour.
The social inﬂuence model was initially used to prevent young people taking up smoking,
and its success in this area led to the approach being used to reduce the uptake of other
drugs, including alcohol (Perry & Kelder, 1992). Duryea et al. (1984) used an inoculation
approach with ninth grade students in an American mid-west school and achieved signiﬁcant gains in knowledge and responsible attitudes, but no assessment of actual drinking
behaviour was included in the study. Other studies in which drinking behaviour was measured indicate that social inﬂuence or inoculation interventions have a limited impact on
drinking behaviour. Gorman (1996) conducted a comprehensive review of alcohol education programmes based on this approach and found that only three of the 12 reviewed programmes reported consistently lower alcohol use, following intervention. However, there
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were methodological difﬁculties with each of these studies. He concluded that while social
inﬂuence has become the pre-eminent model for drug education programmes, the evidence
supporting the effectiveness of such an approach is sparse. In fact, he suggested there is
little reason to indicate that such an approach would be effective, because many of the components of social inﬂuence programmes are the same as those that comprised the failed
affective programmes of the 1970s. He also made the point that prevention education has,
to date, been driven by the idea that alcohol use by young people is primarily caused by
interpersonal factors. This is too simplistic, given the considerable literature on the role of
environment in alcohol use and harm (Holder, 1992; Lang, 1994; Wittman, 1990). Other
education approaches need to be trialled that take into consideration those environmental factors that are particularly salient to young people’s choices about drinking.

THE CURRENT STATE OF KNOWLEDGE
Early reviews of drug education programmes were consistently damning of their methodology and achievements (Goodstadt, 1980; Kinder et al., 1980; Schaps et al., 1981). However,
Dielman (1994) indicated that these programmes and the accompanying research were
useful as both a foundation and an impetus for the development of better interventions. A
number of reviews and meta-analyses of contemporary drug education programmes, were
conducted during the 1980s and 1990s, which identiﬁed the programme approaches most
likely to make a difference. Tobler (1986) conducted a meta-analysis of 143 drug prevention
programmes designed for young people and concluded that programmes that combined
peer inﬂuence with speciﬁc skills training were the most effective, although programmes
offering alternatives to drug use, such as sporting or social activities, were particularly useful
for “at-risk” students. Bangert-Drowns (1988) conducted a meta-analysis of 33 school-based
prevention programmes, which in the main focused on alcohol and emphasized education
strategies. The evaluation examined changes in drug-related knowledge, attitudes towards
drugs and drug use behaviour. He found that education increased drug-related knowledge
and changed attitudes, but drug use behaviour only changed in students who had volunteered to participate in the education. He also found that mode of delivery was important.
Programmes that used lectures as their only intervention had less inﬂuence on attitudes
than those that used discussion. The importance of interactive delivery style was reinforced
by a more recent meta-analysis of 120 school-based drug education programs undertaken
by Tobler & Stratton (1997). These researchers found that the most important factor in
effective programs was interactive process, whereby students were actively engaged in discussions, role-plays and games. Only the interactive programs produced signiﬁcant change
in attitudes and drug use. The interactive programs were equally successful with alcohol,
tobacco and cannabis. However, ideal group process cannot stand alone. Certain knowledge content as to the effects of drug use and skills training in making and implementing
decisions about use were also essential (Tobler & Stratton, 1997).
Meta-analyses have also identiﬁed the contribution of peer leadership. Bangert-Drowns
(1988) found that use of peer leaders was associated with greater attitude change and Tobler
and her colleagues in a comparison of teacher-led and peer-led interventions found that
peer-led programs reduced drug use by nine percent as compared with a ﬁve percent reduction achieved by teacher-led programs (Tobler et al., 2000). Cuijpers (2002) however, was
less convinced. In his meta-analysis of 12 studies he found that while peer-led programs
were somewhat more effective, leadership type is not critical in isolation, it is part of a complicated mix of elements that determine program effectiveness. Coggans & Watson (1995)
considered that peer-led approaches could take advantage of factors such as peer modelling and normative attitudes and values. However, they recommended that peer leaders be
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selected very carefully. Students considered good role models by adults are not necessarily well regarded by the target group. Botvin (1990) considers that, ideally, peer leaders
should be credible with high-risk adolescents, have good communication skills, show
responsible attitudes, but at the same time be somewhat unconventional. Botvin (1990) considered that even ideal peer leaders are likely to lack the organizational and management
skills possessed by effective professional teachers, and accordingly he has recommended
that the best of both worlds could be achieved by using teachers and peer leaders in combination. The timing of drug education is likely to be critical, according to a number of
researchers (Dielman, 1994; Duncan et al., 1994). Kelder et al. (1994) commented that
primary prevention is most effective if instituted before behavioural patterns are established and more resistant to change. Dielman (1994) considered that alcohol education programmes should be undertaken when they are particularly salient to young people’s life
experiences, such as when they are starting to drink. The general consensus in the literature (Johnston, O’Malley & Bachman, 1989; Dielman, 1994; Duncan et al., 1994) is that the
optimal time for initiating youth alcohol interventions is during the late primary/early high
school years, as this is when experimentation starts. However, onset of use can vary in different populations and Dielman (1994) has suggested that the timing of programmes can
be optimized for a particular population, by reference to the appropriate prevalence data.
Dusenbury & Falco (1995) considered that the research literature indicates that certain
types of school-based education, “can achieve at least modest reductions in adolescent drug
use” (p. 420). In order to identify the key elements of effective drug education, they
reviewed school-based programmes conducted between 1989 and 1994 and interviewed 15
leading researchers in the area. From this process they identiﬁed 11 critical components for
an effective programme. Ballard et al. (1994) undertook a similar process of consultation
and review in developing their 15 principles for drug education in schools. They considered
that these principles offer a framework for policy makers, school administrators, teachers,
parents and other stakeholders to use when making decisions about the selection, design
and implementation of drug education programmes. They are remarkably similar to Dusenbury & Falco’s key elements and these two sets of critical components have provided the
basis for the summary of effective drug education elements, contained in Table 17.1. In addition, three features of successful drug education programmes not mentioned in these two
reviews, but consistently identiﬁed in other research, have been included in this table. These
features are: appropriate timing of the intervention, to ensure that prevention programmes
are initiated when prevalence of use by young people is still very low (Kelder et al., 1994);
use of peer leaders to focus on the social factors that inﬂuence drug use (Coggans & Watson,
1995); ﬁdelity of implementation to ensure that programmes are delivered as intended
(Dielman, 1994). This set of critical components was derived from the broader drug education literature, but it clearly should be considered when undertaking alcohol education.

THE IMPORTANCE OF PARENTS
The major inﬂuence that parents have on the drinking behaviour of their children is consistently identiﬁed in the literature. Drinking usually begins within the family, and Foxcroft
& Lowe (1997) considered that good family function and positive family associations with
alcohol fostered responsible drinking by young people. They found that higher consumption was associated with low family support, low family control, regular parental drinking
and indifference to drinking by their children. McCallum (1990), in a review of the literature, indicated that parents have a major inﬂuence on their children’s drug use behaviour
through modelling, attitudes and family relationships, although she noted that many parents
were unaware of their degree of inﬂuence and how this could be used to bring about better
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Table 17.1 Summary of critical elements in effective school-based drug education and prevention
Theme

Component

Source

Comment

Context

Drug education is
best taught in the
context of broader
health skills

Ballard et al.
(1994)
Dusenbury &
Falco (1995)

Ongoing, comprehensive, developmentally
appropriate health programmes promote
general competence and provide a context
for understanding drug-related behaviour

Consistency

Drug education
messages across the
school environment
should be consistent
and coherent

Ballard et al.
(1994)

School policies and practices should
reinforce the objectives of drug education
programmes

Basis in
evidence

Drug education needs
to be based on
research as to
effective curriculum
practice and the
needs of students

Ballard et al.
(1994)
Dusenbury &
Falco (1995)

Effective programmes are based on an
understanding of contemporary theory
and research evidence as to what causes
drug use and what factors provide
protection

Drug education
programmes should be
evaluated

Ballard et al.
(1994)
Dusenbury &
Falco (1995)

Evaluation will provide formal evidence
of the worth of the programme in
contributing to short- and long-term goals,
as well as improving the design of future
programmes. The quality of evaluation
studies should also be assessed

Prevention education
is best delivered
before behavioural
patterns are
established

Kelder et al.
(1994)

Drug education programmes should start
when prevalence of use by young people
is still very low

Drug education
programmes should be
immediately relevant,
developmentally
appropriate and have
sequence,
progression and
continuity

Ballard et al.
(1994)
Dusenbury &
Falco (1995)

Programmes must be credible and useful
to students, which means they need to be
provided regularly at different stages of
schooling

Drug education
strategies should
relate to programme
objectives

Ballard et al.
(1994)

Strategies should be selected because they
are expected to achieve the objectives of
the programme

Objectives for drug
education should be
linked to the overall
goal of harm
minimization

Ballard et al.
(1994)

The concept of harm minimization
encompasses a range of strategies,
including non-use, which aim to reduce
harmful consequences of drug use

Social resistance
skills training

Dusenbury &
Falco (1995)

Such an approach helps young people to
identify pressures to use drugs and gives
them the skills to make alternative
responses

Normative education

Dusenbury &
Falco (1995)

This gives young people an accurate
indication as to the extent of drug use in
their peer group, which is typically lower
than expected

Timing of
education

Education
goals

Education
strategies
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Table 17.1 (continued )
Theme

Component

Source

Comment

Interactive teaching
techniques

Dusenbury &
Falco (1995)

Techniques such as role play, group
discussion and joint activities promote
active involvement in the learning process

Approaches to drug
education should
address the values,
attitudes and
behaviours of the
community and the
individual

Ballard et al.
(1994)

Responsible decisions by students about
drugs are more likely where peer and
community groups demonstrate
responsible attitudes and practices

Drug education
programmes should
reﬂect an
understanding of the
interrelationship
between individual,
social context and
drug in determining
drug use

Ballard et al.
(1994)

The drug experience is inﬂuenced by
these three components and effective
education programmes need to deal with
these inﬂuences in an integrated manner

Drug education
programmes should
focus on drug use
that is most likely
and most harmful

Ballard et al.
(1994)

Generally, school-based drug education
should concentrate on lawfully available
drugs, because their use by young people
is more likely. While illicit drug use
disproportionately attracts media attention
and public concern, it should be
addressed in particular contexts or
subgroups, where it is particularly
prevalent and harmful

Peer-led education

Coggans &
Watson
(1995)

Peers leaders are credible and effective in
presenting the social factors that inﬂuence
drug use

Collaborative
approaches

Mechanisms should
be developed to
involve students,
parents and the wider
community in
school-based drug
education

Ballard et al.
(1994)
Dusenbury &
Falco (1995)

Broadening school-based education by
including family, community and media
components will reinforce desired
behaviours by providing a supportive
environment

Sensitivity to
different
needs

Drug education
should be responsive
to developmental,
gender, cultural,
language,
socioeconomic, and
life-style differences

Ballard et al.
(1994)
Dusenbury &
Falco (1995)

Drug education programmes that are
sensitive to the different backgrounds of
the young people they target will be
more relevant and effective

Teachers

Teachers should be
trained and supported
to conduct drug
education

Ballard et al.
(1994)
Dusenbury &
Falco (1995)

The classroom teacher, with speciﬁc
knowledge of students and the learning
context, is best placed to provide
contextual drug education. Programmes
are most successful when teachers receive
training and support, particularly in
undertaking interactive teaching activities
continued overleaf
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Table 17.1 (continued)
Theme

Programme
implementation

Component

Source

Comment

Drug education
programmes and
resources should be
selected to
complement the role
of the classroom
teacher

Ballard et al.
(1994)

The classroom teacher is central to the
delivery of effective drug education and
should not be compromised by external
programmes

Drug education
programmes should
demonstrate adequate
coverage, sufﬁcient
follow-up and ability
to achieve long-term
change

Ballard et al.
(1994)
Dusenbury &
Falco (1995)

An adequate intervention, complemented
by follow-up, is needed to counter effect
decay and the ongoing inﬂuences to use
drugs. Stand-alone and one-off
interventions are not likely to be effective

Fidelity of
implementation

Dielman
(1994)

Monitoring should be undertaken to
ensure that programmes are delivered in
the intended manner, as failure may
occur because of inadequate
implementation, rather than as a result of
any deﬁciency in the design of the
programme

choices (McCallum, 1996). Mallick, Evans & Stein (1998) suggested that the ﬁrst step in
getting parents involved in drug education is to make them more aware of their inﬂuence,
and McCallum (1990) considered that parents would have more impact if they were conﬁdent about their contribution. Many parents feel ill-equipped to discuss drug matters with
their children, or make representations about drug education policy, because of a lack of
knowledge. Accordingly, programmes that inform, engage and support parents are a useful
start in tapping their potential to contribute to the drug education process.
Mallick, Evans & Stein (1998) reported that parents see drugs as their greatest issue of
concern in relation to their children. However, the basis for this predominantly stems from
sensationalist media reporting, with all its attendant myths, exaggerations and simplistic
prescriptions. As a consequence, parents’ dealings with their children tend to be directive
and based on the premise that “Just say no” is the only safe message, even though there is
some acknowledgment that this may not be heeded. These researchers concluded that
parents needed drug education themselves, so that they could assist effectively in the drug
education of their children. Many in their study were receptive to this idea but the views
and motivation of hard-to-reach parents were not gauged, even though the involvement of
this group may be particularly beneﬁcial. McCallum (1990) reported that the most promising prevention programmes involved parents learning communication skills, setting limits
and providing consistent support. This is reﬂected in the work of Spoth and his colleagues.
These researchers have consistently found that brief family skills training interventions
increased parenting skills, strengthened the parent–child relationship and reduced use of
alcohol and other drugs by the young people who attended. Reduction in use was maintained over time, which indicates that the skills learned provided the basis for a sustained
change in family functioning (Spoth et al., 1996a; Spoth, Redmond & Shin, 2001).
Recruitment to intensive, on-site programs is likely to be difﬁcult and experience from
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Spoth’s “Strengthening Families Program” indicates that incentives such as meals, childcare and coupons that can be exchanged for small treats boost participation (Spoth et al.,
1996b). French & South (1998) looked at a number of ways of involving parents in supporting school based drug education and found that initially there was resistance to ﬁnding
out more about drug use, because what they already knew was worrying enough. French
& South considered that a useful way of dealing with the barriers presented by these
parental anxieties was to facilitate peer-led education among parents, as this was more
interactive and less intimidating than being talked to by experts. Quinn (1996) has suggested that the media may be an effective way of reaching parents who would otherwise
have little contact with the school, but such a mass communication approach has difﬁculty
conveying the complexity of drug use issues. Parents in Mallick, Evans & Stein’s (1998)
study have reinforced this view, with suggestions that if the media reduced its sensational
reporting of drug use and provided more balanced and accurate information, parents would
be better informed, less fearful and more capable of addressing their children’s drug issues
in a balanced and effective manner.

WHOLE-OF-SCHOOL AND
COMMUNITY-WIDE APPROACHES
An important recent trend in alcohol and other drug education is the increased emphasis
given to whole-of-school and community approaches (Midford & McBride, 1999; Perry et
al., 1996; Ballard, Gillespie & Irwin, 1994). This acknowledges that drug education occurs
within a broader social setting and that greater beneﬁt is likely to occur if there is contextual support for the formal curriculum programmes. McBride, Midford & Farringdon,
(1998) suggested that whole-of-school approaches should ensure that the school policy and
practices complement the education message; that services are provided for at-risk students
and that the local school community, particularly parents, are involved in the education
process. However, these authors also acknowledged that getting schools to adopt a comprehensive approach to drug education is difﬁcult. There are an increasing number of educational issues vying for a place on the school agenda, and attracting broad support for an
issue that is generally not seen as core business for a school is difﬁcult, particularly if additional resources and training are not provided. Any effect achieved by intense whole-ofschool programmes will also be more vulnerable to withdrawal of resources. A curriculum
approach, however, is more achievable in terms of existing resources, more easily integrated
into and maintained within existing teaching structures and offers greater coverage per unit
cost. Evaluation of a national drug education programme in Australia (Midford & McBride,
1999) indicated that comprehensive and intense drug education in selected schools
achieved a greater level of drug education activity than system-wide teacher training.
However, this change only occurred in a few schools, whereas the global approach achieved
less change, but in a greater number of schools. Midford & McBride (1999) suggested that
the emphasis of a programme should be determined by its objectives, whether that be reach
or intensity. Schools that have had little drug education will probably be best served by
broad-based teacher training, which will create the skill base and motivation for further
development. In contrast, those schools that have reached a certain level of accomplishment in drug education are more likely to have the capacity to undertake a more intense,
whole-of-school approach.
Perry and her colleagues (Perry et al., 1996, Perry and Kelder, 1992, Perry and Murray,
1985) recognized the importance of the social environment in determining drug use by
young people and suggested that, if schools are to be effective in achieving sustained
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change, their programmes have to be reinforced at the broader community level. They
offered several reasons for undertaking community-wide prevention efforts in support of
school drug education. Those students with a high risk of alcohol and drug use are likely
to be alienated from the education process and thus may not be receptive to school-based
programmes. They are also more likely to drop out of school early and thus not receive
school-based education. Major social inﬂuences that affect alcohol and drug use by young
people include parents, peers, signiﬁcant adults in the community and the media. Most of
these groups are not associated with the school and prevention messages may best come
directly from these sources. The community also formally and informally regulates alcohol
consumption by young people. There are laws that regulate access to alcohol and there are
social norms as to acceptable drinking practices. These contribute in a major way to the
patterns of consumption by young people and changes here may complement education
programmes.
A good example of a broad community approach to alcohol education for young people
is provided by Project Northland. This is a large, long-term, community-wide programme,
conducted in six north-eastern counties of Minnesota. The project sought to prevent or
reduce alcohol use among younger adolescents and has achieved a measure of success
(Perry et al., 1996). At the end of 3 years, students in the school districts who received the
intervention, reported lower onset of use and lower levels of use than students in the control
districts. However, this must be seen in context. The achievements of a well-funded project
implemented by highly motivated and capable researchers are not likely to be replicated
in schools that do not receive this extra support. Follow-up of these students in high school
also indicated that the initial positive results attenuated. Perry et al. (1998) reported that
by the end of the 10th grade, there was no signiﬁcant difference in alcohol consumption
between students in the intervention and control districts. It would seem that although a
number of normative and interpersonal factors were inﬂuenced by the initial 3 year intervention, these changes were not sufﬁcient to maintain lower levels of use when the
students reached high school. These results indicate that alcohol use may be particularly
resistant to long-term change, which Perry et al. (1993) attribute to society not providing
consistent, clear and compelling messages about adolescent alcohol use. However, the relevance, for older adolescents, of an abstinence-focused alcohol education approach also
seems a factor, whether or not such a goal is reinforced at the local community level. Education programmes, no matter how comprehensive or well-resourced, cannot control all
messages on alcohol. The perception gained by many young people via media images and
personal experience is that alcohol is an integral part of adult life and learning how to drink
is a part of becoming an adult (Petosa, 1992). It seems logical, therefore, to assume that as
young people approach adulthood, an increasing number will drink alcohol.
Flay (2000) indicates that the effects of drug education with a community component
appear to be larger, occur in more domains and are less likely to diminish over time.
However, success tends to occur with drugs other than alcohol and limitations in research
design and lack of replication mean that existing studies provide little information on
the differential effectiveness of programme components. Whole-of-school or community
approaches do offer promise, but have to resist making the same mistake of the early
curriculum-based approaches. If the goal is unrealistic, adding extra components to the
intervention will not make it any more likely that the goal will be achieved. Abstinence is
clearly unrealistic as the only goal, and alcohol prevalence data clearly indicates it is not
supported by broader community norms in Western industrialized societies (Grytten, 1997;
Jones, 1993; Miller & Plant, 1996; Substance Abuse & Mental Health Services Administration, 1997). As a consequence, not only is the legitimacy of such a goal questionable, but
programmes based on such a goal may actually be counterproductive. They provide the
appearance that prevention education is being undertaken, while offering little to the large
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proportion of young people who are already drinking or who may be experiencing consequences from drinking by others.

PERSISTENCE WITH INEFFECTIVE APPROACHES
An example of a drug education programme with a long history of acceptance in schools,
but a poor evaluation record in terms of achieving behaviour change, is DARE (Drug
Abuse Resistance Education). The programme was developed in 1983 by the Los Angeles
Police Department and the Los Angeles Uniﬁed School District, with the intention of teaching students the skills to resist drug use. It essentially uses a didactic approach to deliver a
strong abstention message, although its distinguishing feature is that community police ofﬁcers, rather than teachers, provide the education. Ennett et al. (1994) reported that DARE
has been adopted by over 50% of school districts in America and the programme also has
a signiﬁcant international presence, with representation in almost 20 countries (Rogers,
1993). DARE has a high proﬁle in the community and is relatively expensive to implement,
because of the use of police ofﬁcers to conduct the extracurricular education. This has
meant that a number of evaluations of the programme have been conducted. Some have
indicated that the programme is well regarded, such as the study by Donnermeyer &
Wurschmidt (1997), which found that 97% of educators in a sample of mid-western schools
conducting the DARE programme endorsed the programme. Other evaluations of the programme’s impact in particular locations, such as that conducted by Dukes, Ullman & Stein
(1995) with students in Colorado Springs, have indicated that the programme does inﬂuence students. In the Colorado Springs study, DARE improved self-esteem and institutional
bonding and decreased endorsement of risky behaviours, although drug-using behaviour
was not measured. A meta-analysis of eight methodologically rigorous DARE outcome
evaluations, however, concluded that the programme’s short-term effect on drug-using
behaviour was small (Ennett et al., 1994). The authors noted the disparity between the programme’s popularity and prevalence and its effectiveness, and indicated that this could
mean that it was taking the place of other more beneﬁcial drug education interventions.
Lindstrom & Svensson (1998) reported similar ﬁndings in their evaluation of the Swedish
equivalent of DARE, the VAGA programme. They found that students who had undertaken the programme were no different in their attitudes to drugs or actual drug-using
behaviour than students who had not participated. On the basis of their ﬁndings, they questioned the emphasis of the programme and the use of limited police resources for this task.
Australia is another country that has funded drug education programmes that have a high
public proﬁle but no proven efﬁcacy. The Life Education programme receives several
million dollars a year from government, business and service groups and has a high proﬁle
in the community, yet an evaluation of students exposed to the programme found no evidence that it reduced use of alcohol, analgesics or tobacco. Rather, the Life Education students were slightly more likely to use these substances (Hawthorne, Garrard & Dunt, 1995).
In a later evaluation of the social impact of the programme in the Australian state of
Victoria, Hawthorne (1996) reported that because the programme was institutionalized and
reached a wide student audience, estimates could be made of its impact at the population
level. In relation to alcohol use, Hawthorne (1996) reported that 22% of all Victorian boys’
recent drinking could be attributed to participation in Life Education.
Well-publicized programmes such as DARE and Life Education seem to build up a
momentum that is difﬁcult to stop, even though the empirical evidence attests to their ineffectiveness. DARE continues to be the drug education programme of choice in America,
despite over a decade of predominantly negative evaluations and a recent review commissioned by the American Department of Education, which concluded that it was among the

312

R. MIDFORD AND N. MCBRIDE

least effective programmes in use (Silvia & Thorne, 1997). Past experience indicates that
ineffective drug education programmes are eventually superseded, but this takes considerable time and is inherently wasteful of resources. Hawthorne’s (1996) suggestion for
preventing the institutionalization of ineffective programmes is to conduct a thorough
evaluation prior to widespread implementation.

THE PROMISE OF HARM REDUCTION APPROACHES
Dielman (1994) considered that the early drug prevention programmes were not able to
demonstrate an impact on behaviour, because they tended to adopt unrealistic goals, such
as the prevention of any drug use. However, it is arguable that this aspect of drug education has changed much in recent times. Drug education research still tends to be framed in
terms of abstinence outcomes, because the great majority of studies have taken place in
the USA (Foxcroft et al., 1997), where federal guidelines mandate that prevention programmes emphasize “zero tolerance” and abstinence (Ofﬁce for Substance Use Prevention, Alcohol, Drug Abuse and Mental Health Administration, 1989). While the research
on harm reduction as a goal for drug education has had little support in the past, there is
a particularly compelling logic for the use of such an approach with alcohol. The drug is
legal, socially acceptable, readily available and problems tend to be associated with bingedrinking occasions (Single, 1996). Given these parameters, abstinence is unlikely and
greater beneﬁt should accrue from education to reduce binge-drinking and equip people
with the skills to deal better with the risks associated with settings where such drinking
occurs. Such an approach is even more applicable to young people, because of their lack
of knowledge about alcohol, their inexperience with drinking and their greater propensity
to binge-drink in high-risk settings.
McBride et al. (1998) and the Australian Drug Foundation (undated) found that alcohol
education was more meaningful for students if it acknowledged their experiences with
alcohol. In this regard, a harm reduction approach was received positively by students,
because it was not judgemental about their experiences and offered something useful to
all students, whether they had started drinking or not. Midford & McBride (1999) found
that in Australia, teachers generally understood and were very supportive of the concept,
because it permitted them to be more open in their discussions of drug use. Parents in
Australia were also supportive of the approach in relation to alcohol, because they typically introduced their own children to alcohol at home and did not expect schools to impose
a moralistic view of alcohol use (Australian Drug Foundation, undated). In a study of
alcohol and other drug use in Nova Scotia, Canada, Poulin & Elliot (1997) indicated
that for the 27% of students who reported at least one alcohol-related problem, a harmreduction approach would be more relevant than trying to prevent use. Yet these
researchers acknowledged that there was little evidence as to the effectiveness of schoolbased harm reduction programmes.
An alcohol education study by Shope et al. (1994) is one of the ﬁrst to explore the
harm-reduction beneﬁts they may derive from education. These researchers found that
while there was no difference in the level of alcohol use between intervention and control
groups, the harms deriving from alcohol use did not increase as rapidly in an intervention
subgroup with a prior history of unsupervised drinking, as they did in comparable controls.
While curriculum materials used in the study contained a strong abstinence message and
there was criticism of the small numbers in the subgroup that demonstrated change
(Gorman, 1996), it does seem to indicate that harm reduction can be achieved by school
drug education and that this is not necessarily linked to reduced consumption. A recent
alcohol education research study in Australia, designed to teach harm-reduction skills
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(McBride et al., 2000) found that the intervention students were signiﬁcantly more knowledgeable about alcohol after the ﬁrst phase of the intervention than the control group. They
also held attitudes that were signiﬁcantly more supportive of safe alcohol use and harm
reduction and consumed signiﬁcantly less alcohol than the control group. Change in the
level of alcohol harm experienced was not as dramatic, which was to be expected, given a
retrospective reporting period longer than the interval between surveys and the gradual
nature of behaviour change. However, one subgroup of intervention students, those who
reported drinking with adult supervision, did experience signiﬁcantly less harm than their
non-intervention counterparts, subsequent to the intervention. These early ﬁndings are
promising, and such evidence is very necessary if objective support is to be provided for
what Duncan et al. (1994) considered to be a major paradigm shift in drug education, away
from use-prevention to abuse prevention or harm reduction. They saw this as a rational
response to the failure of efforts aimed at preventing drug use and a coherent organization of prevention resources, so as potentially to yield the greatest beneﬁt to society.
Demonstrable behaviour change lends further weight of argument to the beneﬁt of this
shift.
The essence of harm reduction is that it acknowledges that people will use drugs and
gives priority to preventing harms rather than preventing use. Lenton & Midford (1996)
deﬁne a harm reduction programme or policy as:
. . . one in which (1) the primary goal is to reduce net health, social and/or economic harm
without necessarily seeking to reduce use, and (2) it can be directly demonstrated against
broadly agreed criteria, that net harm across these dimensions has been reduced, rather than
claiming or inferring that harm has been reduced from changes in other indices (p. 412).

Some jurisdictions have accepted the logic of harm reduction, such as Canada and
Australia, where harm reduction forms the basis of each country’s respective national drug
policy (Single, 1996; National Drug Strategy Committee, 1993). The approach was initially
associated with reducing the harms associated with illicit drug use, which was resistant to
traditional prevention and treatment methods. It has only more recently been seen as an
appropriate goal for drug education (Duncan et al., 1994; Resnicow & Botvin, 1993).
However, while the approach was successful in reducing the spread of HIV among the
injecting drug population, there has been insufﬁcient research carried out to determine
whether it delivers more effective drug education than traditional abstinence or delayed
onset approaches. Duncan et al. (1994) considered that preventing drug abuse or harmful
drug use is a different task from preventing all drug use and, according to Resnicow &
Botvin (1993) may make drug education more credible and more realistic. This also means
that harm reduction may make drug education more effective in terms of achieving stated
outcomes, as outcomes can be measured in terms of the amount of harm reduced, rather
than in absolutist terms of whether or not abstention was achieved.

CONCLUSION
Drug education as a whole has developed considerably in the last decade and, as a part of
this, there is greater understanding of the various inﬂuences involved. This is not to say that
drug or alcohol education has become demonstrably more effective in changing behaviour.
Rather, it seems that there is greater understanding at a component level of the forces that
foster drinking and the programme elements that need to be included if a programme is
to deal comprehensively and effectively with these forces.
In a recent meta-analysis of 55 school- or college-based drug education programme eval-
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uations that met minimum methodological criteria, White & Pitts (1998) considered that
18 were methodologically sound studies and that 10 of these “sound” studies evidenced
some impact on drug-using behaviour. Meta-analysis of 11 “sound” studies, with 1 year
follow-up, indicated that the mean effect size was 0.037. This means that over a period of
a year the best-researched drug education interventions were able to delay the onset of
drug use or stop use in 3.7% of young people who would otherwise have used. Such a
study has not been done separately with alcohol education programmes, but the effect
size is likely to be even smaller, because both abstinence and use onset have proved
more difﬁcult to achieve in relation to alcohol. While this recent meta-analysis demonstrates that drug education programmes still have difﬁculty in changing behaviour, the
authors identiﬁed promising individual approaches that produced slightly larger effects.
The effective interventions were a mix of focused and generic training, although some
elements that worked as part of one programme were also present in unsuccessful programmes. The great majority of programmes that had a longer-term impact were intense
in their own right and supported by reinforcing messages. They also usually included
booster sessions at a later stage of the programme. White & Pitts (1998), however, found
that programmes rarely identiﬁed the separate contribution of each component element,
which makes it difﬁcult to tease apart why programmes work and optimize the composition of new initiatives.
The more recent drug education studies and reviews of the area indicate that sound
school-based interventions do change behaviour and, while the change is small, it occurs at
a population level, so the aggregate beneﬁt of good programmes can be large if widely
implemented. (McBride et al., 2000; Shope et al., 1994; White & Pitts, 1998). These ﬁndings
reinforce the importance of assessing alcohol education in terms of utility. In this way there
is some objective criterion to differentiate between those programmes that are simply well
known or palatable and those that bring about meaningful change. This may seem
self-evident, but the political and moral dimensions to drug education mean that certain
approaches are more acceptable to the community. The American experience is that a great
deal of money is spent on aggressively marketing programmes that either have not
been evaluated or have been shown to be ineffective, rather than implementing proven
programmes (Dusenbury, Falco & Lake, 1997; Hansen, Rose & Dyfoos, 1993).
Alcohol education will probably always be considered something that schools should
provide, but in the past an emphasis on abstinence may have blinded educators to the inadequacies of the programmes chosen and, in the process, discredited the merit of education
as a prevention measure. In the future, programmes need to be more realistic about their
goals and accountable for their achievements. The beneﬁt would be that schools spend time
and money on education that has greater potential for bringing about useful change, and
students are more likely to be provided with knowledge, values and skills that equip them
to make better decisions about alcohol. In order to achieve these ends, there needs to be
a broader range of research on alcohol education and this research must come to terms
with the objectives of harm reduction. Beck (1998) pointed out that, because of historical
movements aimed at prohibiting alcohol use, most research has evaluated how successful
programmes have been at maintaining abstinence or delaying onset. As a consequence,
evaluations may have assessed programmes as being ineffective because they did not
achieve this. Such programmes may have actually achieved other beneﬁts but typically these
would not have been considered relevant. An even more concerning implication of this
emphasis on abstinence is that other worthwhile goals, such as practising responsible
decision making in relation to alcohol, or even just possessing the practical knowledge to
be capable of making better decisions, have not been part of the research agenda. Within
such a framework, they are not considered the legitimate business of alcohol education for
young people. This continuing repetition of past mistakes suggests that it is timely for
researchers to investigate less absolutist alternatives, on the basis that achieving some ben-
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eﬁcial change is better than failing comprehensively to persuade young people that they
should not drink at all. Alcohol consumption is an established aspect of Western industrialized societies. Accordingly, these societies have an obligation to educate and support their
young people, so that they have the conceptual framework to be able to make responsible
decisions about drinking as they grow older and the practical skills to implement those
decisions.
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Synopsis
The alcohol industry has for many years used large advertising and public relations budgets
to implement sophisticated mass media marketing and advocacy campaigns to further the
sale of alcohol. Public health agents are also increasingly advocating and marketing messages about alcohol: those that seek to encourage responsible drinking behaviour and reduce
alcohol-related harm. Over time, mass media marketing and advocacy to reduce alcoholrelated harm has begun to match the sophistication achieved by the purveyors of alcohol
advertising. In the process, much has been learned by public health agents about both marketing and advocacy.
Marketing campaigns that use social marketing strategies, and that seek to reduce alcoholrelated harm, compete for advertising space with other advertisers. Sometimes these campaigns also aim to increase the social pressure upon consumers to modify their behaviour by
highlighting or seeking to create opposing social norms. More recent campaigns have beneﬁted from the application of new social science theories (such as theories of individual behaviour change and of social marketing), from the use of formative evaluation and from the
setting of realistic campaign objectives. The ﬁrst part of this chapter provides an overview of
mass media marketing and examines the current theories of individual behaviour change that
The Essential Handbook of Treatment and Prevention of Alcohol Problems. Edited by N. Heather and
T. Stockwell.
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underpin the social marketing approach. The two main methods of mass media marketing,
advertising and “edutainment”, are described, and their application to two recent mass media
marketing campaigns are detailed.
Unfortunately, an implicit tenet of the market-based, individual-focused health system is
that those consumers who do not maintain health, or access health care services, are responsible for the consequences. Such an approach in its pure form does not acknowledge the structural determinants of health behaviour. In contrast to the marketing approach, mass media
advocacy seeks to create change to the structural determinants of health. Mass media advocacy is a political activity that, along with coalition building and political lobbying, is used to
inﬂuence decision-makers in order to achieve public health goals. It emphasizes the promotion of healthy behaviours and healthy public policy by inﬂuencing decision makers to accept
the merit of health-promoting or -protecting policies or structures. The second part of this
chapter illustrates the breadth of mass media advocacy activities undertaken by health advocates and provides a detailed example of successful advocacy to reduce alcohol-related harm.
Mass media marketing is most suited to issues that seek incremental change rather than
those that directly challenge institutions such as the alcohol industry. Mass media advocacy,
on the other hand, is a strategy well suited to challenging institutional practices and
creating systemic change. However, in practice, both activities are often undertaken simultaneously. This is because the careful use of advertising can assist in advocating for structural
change, and advocacy activity can reinforce or play a part in modifying individual behaviour. The apparent increase in success of these strategies can be attributed partly to improved
implementation, partly to the new theories upon which they are now developed, and partly
to improved evaluation methodology. Most importantly, however, has been the recognition
that mass media marketing and mass media advocacy are more effective when they are only
two of many elements within a broader change strategy.

In market-based societies the mass media has for many years been a fertile vehicle for the
development and dissemination of alcohol advertising, and for political lobbying by the
alcohol industry. Large advertising and public relations budgets, coupled with considerable
expertise, have allowed the industry to reﬁne its mass media marketing and advocacy activities with considerable precision. This means that the general public is receiving more
sophisticated messages encouraging greater use of alcohol. However, public health agents
have increasingly entered the fray by advocating and marketing different messages about
alcohol; those that seek to encourage responsible drinking behaviour and reduce alcoholrelated harm. Over time, mass media marketing and advocacy to reduce alcohol-related
harm has begun to match the sophistication achieved by the purveyors of alcohol
advertising. In the process, much has been learned about marketing and advocacy by
public health agents in their attempts to have their messages heard in the mass media
marketplace.
Mass media marketing and mass media advocacy are similar, in that they are both activities that use the mass media as a vehicle to achieve the same primary goal; that of creating change within the community. However, while change is central to both activities, the
type of change targeted and the methods employed are quite different.
This difference in the target of change can be illustrated by reference to a model of
change, such as that described by Thompson & Kinne (1990). In their “synthesis of change
theories” model, Thompson & Kinne consider that the individual operates within a hierarchical community system. The community comprises component subsystems (such as
health and police services) and functions within a broader contextual environment, inﬂuenced by such things as prevailing economic conditions. In Thompson & Kinne’s model,
the individual’s behaviour is the end product of the successive inﬂuence of each of these
components. They suggest that direct change to individual behaviour is brought about by
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a change in one or more of the subsystem levels within the community system. The reverse,
however, also needs to be considered. The collective impact of individual behaviour can
itself create change within community structures and the external environment. The target
of mass media marketing is squarely on individual behaviour change, while the target of
mass media advocacy is on the external environment and other structural determinants of
the behaviour targeted.
The relative merit of these and other activities in reducing alcohol-related harm has been
the subject of much empirical research over the years (Edwards et al., 1994). Andreasson
and colleagues of the Stockholm North Centre for Addiction recently postulated that “if
we were to construct a list of effective methods [to prevent alcohol problems], availability
measures would be at the top and mass media campaigns at the bottom” (Andreasson et
al., 1999). Although their ranking of 10 “prevention methods in the alcohol ﬁeld according
to effectiveness” did not consider the role of media advocacy, the targets of media advocacy (i.e. policies and economic conditions) were rated well above mass media campaigns
in terms of inﬂuence on alcohol problems.
The worldwide dominance of market-based economies with associated values of “rugged
individualism, self-determination, strong individual control and responsibility, and limited
government involvement in social activity” (Wallack et al., 1993, p. 7) fosters a parallel
approach to health care delivery. Within such a market framework, governments see their
role as assisting individuals to make their own health-care choices. There is an expectation
that the market-based health care system, when utilized in association with wise, thoughtful and prudent consumerism, rewards individuals by giving them personal control over
their health and health-care needs. With equal services available to all, it is assumed that
consumers will act in their own best interests; they will identify risks to their health and
select health-care products that reduce risk to the extent that they would like.
This focus on the individual has been harnessed by public health practitioners through
community interventions that use social marketing strategies. Marketing campaigns that
seek to reduce alcohol-related harm compete for advertising space with other advertisers
in the marketplace. One example from Australia of such competitive marketing occurred
when a national football club promoting an anti-drink–drive message on their uniforms
played a game of football against another sponsored by a brewery, within a competition
named after a brand of beer. The purpose of social marketing is to compete in the
marketplace against forces that have opposing aims, so as to modify consumer behaviour
to promote health rather than illness. Sometimes these campaigns also aim to increase the
social pressure upon consumers to modify their behaviour by highlighting or actually
seeking to create opposing social norms.
The ﬁrst part of this chapter provides a broad overview of mass media marketing and
examines the current theories of individual behaviour change that underpin the social marketing approach. The two main methods of mass media marketing are then described and
illustrated. These are advertising and the more recent strategy of “edutainment”, which
involves the placement of public health themes within popular entertainment.
Unfortunately, an implicit tenet of the market-based, individual-focused health system
is that those consumers who do not maintain health, or access health care services, are
responsible for the consequences. Such an approach in its pure form does not acknowledge
the structural determinants of health behaviour and, as a consequence, there is a real danger
of “blaming the victim” (Howat & Fisher, 1986). Social marketing campaigns that change
social norms contribute to this by highlighting unhealthy behaviour as both preventable
and deviant. A further danger associated with the social marketing of health is that such
approaches may become the modern equivalent of the moralistic health crusades of yesteryear, which produced such legislation as the British “Act to Repress the Odious and
Loathsome Sin of Drunkenness” in 1606 (Powell, 1988, p. 4).
The structural determinants of health behaviour not accounted for in social marketing
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campaigns include the impact of key events, secular trends, policies, economic conditions
and technology on health outcomes (Thompson & Kinne, 1990). In contrast to the marketing approach, mass media advocacy seeks to create change to these systemic determinants. The importance of this aim is highlighted by Wallack et al. (1993), who noted that:
For many communities, individual change is linked to social change and social change means
addressing the power inequity that contributes to the problem. If power is deﬁned as fundamental to improving health status, getting a message will not be a sufﬁcient intervention. In this
case, getting a voice will be the strategy. Unfortunately many of the populations that have the
least power, the greatest health problems and the least resources for change are also the least
visible to those who have the power to have an impact on disease-generating social conditions
(p. 24).

The second part of this chapter examines the role and nature of mass media advocacy
to reduce alcohol-related harm. Mass media advocacy is a political activity that, along
with coalition building and political lobbying, is used to inﬂuence decision-makers in
order to achieve public health goals. All three activities challenge the notion that health is
a good or service that can be purchased or acquired by individuals according to personal
choice. Rather, they emphasize the promotion of healthy behaviours and healthy
public policy by inﬂuencing decision makers to accept the merit of health-promoting or
-protecting policies or structures. This emphasis on the structural determinants of health
makes mass media advocacy a potentially powerful tool. There are many reasons to use
this tool, scores of different avenues to maximize the beneﬁts of mass media advocacy
and many examples of successful advocacy that has achieved the aim of reducing alcoholrelated harm.

MASS MEDIA MARKETING
The mass media marketing of messages that aim to reduce alcohol-related harm is an
activity that inherently supports and seeks to replicate product-marketing strategies
that are associated with the free market economy and its focus on choice, on consumerism
and on individuals. The methods used include those of advertising, “edutainment” and
publicity.
Advertising is the major method used in the mass media marketing of messages that
seek to reduce alcohol-related harm. Advertising may be paid or unpaid (such as public or
community service announcements). It has frequently been used to: orientate the public to
an issue, such as drink–driving; to teach new concepts or skills, such as how to pour a “standard drink” or to know what a “unit measure” is; to address speciﬁc problems, such as
remaining under the legal blood alcohol limit; or to highlight the difference between
hazardous consumption and safe consumption.
“Edutainment” refers to the deliberate placement of educational messages in media
entertainment vehicles, such as television and radio soap operas, ﬁlms, popular music,
comics or novels, in order to achieve deﬁned objectives (Egger, Donovan & Spark, 1993,
p. 139). The main intention of edutainment is to have characters in mass media entertainment, particularly television soap opera characters with whom viewers identify, model
certain behaviour that social marketers want replicated.
A third strategy used within mass media marketing is that of making publicity. Publicity is frequently used to supplement advertising or advocacy campaigns, but is seldom a
strategy used in isolation. This strategy usually uses news networks and therefore, by deﬁnition, must present “new” (or at least “renewed”) information. As a supplement to an
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advertising campaign, publicity will often result from an ofﬁcial “launch” of the campaign
(frequently using a well-known identity or some form of gimmick) or from some controversy surrounding the campaign.
While edutainment is a new term, neither it nor advertising or publicity are recent
phenomena. Groups such as temperance unions have been creating news and even
sponsoring mass media advertising since the late nineteenth century, and popular entertainment, such as theatre, has been used as a vehicle to disseminate health-related wisdom
since its inception. However, despite their long history, evidence of the effectiveness of early
mass media marketing campaigns is difﬁcult to ﬁnd. According to Backer, Rogers & Sopory
(1992, p. xiv), pre-1971 mass media health campaign evaluations mostly showed that the
campaigns had failed. Montagne & Scott (1993) indicated that such old-style mass media
campaigns in isolation mostly inﬂuenced knowledge and had little impact on behaviour.
They also tended to target broad audiences, which reduced their ability to focus on speciﬁc
issues. This meant that old-style campaigns were limited to reinforcing existing social attitudes and norms, such as not drinking and driving. In recent years, mass media marketing
has been used as part of larger community-based drug prevention programmes (Pentz
et al., 1989; Holder & Treno, 1997). These multi-component programmes have achieved a
degree of success, although within such programmes it has been difﬁcult to identify the speciﬁc contribution of mass media marketing. The strength of mass media marketing may be
to reinforce community awareness of the problems created by alcohol use and prepare the
ground for speciﬁc interventions (Holder & Treno, 1997). After investigating the efﬁcacy
of alcohol-related mass media marketing campaigns, Edwards et al. (1994) concluded that,
“there is no present research evidence which can . . . justify expenditure of major resources
on . . . mass media public education campaigns, unless these are placed in a broader
context of community action” (p. 208). Consequently, it is within the context of broader
community action that most examples of successful mass media marketing to reduce
alcohol-related problems are found.
As components of such broader action, recent mass media marketing campaigns have,
according to Backer et al. (1992, p. xiv), beneﬁted from the application of new social science
theories (such as theories of individual behaviour change and of social marketing), from
the use of formative evaluation and from the setting of realistic campaign objectives. Each
of these elements is described below, before examples of successful mass media advertising and edutainment campaigns are described.

Individual Behaviour Change
Two of the theories of individual behaviour change to have impacted on the development
of mass media marketing campaigns are Bandura’s (1986) social learning theory and
Prochaska & DiClemente’s (1992) “transtheoretical approach”. Bandura (1986) was dissatisﬁed with the explanatory powers of the traditional deterministic theories of individual
behaviour, which made no allowance for cognition and could not account for learning independently of behaviour. In his social learning theory, the individual is acknowledged as a
thinking organism who makes conscious choices about how to interact with the environment. Some learning and change occurs through direct experience, but most occurs vicariously through observation and through modelling the actions of others. The individual can
also be an agent for change and an object of change. This concept is known as reciprocal
determinism (Nutbeam & Harris, 1998, p. 30) and is important in the understanding of the
complex interplay between the individual and the environment and the development of
social norms. Social norms are central to the ability of this theory to explain why some
behaviours are acquired and others are not. An extension of this is that a change in norms
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will inﬂuence what behaviour people consider attractive and rewarding to learn. Bandura’s
(1986) insights into the complex relationship between people and their environment have
provided the theoretical foundations for advertising campaigns in recent years, while his
recognition of the importance of “modelling” has been fundamental to the development of
health-promoting edutainment.
A second model of change that is particularly relevant to mass media marketing, due
to its usefulness in identifying and segmenting target groups, is the “transtheoretical
approach” (Prochaska, Redding & Evers, 1997). This model suggests that people can be
divided into population subgroups according to their stage of progression toward adopting
a desired behaviour. The stages of change originally postulated by Prochaska and
DiClemente (1992) are pre-contemplation, contemplation, preparation, action, maintenance and termination. The stages are sequential, moving from when an individual is not
yet considering modifying his/her unhealthy behaviour, to when the problem behaviour
is completely eliminated and the individual is not able to be tempted to return to the
unhealthy behaviour. People in one stage will respond to different messages from those in
another stage. For example, a marketing campaign teaching people the skills of controlled
drinking will be useful to problem drinkers who have recognized that change in their drinking is needed and are thus in the preparation or action stages. It will not, however, be appropriate for problem drinkers in the pre-contemplation phase who are not aware that such
skills could be useful to them.

Social Marketing
Another body of knowledge that has had a signiﬁcant impact upon the mass media marketing of alcohol harm issues is that of “social marketing”. Social marketing is derived from
“commercial marketing”, which has the three basic tenants of “consumer orientation, an
integrated approach, and the pursuit of proﬁtability or other predetermined objectives”
(Hastings & Haywood, 1991). The interplay between product, price, place and promotion,
the “marketing mix”, is considered fundamental to the success or failure of the marketing
strategy.
Social marketing theory has provided a model of the process involved in developing
mass media campaigns. Three elements of this process are the accurate identiﬁcation of the
target group, the creation of the most effective message, and the selection of the most
appropriate method and media (Egger, Donovan & Spark, 1993).
Social marketing recognizes that knowledge of the target audience is paramount to successful mass media marketing. While media campaigns are popularly thought to be able to
achieve “mass reach”, it is a myth that a message disseminated amongst an entire population will reach everyone in that population. As a consequence, if public health agents want
to reach speciﬁc groups, such as binge drinkers, they need to know about this group. Information that they should collect includes the target group demographics, needs, attitudes,
beliefs and knowledge of the media channels they access. To be effective, it is important
to understand that there is rarely one universal market for a single message, but a variety
of different target groups that require different programmes and messages. Segmentation
is a useful strategy to help deﬁne a market and target a message to ensure best use of
resources. Market segmentation involves breaking down the total market into various subgroups. Each group is deﬁned in a way that implies some differences in their response
to various marketing activities. For example the subgroups may have different needs requiring different product variations; different media channels may reach them; or they
may respond to different advertising appeals. The basis for target audience segmentation may be demographic, geographic, psychographic, sociodemographic, epidemiological,
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behavioural, attitudinal, related to the beneﬁts sought, or related directly to the stages of
change identiﬁed by the “transtheoretical approach” of Prochaska & DiClemente (Egger,
Donovan & Spark, 1993).
Social marketing theory also focuses on “getting the message right”. Language, style and
tone must be consistent, not only with the campaign objectives, but also to the background
and life-style of the target audience. The message must be understood, accepted and suitably motivating to the target audience. An approach must be developed that differentiates
the message from others and that presents the message in a fresh and timely manner.
Another area in which social marketing theory has supported the development of mass
media campaigns has been through its identiﬁcation and critique of the array of marketing methods and media. As well as choosing between advertising, edutainment and publicity mass media, marketers must choose between a variety of media, such as television,
the Internet, print media such as newspapers and magazines, and outdoor media such as
billboards and signs. The choices between the forms of media are generally made according to cost and ability of the medium to target the selected audience, while the choices
between method are made in relationship to the change outcome sought.

Formative Evaluations
Recent mass media marketing campaigns also beneﬁt from the widespread use of evaluation. Speciﬁc formative evaluation is now recognized as critical to campaign development
(Simons-Morton, Donohew & Davis Crump, 1997), and the increasing use of process,
output and outcome evaluation further contributes to the reﬁnement of campaigns as they
proceed. Formative evaluation is about undertaking research and product testing before
campaign implementation in order to identify the best message, medium and method available within the existing resource constraints. After the creation of the marketing objectives,
the translation of these objectives into the campaign is of critical importance. Formative
evaluation should involve testing of the marketing mix (i.e. price, product, place and promotion) with the intended target audience, and will often be undertaken using focus groups,
surveys or in-depth interviews. The social science theories described above provide insights
into how campaigns should be developed, but without formative evaluation mass media
marketing campaigns run the risk of missing their target. Likewise, process, output and
outcome evaluation has allowed public health promoters to modify and improve their campaigns in line with their intended goals.

Achievable Objectives
Backer, Rogers & Sopory (1992, p. xiv) also suggest mass media campaigns have beneﬁted
by setting more modest achievable campaign objectives and recent projects, such as the
New Zealand Community Alcohol Project, have beneﬁted by setting “realistic objectives”
(Casswell, Ransom & Gilmore, 1990). Early campaigns that sought to create individual
behaviour change focused their outcome evaluations on identifying signiﬁcant communitywide changes in behaviour. This simplistic approach did not acknowledge the complex
nature of the process of change or the complexities involved in the communication of information. More often than not, there are a range of intermediary steps that can be identiﬁed
between campaign implementation and large-scale community change. For example, a campaign targeting binge drinkers, who are unaware that their drinking behaviour is deﬁned
as “binge-drinking”, will not engage the target group. Such a campaign, targeting a group
of people in a “precontemplation” stage, should have problem awareness as the primary
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objective, not behaviour change. In this example, the outcome measures used to identify
campaign “success” would vary according to the primary objective. Should the objective be
behaviour change and the relevant outcome measures applied, the campaign will almost
certainly be deemed a “failure” (even if the campaign resulted in 100% of the target group
contemplating whether they are binge-drinkers).
The triad of modest achievable objectives, formative research and a basis in valid social
science theory has been the foundation of numerous recent mass media marketing campaigns. One example that primarily used the method of advertising and one that primarily
used edutainment are described below. They constitute examples of the “best practice” use
of mass media marketing to reduce alcohol-related harm.

Mass Media Advertising and Edutainment to Reduce Alcohol-related
Harm: Case Studies
An evaluation of the Danish National Campaigns on Alcohol presented in the mass media
since 1990 provides an example of what can be achieved by a mass media campaign based
on many of the principles outlined above. The campaign had three overall goals related to
“sensible” alcohol consumption and an overall goal of reduction in total consumption.
These goals were operationalized into four objectives that included increasing knowledge
of, and the number of, people who followed the national recommended guidelines for
consumption, and of increasing the number of local organizations active in support of the
campaign.
Strunge (1998) reported the evaluation results for the years 1990–1996, during which
annual mass media campaigns were developed and implemented. Awareness of the campaigns was high (around 70%) in each year except 1991, and was particularly high in 1990.
This latter result was probably related to the provocative nature of the 1990 campaign,
which resulted in additional publicity in the news media. Correspondingly, the lower 1991
result was seen to be the result of the lack of a provocative message, a smaller campaign
budget (50% of the 1990 budget), lack of television advertising, and a longer time-lag (5
weeks) between the campaign closure and the evaluation.
The campaign was shown to have reached its knowledge objectives. Knowledge of the
weekly unit guidelines was shown to increase steadily over the period from absolute zero
in 1990 to 52% of the population in 1997. Knowledge of the unit contents of beer and wine
(which is essential to know in order to calculate the weekly amounts consumed) was low
for wine (35– 42%), but high for beer (60–70%), with an annual but less marked increase
during the period surveyed.
A small percentage of survey respondents indicated that the campaigns had directly
inﬂuenced their behaviour (4–5%), and 12% of people surveyed in 1997 stated that they
had reduced their alcohol consumption, with the majority reporting that health concerns
were the motivation for this reduction.
In his description of the campaign, Strunge (1998) reveals that realistic goals were
established, that the media campaign was supported by community action, that evaluation
was an integral part of the campaign strategy, and that careful consideration was given to
identifying the target group, the best advertising medium and an appropriate message.
He concluded that “it is possible to generate positive awareness of alcohol information”,
and that “a continuous effort is necessary to maintain and increase the effects of the
campaigns”.
The Harvard Alcohol Project is an important alcohol harm-reduction project that has
attempted to use edutainment to reduce alcohol-related problems. Beginning in 1988, the
project sought to introduce the concept of a “designated driver” as a new social norm in

MARKETING AND ADVOCACY FOR HARM REDUCTION

329

the USA. A signiﬁcant aspect of the project was the use of entertainment television to
promote the designated driver concept. The slogan, “The Designated Driver is the Life of
the Party” was used because:
1.
2.
3.
4.

It
It
It
It

promotes a new social norm that the driver does not drink any alcohol.
lends social legitimacy to the non-drinker’s role.
encourages people to plan ahead for transportation if they intend to drink.
asks for only a modest shift in behaviour (Winsten, 1994).

By 1994, more than 160 prime-time television programmes had included the notion of
the designated driver in a television episode, sometimes as a sub-plot, sometimes casually
within the dialogue, and, on over 25 occasions, as the entire theme of the television show.
In order to achieve this coverage, the project staff spoke with more than 250 producers and
writers associated with all the leading prime time television entertainment shows and convinced them to support the project objectives.
Evaluation of the impact of the concept has been undertaken by using opinion polls that
ask respondents about their use of designated drivers. DeJong (1997) reported that in 1993
64% of adults reported that “they and their friends assign a designated driver when they
go out for social events where alcoholic beverages are consumed”. Of those who assign a
designated driver, two-thirds said that they always designate a driver.
DeJong & Winsten (1990) describe the Harvard Alcohol Project as “a mix of state-ofthe-art advertising and public relations strategies”. It is a product of social science research,
such as social marketing theory, of thorough formative evaluation and of ongoing process,
output and outcome evaluation, and of a comprehensive programme that included community organization and advocacy strategies.

Obstacles to “Successful” Mass Media Marketing
A range of obstacles to successful mass media marketing of alcohol-related messages can
also be identiﬁed from the literature. These include, ﬁrst, the complexity of changing individual behaviour through marketing, particularly in the substance use area; second, the
suitability of the mass media as a means of prevention and the related fundamental
differences between non-proﬁt mass media marketing and commercial mass media
marketing; and third, the power that the liquor industry has over the media through its
considerable ﬁnancial investment in advertising.
The complexity involved in changing individual behaviour through mass media marketing reduces the power of this strategy to reduce alcohol-related harm. The mass media,
by its nature, has difﬁculty in targeting individuals whose behaviour social marketeers want
to change. Even the very best population targeting strategy, with careful audience segmentation, still results in a scatter-gun approach, where many of the audience are not the
target. Furthermore, the delay between uptake of the behaviour change sought and most
of the health beneﬁts to be received is often considerable. As Backer, Rogers & Sopory
(1992) note:
Preventive behaviour is a particularly difﬁcult goal to achieve through mass media campaigns.
An individual must change behaviour now to lower the probability of some unwanted future
event that may not happen anyway (p. xiv).

The solution frequently used to address this delay, that of focusing marketing efforts on
immediate beneﬁts, will often result in campaigns to sell lesser, easy-to-gain beneﬁts in
favour of more signiﬁcant longer-term beneﬁts.
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A second obstacle to the successful mass media marketing of alcohol harm-reduction
messages is related to medium of the mass media itself. As a tool for educational purposes,
the medium has signiﬁcant constraints because most mass media outlets are privately
owned and exist for the purposes of providing entertainment to its audience, with the sponsorship of its advertisers. Perry and Kelder (1992) suggest that:
The mass media is primarily a private commercial entertainment medium which, as most research to date conﬁrms, substantially limits its potential as a primary prevention method.

Related to this is the fundamental difference between non-proﬁt mass media marketing
and commercial mass media marketing. While commercial marketing principles have been
useful in improving mass media marketing of alcohol health-related messages, the ﬂexibility that commercial marketers have to change their product, price, promotion and/or place
is simply not available to the public health ﬁeld, which “cannot abandon its product and
diversify its main interests just because its main product may not be very popular” (Tones,
1996). The need to reduce complex issues into the simple format demanded by the medium
(such as the 30-second advertisement) is a third obstacle of the medium itself. However,
one way to reduce the potential of this obstacle to nullify such mass media campaigns is to
ensure that the campaign is part of a broader educational strategy, that utilizes a range of
educational tools and methods to build on the attention created by mass media exposure.
Third, in most countries the liquor industry is one of the major advertisers within the
mass media. Consequently, there is likely to be a level of self-censorship within the mass
media against messages which could impact upon liquor sales. This censorship will affect
paid advertising less than unpaid public or community service announcements, but will
impact upon attempts to introduce “edutainment” to soap opera-style media. For example,
Perry & Kelder (1992) suggest that:
Even the Harvard project, while a model of cooperation, sponsored a message consistent with
the alcohol industry of reducing liability rather than reducing the quantity consumed.

It is likely that anticonsumption messages will receive more hostile treatment from the mass
media than those that do not directly challenge the consumption of alcohol.
Each of these obstacles indicate that mass media marketing is most suited to mainstream
issues that seek incremental change, rather than those that directly challenge institutions
such as the alcohol industry. Mass media advocacy, on the other hand, is a strategy wellsuited to challenging institutional practices and creating systemic change.

MASS MEDIA ADVOCACY
The term “advocacy” has many connotations and has been deﬁned in a number of ways,
including:
Advocacy is a catch-all word for the set of skills used to create a shift in public opinion and
mobilize the necessary resources and forces to support an issue, policy or constituency (Wallack
et al., 1993, p. 27).
Public health advocacy—sometimes called public health lobbying—is an expression used most
often to refer to the process of overcoming major structural (as opposed to individual or behavioural) barriers to public health goals (Chapman & Lupton, 1994, p. 6).
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In this chapter, “advocacy” refers to the promotion of healthy behaviours and healthy
public policy by inﬂuencing decision makers to accept the merit of processes, policies or
structures that bestow a health advantage. A major tool used in this process is political lobbying, which is the presenting of arguments in favour of a particular policy course to those
making the policy decision. Another is coalition building, which involves the development
of groups and individuals in a community which have a common policy objective. A third
is the use of mass media, typically the news media, to highlight and advance a particular
public health issue. This approach has been promoted by Wallack (1990a) and is commonly
referred to as “media advocacy”.
A major challenge for health advocates is to move the debate from individually focused,
simple deﬁnitions of problems to a level of complex sociopolitical conceptualization, where
the targeted health problem is seen as a product of the interaction between the individual
and the environment. According to Wallack et al. (1993):
Advocacy is necessary to steer public attention away from disease as a personal problem to
health as a social issue . . . (and) . . . advocacy is a strategy for blending science and politics with
a social justice value orientation to make the system work better, particularly for those with
the least resources (p. 5).

The most successful public health policy reformers have based their advocacy on
sound research data and have utilized all three approaches to achieve their objectives.
The approach has been successfully applied in the areas of smoking control (Erickson
et al., 1990), workplace health promotion (Chapman & Lupton, 1994) and the alcohol,
AIDS and nutrition areas (Wallack, 1990b).

The History and Politics of Advocacy
Advocacy is by no means a new process, as those involved in promoting prohibition on
alcohol in the 1890s were engaged in just the same practices (Lewis, 1992). Advocacy was,
however, generally conﬁned to issues of patients’ rights. In these issues, the role of advocates was to represent victims or sufferers of injustice by speaking on their behalf to the
authority that controlled their circumstances. The deﬁnitions provided above reveal that
the modern use of the term “advocacy” is much broader than that of patients’ rights and
less moralistic than temperance movement campaigns of the 1800s.
Advocacy is a political activity, because it encourages social change via a political route.
Such change is likely to challenge the status quo and therefore the concept and practice of
advocacy is often described in negative terms by those in government. Advocacy can target
the laws of federal, state or local government, policies of governments or private institutions, or the actions of groups or industries that seek to oppose public health goals.
However, the hostility provoked by any attempt to change the status quo is a signiﬁcant
barrier to advocacy goals.

Advocacy Strategies
While media advocacy is a subject of this chapter, there is increasing recognition that successful media advocacy is dependent upon the implementation of coalition building and
political advocacy. As Wallack et al. (1993) note:
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The reality is that mass media, whether public information campaigns, social marketing approaches, or media advocacy initiatives, are simply not sufﬁcient to stimulate signiﬁcant and
lasting change on public health issues. The power for change comes from a broader advocacy
that has widespread community support. Coalition building, leadership development, and
extensive public participation form the foundation from which successful advocacy and media
initiatives can make a difference (p. 27).

Media advocacy has been deﬁned by a number of people. Some examples are:
Media advocacy refers to the strategic use of news media by those seeking to advance a social
or public policy initiative (Holder & Treno, 1997, p. S190).
Media advocacy is the process of overcoming major structural (as opposed to individual or
behavioural) barriers to public health goals (Chapman & Lupton, 1994, p. 6).
Media advocacy seeks to inﬂuence the selection of topics by the mass media and shape the
debate about these topics. Media advocacy’s purpose is to contribute to the development and
implementation of social and policy initiatives that promote health and well-being and are
based on the principles of social justice (Wallack et al., 1993, p. 73).

Media advocacy to reduce alcohol-related harm may be used for many different
purposes. For example, it can be used to set a public agenda by heightening the proﬁle
of an alcohol-related problem through the presentation of research ﬁndings; it can be
used to espouse the beneﬁts or success of a programme or intervention in order to
support its refunding; it can be used to publicly oppose or question the actions of members
of the alcohol industry when those actions are likely to increase alcohol-related harm;
it can support the call for increased resource allocation to address alcohol-related problems; or it can highlight the inadequacies of government action to address alcohol-related
problems.
In practice, media advocacy can involve many different actions, from covert action such
as releasing conﬁdential information to the media, to overt actions such as issuing a media
release related to concerns about an alcohol product like alcoholic ice-blocks. Chapman &
Lupton (1994) provide a list of 66 advocacy issues, tips and discussion points, and illustrate
these with numerous examples that provide public health workers with a comprehensive
picture of media advocacy in practice. Examples include:
Advertising in advocacy. Careful use of advertising can support or even initiate news or
current affairs coverage, as well as being an advocacy tool in its own right. For example, a
large paid advertisement in the Australian newspapers called on state health ministers to
introduce standard drinks labelling on alcohol containers (see example below). This advertisement was used to generate media releases in each state with local organizations available for interview, and consequently signiﬁcant media coverage was gained.
Anniversaries. Health promoters can often create a “new” newsworthy story out of a story
that occurred in the past by advertising an anniversary of an event or instituting a day of
remembrance. Such events will probably be signiﬁcant public events, such as gun massacres,
notorious chemical spills or nuclear accidents, or the death of a famous person from a particular disease/condition. This is similar to “piggy-backing” which is the act of adding your
issue to a similar current issue being run in the media. For example, in the event of a large
chemical spill somewhere in the world, a local advocacy group may choose to parallel their
concerns about a chemical warehouse in their area with this event. This act of “piggybacking” will often be supported by the media and receive media coverage.
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Creative epidemiology. This is a term used to describe the process of translating complex
epidemiological data into media-friendly terms. For example, if 18,000 people per year die
in Australia as a result of smoking (on average), 10 people die every day in Perth as a result
of smoking. Large numbers can lose their impact and therefore it is often useful to localize and humanize statistics.
Letters to the editor. Like advertising, the writing of a letter to the editor of a newspaper is
another form of undertaking media advocacy. It may also result in further public debate
and media interest. Such letters, however, must ﬁt within the guidelines issued by the newspaper and are more likely to be published if well written and topical.
Opinion polls. Opinion polls can be a very effective part of media advocacy, because they
can form the basis of a media release. The use of polls to support your view is of course a
standard ploy used by people for many years. Such polls are often treated sceptically by
the public, but nevertheless they can be invaluable if used carefully. Even “quick and dirty”
polls of small sample sizes, which ask questions that produce the “right” answers, when
released before a decision making process is to begin, and when released by a respected
organization, can prove effective. Polls by opponents of your view, or those of related issues,
can also be valuable as an opportunity to present your case. A prompt response will be
required to “piggy-back” on someone else’s research.

Mass Media Advocacy to Reduce Alcohol-Related Harm:
Case Study
An example of the role that media advocacy can play to reduce alcohol-related harm is
described by Hawks (1996) and by Stockwell & Single (1997). They record the process,
outputs and outcome of attempts to introduce compulsory “standard drinks” labelling on
all Australian alcohol containers. Ultimately successful and the ﬁrst such regulation in the
world, this process was nevertheless complex and required considerable expertise, time and
effort, as well as a mix of advocacy strategies, to effect the desired change.
In Australia the process of introducing the “standard drink” began in 1989 with a
proposal for such labelling to the Ministerial Council on Drug Strategy. The initial proposal
was followed by a lengthy period of consultation, during which research into the need for
public education, and into identifying the amount of public support of the concept, was
undertaken. Further submissions were developed and debated and considerable advocacy
for change eventually resulted in the government decision to act, and the creation of a
National Food Authority regulation that enshrined standard drink labelling on all alcohol
containers. The latter and ﬁnal event occurred in December 1995, 6 years after the ﬁrst
action was initiated. A single year during this period a single year (1994), included extensive media advocacy from public health advocates.
By 1994 public health advocates had established a formidable coalition that included
a research organization, the National Centre for Research into the Prevention of Drug
Abuse, and an advocacy agency, the Alcohol Advisory Council of Western Australia,
and had the support of an industry group, the Winemakers Federation. The coalition undertook extensive “behind-the-scenes” political lobbying, using the research data collected to
support the submissions that had been developed. Likewise, two large industry groups
representing brewers and distillers also undertook considerable lobbying activity, producing a glossy brochure supporting their case and sending a delegation of representatives to
meet with all relevant government ministers throughout Australia. To counter industry lobbying, and to support the other advocacy strategies, a concerted media advocacy strategy
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was implemented in 1994 in the lead-up to, and following, a meeting of the Ministerial
Council on Drug Strategy (who were responsible for recommending such action to the government).A half-page advertisement supporting legislation of “standard drinks” was placed
in Australia’s major national newspaper by 19 individuals and organizations, and a series
of press releases were issued during September and October 1994 that resulted in widespread media coverage. Public conﬁrmation of government support for standard drink
labelling occurred on 30 September 1994 and the regulation was created in December 1995.
Hawks (1996) and Stockwell & Single (1997) identify a number of factors that worked
against, and a number of factors that worked for, the legislation of standard drink labelling.
The key factors that worked against the development of the legislation were the lobbying
and media advocacy activities of the liquor industry, which sought to discredit arguments
for change, and that the Minister of Health at the time the campaign started was personally not in support of standard drink labelling. The key factors that encouraged the adoption of the legislation included, ﬁrst, the existence of a national alcohol policy that, even in
draft form in 1986, recommended the provision of information on alcohol content for
consumers; second, the usefulness of the research in highlighting the need for standard
drink labelling and of public support for it; third, the existence of two separate agencies
that were able to ﬁnance relevant research and coordinate the advocacy strategy, respectively; and fourth, the impact of key individuals who linked the coalition through their roles
and activities.
The experience of these authors provides important lessons about media advocacy.
The ﬁrst of these is that advocacy for major change usually requires considerable time and
commitment. This is so even when health advocates hold “the high moral ground” (as in
this example, where the opposition was identiﬁed by the public as tainted by the motive of
ﬁnancial proﬁt). Furthermore, media advocacy and other advocacy strategies are essential to achieve change when change is likely to have powerful and ﬁnancial opponents.
Such opponents will almost certainly undertake advocacy of their own. Nevertheless, media
advocacy requires extreme care during both its planning and its implementation. This was
highlighted when the coalition used media advocacy to attack the liquor industry position,
inadvertently criticizing the Winemakers’ Federation, who subsequently threatened legal
action against a coalition that it supported. Finally, key individuals can be critical to the
success or failure of advocacy strategies, especially when they are at the centre of the ﬂow
of information and advocacy activity or have decision-making power.

Using Media Advocacy
The use of media advocacy should, therefore, be conditional on the fulﬁlment of two criteria. First, in using this strategy, consideration must be given to ensure that media advocacy is applied only in appropriate circumstances, i.e. those circumstances in which goals
are likely to be achieved and in which the advocacy agency can withstand the inevitable
opposition to their activities. The use of media advocacy can be, and has been, counterproductive to achieving the aims sought (see e.g. DeJong, 1996).
The second criterion, is to ensure that media advocacy is supported by other public
health strategies wherever possible. The two other advocacy strategies noted earlier (coalition building and political lobbying) should not be seen to be less valuable than media
advocacy, and all should be undertaken within the framework of a comprehensive public
health strategy. The timely and skilled use of media advocacy within the framework of a
comprehensive advocacy strategy is more likely to achieve the desired results than a standalone, opportunistic approach, even when it results in wide exposure.
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COMBINING MASS MEDIA MARKETING AND
ADVOCACY
While in this chapter we have sought to dissect the elements of mass media marketing
independently of those of mass media advocacy, frequently both activities are undertaken
simultaneously. It has already been noted that the careful use of advertising can assist
in advocating for structural change. Similarly, advocacy activity can reinforce or play a part
in modifying individual behaviour. This interplay is most transparent in the act of creating
and disseminating publicity. Publicity is both a marketing method and an advocacy tool
because the efforts to increase publicity about a topic are in themselves acts of advocacy,
and the public display of activities aimed at creating structural change can reinforce an
individual’s thoughts or actions about a speciﬁc issue or behaviour.
The media advocacy activity undertaken in the Community Prevention Trial project by
Holder and colleagues, and in the New Zealand Community Action Project of Casswell
and colleagues, demonstrate the potential inter-relationship between mass media advocacy
and mass media marketing.
Holder & Treno (1997) described how media publicity was used as part of a larger multicommunity prevention project to highlight and support the speciﬁc prevention components
that targeted drink–driving, underage drinking, responsible beverage service and alcohol
availability. As part of the drink–driving component, local police departments were provided with additional breath-testing equipment and new passive sensor devices, which
provided an additional aid in the detection of over-the-limit drivers with no observable
symptoms of heavy drinking. Use of this equipment represented a new approach to the
detection of drink–driving and was newsworthy within the affected communities because
of its novelty, and because what was being done in each community had national practice
ramiﬁcations. Holder & Treno (1997) considered that the news coverage encouraged
increased enforcement efforts by police, because it indicated community support. In
this respect the initiative should be considered media advocacy, because it sought a change
in institutional practice. There is, however, also a marketing aspect to this example,
because the media coverage was designed to increase the perceived risk of drink–
driving detection at an individual level. Three conclusions were drawn from this media
strategy:
1.

2.

3.

Mass communication in itself is not enough to reduce alcohol-related trauma, but can
be effectively used to reinforce speciﬁc environmental efforts to reduce high-risk
alcohol-related activities, such as drink–driving.
Local communication is best presented through local news media and can focus public
attention on alcohol-related problems without having to use professionally produced
material.
Media advocacy can be taken up by community members if appropriate training is provided, which means that the capacity to use this prevention measure is capable of being
institutionalized within the community.

The Community Action Project undertaken in New Zealand between 1982 and 1985 aimed
to create change at both the individual and the community level (Casswell, Ranson &
Gilmore, 1990). Utilizing an experimental design, it compared the impact of two levels
of intervention, mass media campaigns only and mass media campaigns with parallel
community action, against non-intervention control sites. The mass media intervention in
the intervention sites consisted originally of advertisements focused at individuals, but
subsequently, and with much controversy and publicity, was focused at the policy level. The
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project staff used the controversy associated with the original marketing campaign to stimulate debate, and as a result created even more publicity around the individual behaviour
change sought. When the advertising agency was unwilling to support the development of
policy-focused, advocacy-related advertising, further controversy developed. As a result of
both the advertising and the associated controversy, the mass media campaign was identiﬁed as having a beneﬁcial effect on the public support of a range of alcohol polices. In
summary, Casswell et al. (1990) concluded that:
The results suggest that the mass media campaign, despite having a focus on individual drinking behaviour, served the function of keeping alcohol problems on the public agenda and maintaining support for healthy public policies (p. 9).

CONCLUSION
The examples described in this chapter reveal the increasing sophistication with which mass
media marketing and mass media advocacy are being applied to attempts to reduce alcoholrelated harm. The activities described reveal that mass media marketing can be a signiﬁcant element in changing individual behaviour, and that mass media advocacy can be a
signiﬁcant element in creating change to social structures that impact upon behaviour.
Indeed, each strategy can be used to reinforce the impact of the other.
The increasing success of these strategies can be attributed partly to new theories upon
which they are now developed, partly to implementation of improved techniques and practices, and partly to greater reﬂection upon past mistakes and successes. Most importantly,
however, has been the recognition that mass media marketing and mass media advocacy
are most effective when they are only two of many elements within a broader change strategy. Such a strategy also includes a range of other activities, such as community development and community mobilization, school and community education, health promotion,
policy development and institutionalization, coalition building and political lobbying. In
this context, mass media marketing and mass media advocacy have already proved themselves to be important elements of alcohol harm reduction research projects in the USA
(Holder & Treno, 1997), Australia (Midford, Boots & Cutmore, 1999) and New Zealand
(Stewart & Casswell, 1993). It is also the context within which “best practice” forms of mass
media marketing and advocacy have been, and will continue to be, successfully employed
to reduce alcohol-related harm.

KEY WORKS AND SUGGESTIONS FOR
FURTHER READING
Atkin, C. & Wallack, L. (Eds) (1990). Mass Communication and Public Health: Complexities and Conﬂicts. Newbury Park, CA: Sage.
The product of a conference convened in the USA to “explore how the mass media
could become a more potent weapon to improve public health”, this book is a collation
of ideas and issues identiﬁed by a range of high-proﬁle speakers. The subtitle, “Complexities and Conﬂicts”, adequately describes the best aspect of this book: that is, it highlights the problems and difﬁculties (as well as positing solutions) experienced in the
process of creating change through mass media marketing and advocacy.
Chapman, S. & Lupton, D. (1994). The Fight for Public Health—Principles and Practice
of Media Advocacy. London: British Medical Journal Publishing Group.
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If you want to know “how to do” media advocacy, read this book. An excellent book
from experienced and successful practitioners, The Fight for Public Health is full of innovative ideas to advocate public health issues. In the words of another critic, “I only hope
Chapman hasn’t given away too many secrets for his own good”.
Egger, G., Donovan, R. & Spark, R. (1993). Health and the Media: Principles and Practices for Health Promotion. Sydney: McGraw-Hill.
Originally conceived as material for a postgraduate distance-learning programme, this
book is a comprehensive volume targeted at health professionals. It integrates the theories behind, and the knowledge gained from, many years of commercial marketing with
a public health approach. It is an easy to read, practical and well-illustrated book that
gives readers a step-by-step understanding of mass media marketing.
Wallack, L., Dorfman, L., Jernigan, D. & Themba, M. (1993). Media Advocacy and Public
Health—Power for Prevention. Newbury Park, CA: Sage.
Wallack and colleagues understand the relationship between politics and health. Their
book challenges the view that the role of public health practitioners is to facilitate
change in individual behaviour. This thorough sociopolitical analysis provides readers
with a framework within which to comprehend and implement advocacy activities that
are also described and illustrated. This is a book that advocates advocacy with all the
skill and determination that it encourages of its readers.
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Chapter 19
Alcohol Advertising and
Sponsorship: Commercial
Freedom or Control in the
Public Interest?
Linda Hill
and
Sally Casswell
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Auckland, New Zealand
Synopsis
Alcohol is marketed through an integrated mix of strategies: television, radio and print advertisements, point-of-sale promotions, the Internet, and the association of brands with a variety
of sports and cultural events.
In all Western countries, the use of alcohol is promoted, despite policies to restrict alcohol
sales through licensing and other laws. The question for policy makers is whether the active
promotion of alcohol should be permitted, or to what extent it should be constrained in the
public interest to reduce alcohol-related harm and health-care costs.
Policy decisions on laws banning broadcast alcohol advertising or industry selfregulation of advertising standards continue to be contested by vested industries and public
health advocates, but this examination of national policy differences shows how outcomes
are shaped by politico-legal contexts. Where permitted, the content of broadcast and other
alcohol advertisements is often governed by industry codes of practice. However, it is argued
that these are largely irrelevant to the way alcohol advertising and other promotional strategies work. The codes do not address the way modern marketing embeds alcohol brands and
drinking in young people’s lived experience through sports and other activities and in portrayals of the life-styles to which they aspire.
The Essential Handbook of Treatment and Prevention of Alcohol Problems. Edited by N. Heather and
T. Stockwell.
© 2004 John Wiley & Sons Ltd. ISBN 0-470-86296-3.
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A review of a growing body of research concludes that alcohol advertising has a small
but contributory effect to individual drinking behaviour and levels of alcohol-related harm,
such as road fatalities. Of particular interest are studies of the responses of children and young
people, since industry proﬁtability logically requires the continual recruitment of a new generation of young heavy drinkers. Research also shows the cumulative way that advertising
helps to shape perceptions about alcohol, contributing to the climate in which policy decisions are made.
This research evidence supports policy action against the promotion of alcohol and its
negative effects on health choices and on the social and physical environments in which those
choices are made. The authors call for an internationally coordinated response to some
alcohol marketing practices, while recognizing that politico-legal contexts will continue to
shape effective local strategies.

In all countries in which alcohol is sold, its use is promoted through advertising and other
marketing practices. Arguments in support of alcohol advertising are often based on the
legality of drinking by adults and on their freedom to receive information about a legal
product (DISCUS, 1998; O’Neil, 1997; Starek, 1997; Pedlowe, 1998; Buchanan & Lev, 1989).
An alternative view is that advertising and marketing is inherent to the sale of alcohol,
which is regulated.This latter view underlies perspectives on alcohol advertising policy from
countries traditionally more focused on a collective responsibility to protect the public
interest, than on the pursuit of individual rights and freedoms.
In all Western countries, the sale of alcohol and the management of drinking venues and
outlets are routinely restricted and licensed by law.Alcohol may therefore best be described
as a regulated product, rather than a legal one. Advertising and other promotions are also
constrained by forms of state regulation or self-regulation by the advertising, media,
hospitality and alcohol industries involved. This chapter reviews marketing practices in
different countries as outcomes of policy struggles over whether or what aspects of alcohol
promotion should be regulated by the state or left to voluntary industry codes.
This chapter locates alcohol marketing practices within the political economy through
the strategies and interests of the producing, retailing, advertising and media industries
involved. Available research on how children, young people and others respond to alcohol
advertisements on television, the most powerful of marketing media, is reviewed. Through
the mass media and through promotions that embed alcohol into lived experience, new
generations are recruited to drinking by linking alcohol brands to various adult life-styles
that young people aspire to. In considering restrictions on the promotion of alcohol in the
interest of public health, attention is given to politico-legal contexts underlying differing
policy approaches adopted in different countries.

REACHING NEW MARKETS AND NEW GENERATIONS
The globalization of alcohol ownership and production (Jernigan, 1997; Walsh, 1997) contributes to coherence between marketing strategies in particular countries, and to international organization to inﬂuence policy frameworks that constrain sales and marketing (Marin
Institute, 1998; Babor et al., 1996).A trend towards convergent patterns of drinking in European countries with traditionally different cultures around alcohol has been attributed to
beer and distilled spirits advertising that transcends national boundaries (Gual & Colum,
1997).The promotion of alcohol and the softening of policy constraints are no less important
in the “emerging markets” now being targeted in developing countries (Jernigan, 1997).
In English-speaking countries, about 10% of drinkers drink about half of the total
alcohol consumed; it is this sector that contributes most to the alcohol producers’ markets
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(Casswell, 1997). Young males are most likely to be recruited to be these heavy drinkers
and are disproportionately represented in statistics on alcohol-related harm, such as drinkdriving, injury and premature mortality (Shanahan & Hewitt, 1999; Wyllie, Millard &
Zhang, 1996; Fillmore et al., 1998; Leino et al., 1998). This drinking distribution is maintained over time, despite drinking levels abating among most men as they reach their 30s.
The logical implication is that the alcohol industry continually needs to recruit new generations of young heavy drinkers in order to maintain proﬁtability.
The question for policy makers in all countries is whether the active promotion of
alcohol should be permitted, or to what extent it should be constrained in the public
interest to help reduce alcohol-related harm and health-care costs (van Iwaarden, 1985;
Mosher & Jernigan, 1989).

SHAPING THE SOCIAL CLIMATES AROUND ALCOHOL
Running counter to greater public awareness of risks and health-care costs associated with
drinking have been pressures to deregulate the sale of alcohol. This is partly an effect of a
wider politics of deregulation, but also of efforts to promote a public discourse in which
alcohol is “normalized” as part of everyday life and drinking is seen as a matter of individual choice and responsibility. This choice is informed and created by direct and indirect
means: not only advertisements and promotions but the unproblematic portrayal of drinking in entertainment and editorializing on television, radio, ﬁlm and print. In these ways
the alcohol industry acts as a “drug educator” (Stewart & Casswell, 1990), reafﬁrming drinking cultures, inculcating new generations and creating an environment supportive of industry when policy decisions are taken on alcohol regulation and public health strategies
(Casswell, 1997, 1995a,b).
The impact of marketing on beliefs about the beneﬁts of alcohol (Synder & Blood, 1992;
Slater & Domenech, 1995) impairs the efforts of health promotion by creating what Wallack
(1983) has described as a “hostile environment”. Such an effect occurs not only through
the impact directly on the beliefs of the younger drinker but may be shown in the attitudes
of parents, family, the creators of health promotion communications and all those who
might be expected to bring social inﬂuence to bear on the drinking culture. Such an effect
is also likely on the decisions of policy makers. Print and broadcast media act as an indirect link between policy makers and the public, and decisions by policy makers to allow
marketing of alcohol send a meta-message about the social climate surrounding alcohol to
the public. Reciprocal effects are also likely and there may be inﬂuence on policy makers’
subsequent decisions about other public policies which have a direct impact on drinking
and related harm (McCombs & Shaw, 1972; Partanen & Montonen, 1988; Postman et al.,
1988; van Iwaarden, 1985).
Content analyses of advertising show little portrayal of harmful consequences of drinking (Breed & DeFoe, 1979; Atkin & Block, 1981; Thomson et al., 1994) and Mosher &
Wallack (1979) concluded that alcohol advertising was misleading, given the absence of
accurate health information. Health promotion campaigns in the absence of broadcast
advertising have been found to inﬂuence the social climate around alcohol (Casswell et al.,
1990) but there is often a marked imbalance between the extent of commercial marketing
and of health promotion material (Wallack, 1983; Thomson et al., 1994).

COMMERCIALIZED BROADCAST MEDIA
The alcohol industry promotes brands known world-wide alongside others that symbolize
local loyalties, using an integrated mix of marketing strategies and media.
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Television now reaches into most homes in Western countries and is rapidly increasing
its audiences in developing countries. In many countries the broadcast media were established by the state, allowing early technical development to be funded by taxpayers. In the
deregulatory 1980s and 1990s there has been pressure to move broadcasting to private ownership, with increased licensing of private stations and channels and increased commercialization of much state broadcasting. The resulting competition increases commercial
pressures to liberalize alcohol advertising constraints.
In the New Zealand example, the stages in the restructuring and commercialization of
broadcasting were paralleled by policy changes to permit ﬁrst broadcast advertising for
alcohol outlets, then corporate or sponsorship advertisements by alcohol producers and,
from 1992, advertisements for alcohol brands were permitted in exchange for free air time
for alcohol health promotion advertisements (Thomson et al., 1994; Casswell et al., 1993;
Casswell, 1995a). Television alcohol ads quadrupled between 1991 and 1993 (Wyllie et al.,
1996). In 1997 alcohol industry exposure in all media was around 10 times alcohol health
promotion exposure (Hunter, 1997). The two companies that dominate the New Zealand
alcohol market are large accounts for the media and advertising industries, who therefore
have a strong investment in supporting their clients’ lobby for alcohol advertising to continue under a voluntary code.
Radio, with its lower costs, attracts advertising by local drinking venues and alcohol
outlets, as well as by major brands. In a New Zealand study, the four most common categories of advertisement were discounts for bulk purchase at bottle stores, discounted
drinks in drinking venues, free drinks with meals, and bar tabs as prizes (Maskill & Hodges,
1997)—all promotions that may be considered to encourage hazardous drinking. None are
covered by the current code on alcohol advertising. Moreover, the line between programme
content, commentary and advertising messages is less clear-cut on radio than for television
or print—sometimes deliberately so.

POINT-OF-SALE PROMOTIONS
The point-of-sale promotions featured in radio advertising are also of concern to inspectors and health promoters encouraging responsible management of licensed premises (Hill
& Stewart, 1996). Price has been shown to be an effective mechanism for curbing consumption levels and intoxication, particularly among young and lower-income drinkers
(Edwards et al., 1994). Discounting and price wars, “happy hours”, “free drinks for
females”, “shooters”, “yard glasses”, “all-you-can-drink” evenings and some pub entertainments will have the contrary effect. The most problematic of these practices are usually
in hotels, pubs and clubs, where young men do much of their heavy drinking and experience most alcohol-related problems (Casswell, Zhang & Wyllie, 1993; Stockwell et al., 1992).
Since such promotions are advertised to attract customers, it may be a question of strategy
whether these should be banned as irresponsible advertising or as irresponsible management reﬂecting on suitability to hold a licence to sell alcohol.

PROMOTING ALCOHOL THROUGH SPORTS
AND CULTURE
Where alcohol advertising is banned, or partially banned, on the broadcast media, other
marketing practices take on greater importance—as has been noted with the international
tobacco industry (Deeks, 1992), from which alcohol borrows many of its strategies. Much
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research focuses on broadcast advertising, but by the early 1990s more than half of all
advertising expenditure was other forms of promotion (Stewart & Rice, 1995). Most effective among these is marketing through sporting activities that attract young males, the
group most likely to be—or to learn to be—heavier drinkers.
In New Zealand and Australia, there is a long-standing association between beer and
those “old signiﬁers of masculine potency” and national pride, rugby players (Star, 1993;
Hill, 1999; Phillips, 1984). The problem of “lager louts” at home and away games shows
similar British linkages between football, nationalism and alcohol. Sports clubs are the
social centre of many small communities in which youngsters learn about sports but also
about drinking (Rekve, 1997). In Australasia, problematic and underage drinking in clubs
and at sports events has become a focus of public health and regulatory concern, and of
new cross-sectoral initiatives for alcohol health promotion.
In the USA, deals between beer sellers and baseball parks date back to the 1870s, but
modern sports marketing of alcohol took off in 1970, the year tobacco advertising on television was restricted and Philip Morris took over Miller Breweries, sponsors of The Braves.
High-powered sales techniques from the cigarette brand wars were applied to marketing
alcohol as well as cigarettes through sports. These included market segmentation and targeting, image-orientated life-style marketing and an integrated mix of promotion types for
each brand. The phenomenal growth of Miller led Anheuser-Busch and Coors to follow
suit (Buchanan & Lev, 1989) in strategies now adopted world-wide.
Alcohol sponsorship deals for sports events, teams and clubs now routinely involve
naming rights (“Smirnoff League”, “Coors Extra Gold Motor Spectacular”) and mentions
in sports commentaries; signage on clothing, sports grounds and products retailed to fans;
and opportunities for direct marketing through product donations and exclusive “pourage
rights”. Packages worth millions of dollars are concluded between sports federations and
alcohol corporates to be the ofﬁcial beer of the World Cup or the Olympics (Baird, 1998).
Sponsorship money is the price of entry to an event and its marketing opportunities, but
high “leverage” spending on related media and retail promotions ensures maximum exposure and maximum sales.
A study of motor racing highlights promotional opportunities that move beyond passive
absorption of images to embed the product in the lived experience and everyday activities
of consumers and potential consumers, tapping into social processes that establish and reinforce cultural identity (Buchanan & Lev, 1989). Television commercials increasingly meet
inattention, saturation or resistance (Clark, 1989), but sports sponsorship accesses audiences when they are most receptive to “experiential learning” about a product—while
having a good time at an exciting branded event. Sports events attract large numbers of
the right kind of audience—the young men likely to be heavier drinkers. Sponsorship agreements detail promotional opportunities evaluated by the number of carefully crafted
“impressions” bombarding potential customers, together with on-site opportunities to try
the product (Buchanan and Lev, 1989). Many events are family affairs, and alcohol “impressions” are also made on young people well below the drinking age, helping form in adolescence the attitudes and preferences that are taken on into later life (Kelder et al., 1994).
It is one thing that adult fans are being exposed to it, but it is something completely different
that 5 year-olds are walking around with a Liverpool T-shirt with Carlsberg written on it. . . .
Building up a loyalty to label commodities among children and young people can be an investment that will provide an income for several decades (Rekve, 1997).

Global communications technology takes live and recorded sport into the homes of
millions of potential customers. This makes sports, particular those signifying manhood
and national pride, into a revenue-generating vehicle that delivers mass audiences for

344

L. HILL AND S. CASSWELL

product promotions, as corporate, sporting and commercial broadcasting interests
meet. Collaborations between the industries involved have included ﬁlming for best
inclusion of alcohol signage, sometimes by the advertiser’s agencies for supply to minor
broadcasters. Home audiences, like event participants, see sponsorship brand logos and
signage on sports ﬁelds and clothing in a different light from regular advertisements
(Buchanan & Lev, 1989).
Football and motor sports are traditional routes to mass beer markets among young
working-class males, but premium beers and spirits-based products seek niche markets by
targeting diverse consumer identities through other sports, such as athletics, ice hockey, basketball, skiing, snowboarding. Specialist sport marketers now research and select sports to
sponsor that will deliver particular target markets (Taylor, 1999). For those to whom there
is more to life than sport, alcohol producers are also targeting rock music. Ballantine’s
follow up snowboarding events with live concerts, noting that young people are inspired
by music, sport and modern technology (Rekve, forthcoming). Wine industries target older
drinkers, including women, through a range of cultural events, and by promoting a sophisticated “culture” around wine itself.

WORLD WIDE WEB MARKETING
Alcohol is being embedded in virtual lives, as well as sporting ones. A German website for
Ballantine’s offers free animation software, allowing web surfers to socialize in an interactive bar. Surfers are asked to respect local drinking age laws in entering the bar. US beer
websites also make a virtual game out of age identiﬁcation. Carlberg’s website provides
Top 10 listings for various pop genres, next to hyperlinks to on-line supermarkets for beer
supplies. All these features are devices of mass customization designed to attract high and
repeat usage by browsers in the targeted audience group (Watson et al., 1998). A 1997 study
concluded that the visual and interactive nature of the Internet puts unprecedented power
in the hands of alcohol marketers, especially in reaching and inﬂuencing the young
(Montgomery, 1997).
The US ban on broadcast tobacco advertising is interpreted as applying to all electronic
media, meaning the absence of major tobacco producers on the Internet, in contrast with
the growing presence of major alcohol producers.

SELLING LIFE-STYLES AND FANTASIES
Modern advertising targets mass and niche markets by associating brands with consumer
identities and desired life-styles, sometimes through devices as simple as placing a brand
logo at the end of life-style images.
A beer is a beer is a beer . . . So therefore it is all about brands . . . We are not selling beer, we
are selling image (Asia Paciﬁc Breweries CEO, in Jernigan, 1997, pp. 9–10).

Dominant images in beer advertising are masculinity and national pride, presented
through different models of male identity (Hill, 1999; Law 1997; Thomson et al., 1994;
Postman et al., 1988). Adulthood is marked by new patterns of socializing, and alcohol is a
powerful symbol of this—and of masculinity itself. This is explicit in a recent New Zealand
beer slogan: “Lion Red—what it means to be a man” (Hill, 1999).
Some beer ads use subtle and acceptable imagery that nevertheless evokes known
stereotypes of masculinity. Others use humour to present extreme stereotypes in ways that
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allow the drinker to claim the brand while distancing himself psychologically from his own
drinking (Abrahamson, 1998; Law, 1997). The effectiveness of linking masculinity with
sports was demonstrated in a US study of male teenagers who consistently preferred televized beer advertisements with sports content, compared with those without (Slater et al.,
1995). Themes of masculinity and regionalism are also evoked in some spirits ads,
particularly for whisky. Others employ less gendered messages about partying, and increasingly adopt swirling, magical imagery conveying the “mind-altering” qualities of alcohol
(Hill, 1999).
Image advertising is responded to positively, especially by younger recipients (Covell,
1992; Kelly & Edwards, 1998). Research has shown that advertising becomes increasingly
salient to young people over the age-span 10–14 years (Aitken et al., 1988) and 10–13 yearold males were more likely than older teenagers to say that alcohol advertising was an important source of information about drinking, and did encourage teenagers to drink (Wyllie
et al., 1998b). Effective advertising operates at the symbolic, intuitive level of consciousness
(Lannon & Cooper,1983) and by linking attractive people with aspirational life-styles (Breed
& DeFoe, 1979; Atkin & Block, 1981; Madden & Grube, 1994). This includes social camaraderie or “mateship” (Lieberman & Orlandi, 1987; Wyllie et al., 1997), so important for
young people, which provides vicarious reinforcement for alcohol use (Bandura, 1977).

RELATIONSHIP BETWEEN ADVERTISING,
CONSUMPTION AND HARM
A considerable body of research has attempted, using a variety of methodologies, to investigate whether there is a discernible link between advertising and consumption at either
the aggregate or the individual level. These research data have played an important part
in the policy debate around alcohol advertising and several analyses have been funded by
industry sources (e.g. Strickland, 1982; Calfee & Scherega, 1994). Mosher & Jernigan (1989)
have, however, described proof of the direct impact of advertising on drinking practices
and problems as tangential from the standpoint of a public health model that stresses the
need for consistency throughout the environment.
In the 1970s and early 1980s, much of the research on effects centred on econometric
analysis of expenditure on advertising in relation to aggregate consumption data. This body
of research produced some conﬂicting results, although the analyses from Britain covering
the period from the mid-1950s to the late 1970s showed positive relationships for some beverages (McGuiness, 1980, 1983; Duffy, 1981). Other studies showed no effects (Bourgeois
& Barnes, 1979; Ornstein & Hanssens, 1985; Grabowski, 1976), including a recent analysis
of four European countries in the 1970s and 1980s (Calfee & Scherega, 1994).This approach
is limited by the degree to which advertising expenditure varies, and Saffer (1993) suggested
that, in many countries in which analyses have been carried out, advertising was already at
high levels. He has instead looked at countries in which advertising bans have been implemented, compared with those in which they have not, carrying out cross-country time series
analysis (Saffer, 1991).This showed an impact on both consumption and motor vehicle fatalities. The comparison of 17 countries for the period 1970–1983 found, for example, that the
countries with a ban on spirits advertising had 16% lower consumption and 10% lower
motor vehicle fatalities than countries with no such ban.The most recent study of the impact
of advertising bans updated Saffer (1991) adding additional years and countries and correcting for serial correlation and endogeneity of advertising bans. It utilised a pooled time
series data set from 20 countries over 26 years. This study concluded that alcohol advertising bans decreased alcohol consumption (Saffer and Daue, 2002). These studies contrasted
with earlier investigations that found no effect of more partial and short-term bans (Smart
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& Cutler, 1976; Makowsky & Whitehead, 1991; Schweitzer et al., 1983; Ogborne & Smart,
1980). A later regression analysis by Saffer (1997), comparing different regions of the USA
using quarterly data from 1986–1989 and controlling numerous other relevant variables,
found an impact of advertising on motor vehicle fatalities which was signiﬁcant (although
smaller than that of price).
Other research has looked for effects at the individual level. Experimental studies in
which consumption behaviour was measured following exposure to alcohol advertising
showed mixed results, but those showing more sophistication in design, with participants
unaware of the purpose of the study and naturalistic settings (Atkin, 1995), have shown
some positive effects. Some effect was shown on blood alcohol levels after viewing
print advertisements for alcohol, but only if the advertisements were viewed while the
people were already drinking (McCarty & Ewing, 1983). Other studies of print advertisements showed no effect on later consumption (Kohn et al., 1984). Television advertising,
which might be expected to be more powerful in its effects, has been investigated in a
number of studies with mixed results. For example, male college students shown advertising embedded in television programmes in relatively naturalistic settings were more likely
to choose alcohol rather than soft drink (Kohn & Smart, 1984) and were likely to drink
more (Wilks et al., 1992). However, the effects differed, depending on the timing and the
number of ads shown, and a study using a less naturalistic situation showed no effect (Sobell
et al., 1986).
An immediate impact of advertising on drinking, as measured in the previous studies,
would not be expected if a more cumulative effect of advertising is assumed (Gerbner et
al., 1986). In this perspective, which assumes a gradual effect over many thousands of exposures, it is more likely that an impact would be measured on the cognitions which arise
when processing the advertising messages (Petty & Caccioppo, 1981). Two recent studies
have measured such an effect on beliefs. Following repeated exposure to beer advertising,
college students rated alcohol as more beneﬁcial and less risky (Synder & Blood, 1992) and
reported more positive assessments of the beneﬁts of beer (Slater & Domenech, 1995).
Such positive beliefs were predictive of plans about future alcohol use (Slater et al., 1995),
although exposure of school children to advertisements did not effect expectancies of
drinking (Lipsitz et al., 1993).
The effect of repeated exposure to advertising is also measured in the many surveys that
compare participants who have been highly exposed and who report greater awareness or
more positive responses to advertisements, with those who do not. This has been a very
popular approach since the late 1970s, beginning with a large research programme funded
by the US Bureau of Alcohol, Tobacco and Firearms (Atkin & Block, 1981, 1984). All of
the many cross-sectional analyses of such survey data have found evidence of a positive
relationship between self-reported exposure and/or response to advertising and positive
beliefs and reports of consumption. In Atkin & Block’s work, those who reported seeing
the most advertisements tended to perceive the typical drinker as somewhat more funloving, happy and good-looking, and in turn this was associated with more favourable values
regarding the amounts, situations and beneﬁts of drinking (Atkin & Block, 1981, 1984).
There were also differences in the levels of drinking reported by those who were more
exposed and recalled advertising more.An analysis of 1227 people, mostly aged 12–22 years,
found 33% of the half who were more exposed were drinking at least 5–6 drinks per week,
compared with 16% of the less exposed (Atkin et al., 1983). Other studies have demonstrated an association between positive beliefs, expectancies of future drinking and/or
current drinking behaviour (Strickland, 1982; Atkin et al., 1983; Grube & Wallack, 1994;
Wyllie et al., 1998a,b). The likelihood that these associations reﬂect a causal effect of advertising on drinking has been strengthened by the use of structural equation modelling
(Bentler, 1993) to analyse the more recent surveys. This found that the data are good ﬁts
to models assuming a causal pathway between advertising and expectations of future drink-
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ing (Grube & Wallack, 1994) and positive beliefs and consumption levels (Wyllie et al.,
1998a,b).
Two published analyses of longitudinal data have similarly found an impact of response
to advertising on consumption. In the ﬁrst, the numbers of alcohol advertisements recalled
at age 15 in response to a question about the portrayal of alcohol in the media signiﬁcantly
predicted heavier drinking among males aged 18 (Connolly et al., 1994). In the second
analysis, liking for advertising measured at age 18 predicted heavier drinking and experience of more alcohol-related problems at age 21 (Casswell & Zhang, 1998). A follow up
study when the longitudinal study members were 26 showed a small impact of liking for
advertising on frequency of drinking (Casswell et al., 2002).
A review of the evidence of the effects of advertising published in 1994 suggested that
alcohol advertising had a small but contributory effect on drinking behaviour (Edwards et
al., 1994). The evidence published since that review further strengthens that conclusion.

LAWS RESTRICTING ADVERTISING
In many but not all Western countries, alcohol is being promoted on a falling market. A
decline in aggregate consumption since the 1970s in part reﬂects the impact of preventative interventions to reduce alcohol-related harm (WHO, 1998; Stockwell et al., 1997;
Moskowitz, 1989). These include excise taxes affecting price, drink–driving laws, responsible server training, mass media alcohol awareness campaigns and health promotion in
schools and communities (Holder, 1994; Holder & Edwards, 1995; Stewart, 1997). Contributing market factors may include competition from soft drinks and a wider choice of
items attractive to the youth market.
The alcohol industry has adopted marketing strategies developed by the tobacco industry, particularly in regard to attracting the young (Vaidya et al., 1996; Pollay et al., 1996;
Meier, 1991). Research evidence led to widespread bans on broadcast advertising of
tobacco on the logic that “any other measures . . . would not work as well if they had to
compete with stylish and powerful tobacco advertising” (Secretary of State for Health,
1998). Similar policy conclusions can be reached from the growing body of research
showing the contribution of alcohol advertising to alcohol-related harm.
All Western countries, to a greater or lesser extent, place constraints on alcohol advertising, using a mixture of state legislation and industry self-regulation (see Appendix). Outcomes reﬂect policy struggles in speciﬁc political and cultural contexts, and systems remain
in ﬂux as decisions continue to be contested. Restrictions by law are most common for
banning alcohol advertisements from the broadcast media. Despite commercial pressures
and the wider deregulatory climate, the trend is towards seeking stricter rather than more
lenient controls in both regulatory or self-regulatory systems (Montonen, 1996).
Norway permits no alcohol advertising at all; France does not permit television advertising. Belgium has no advertising on state television, bans spirits advertising on commercial channels and all alcohol advertising on radio. Other countries, such as Austria and
Ireland, ban broadcast advertising of spirits, or of beverages above a particular alcohol
content, which may exclude just spirits, as in Spain and Finland, or all beverages except
lower-alcohol beers, as in Denmark and Sweden. New Zealand, Italy and Portugal restrict
alcohol advertising to later hours of viewing, and this has also been proposed by the
German Minister of Health. Behind some of these outcomes are unsuccessful efforts to
secure more restrictive legislation.
Until recently, the major spirits producers in the UK, the US and Germany maintained
voluntary bans against advertising on television. The UK 30 year voluntary ban on advertising “dark spirits” on radio or television was abandoned in 1995 because of falling sales,
particularly for whisky. The US spirits ban in 1948 (following a radio ban from 1936) was
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a closed-door commitment by industry to avert Senate proposals to ban all alcohol advertising on television. The ban was breached in 1996 by the Canadian company Seagram,
following a sharp decline in its Asian markets. It was then lifted by the Distilled Spirits
Council on the argument that other alcoholic beverages had an “unfair” advantage
(DISCUS, 1996). Spirits advertisements were accepted by local and cable channels but by
only one national network, Black Entertainment Television. This continuing situation represents an informal response by the networks to a high level of public controversy and
political opposition (Center for Science in the Public Interest, 1998).
However, all efforts to formally restrict spirits advertising on US television have
foundered. President Clinton, Rep. Joseph Kennedy and 16 state administrations applied
for action by the Federal Communications Commission, the body that banned tobacco
broadcast advertising. This was declined (Quello, 1997; Hundt, 1997). A 1997 bill asking
Congress to “just say no” to advertising spirits on “any medium of electronic communication” failed to achieve sufﬁcient support. A further bill was tacitly premised on a view of
drinking as a “legal” adult activity; it argued for a ban on all alcohol advertising because
of its harmful impact on children. Finally, in 1998 the Federal Trade Commission (FTC) was
directed by Congress to investigate whether advertising practices by eight major alcohol
producers targeted those under the legal drinking age.
The argument undermining these efforts to achieve a ban was that the First Amendment
to the Constitution provides some, if lesser, protection for commercial speech. Restriction
by government must pass three tests: the government interest must be substantial, the
restriction must directly advance that interest, and it must not be more extensive than necessary to do so (Starek, 1997). The onus that this puts on government agencies to prove
causal relationships undermines any “threat” of regulation by law. However, US courts may
consider state restrictions constitutional if they relate to unlawful behaviour—such as sales
to under-age drinkers (Starek, 1997). Hence the shift in tactical direction to a more limited
inquiry into advertising standards.
This lack of success in countering alcohol advertising contrasts with strong state-level
regulation of alcohol sales, reﬂecting contemporary societial concerns about drinking as
well as a strong temperance tradition (Room, 1989). It is attributable in part to a particular US constitutional protection and related politico-legal discourse, which makes particular arguments available while limiting others. It has meant, for example, that warning
labels on alcohol containers have been an achievable strategy, whereas television advertising bans have not. Warning labels, implemented ﬁrst for tobacco products, then for
alcohol in 1988, are consistent with discourses on freedom of commercial speech and on
information requirements for efﬁcient markets. However, this discourse also enabled
the labelling of wine bottles with messages about health beneﬁts of moderate alcohol
consumption.
Research shows that alcohol container warning labels have had some success in increasing awareness, reaching target audiences and, to a more limited extent, inﬂuencing individual behaviour (Greenﬁeld, 1997). Health warnings on television alcohol advertising
could also inﬂuence beliefs regarding the risks and beneﬁts of alcohol use in the long term
(Slater & Domenech, 1995). This has several times been included in bills, without success,
as has removing tax deductibility for company expenditure on alcohol advertising (Mosher,
1982). In 1992 the Advertising Tax Coalition and the State Advertising Coalition helped
defeat an amendment in the US House of Representatives and 14 state initiatives to tax
advertising (Saffer, 1997). Saffer estimated that such a move on advertising would reduce
motor vehicle fatalities by about 1300 per year in the USA.
Across the border, Canada has a very different regulatory tradition. The sale of alcohol
is strongly regulated by each province; drinking venues are licensed and sales by the bottle
are a state monopoly. The Canadian Radio and Television Commission (CRTC) bans spirits
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advertising on television, although this is under pressure following Seagram’s actions in the
USA. Radio and television advertising are permitted for beer and wine and come under a
CRTC code (Canadian Radio and Television Commission, 1996). However, the content of
all alcohol advertisements is also regulated by each provincial Act. A distinctive issue is the
prohibition of prizes, gifts or premiums with the purchase of alcohol (ASC, 1999).
France also has a strong stand against the promotion of alcohol, although its regulation of
alcohol sales is light. Despite challenges under European treaties, the Loi Evin has banned
alcohol advertising on television, ads directed at the young or on sports ﬁelds, most alcohol
sports sponsorship,and also restricts radio advertising.To obtain change in the “simplistic and
seductive discourse” that underlay earlier alcohol advertising images of leisure, sun, sex and
success (Craplet, 1997), alcohol advertisement content is restricted to product characteristics
and facts about consumption, production and region of origin. In most countries, however,
the content of alcohol advertisements comes under voluntary codes, not state regulation.

INDUSTRY SELF-REGULATION OF
ADVERTISING STANDARDS
In Australia, New Zealand, Ireland and some other countries where alcohol advertising is
permitted on broadcast media, self-regulation through voluntary codes variously involves
the media, advertising and alcohol industries (ASA, 1998; ASB, 1998; ASAI, 1999), and
stands alongside more general rules on advertising standards.
Self-regulation in the USA is weakly organized in comparison with other countries, which
regulatory theory would attribute to lack of a credible threat of state regulation (Ayres
& Braithwaite, 1992). Advertising and media industry codes do not mention alcohol;
separate voluntary codes cover beer, wine and most recently spirits, with complaints going
to the industry organization that wrote the code. The only independent body to have considered alcohol advertising is the Federal Trade Commission (FTC), responsible for market
competition and consumer choice but also for complaints about “unfair or deceptive”
practices and “conduct injurious to consumers”. In investigating advertising practices by
eight large beer and spirits companies, it found that half the companies were not in compliance with their code, and two companies targeted those under the legal drinking age in a
quarter of their advertisements. Nevertheless, the FTC recommended continuance of selfregulation, but with third-party review of complaints (FTC, 1999; Wiecking, 1999).
In theory, a voluntary code can be monitored by the public, but the effectiveness of this
will depend on widespread knowledge of the code and a sufﬁciently independent complaints body with powers of sanction. Only Ireland’s current code ﬁts this description,
although its sanctions are seldom used. Most advertising campaigns are designed as short
bursts to avoid saturation effects, so complaints decisions must be fast. “Pre-vetting” may
increase effectiveness, but industry self-regulation against its vested interests not infrequently leads to under-regulation and under-enforcement (Baggott, 1989). In Australia, selfregulation of alcohol advertising collapsed following strong criticism (Saunders & Yap,
1991; Rearck Research, 1991), and it was 2 years before a new code was negotiated. These
problems are inherent, since the essence of self-regulation is that compliance with codes is
voluntary (Montonen, 1996). Legislation may provide a formal framework that requires
self-regulation, but no existing code of alcohol advertising standards is supported by state
monitoring or sanctions, as for some other areas of business activity (Boddewyn, 1995;
Baggott, 1989; Grabosky, 1995).
Recommendations to strengthen self-regulatory systems still do not address the content
of industry codes, or the demonstrated “creativity” by which advertisement design continually outwits any restrictions (Clark, 1989).
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CONTESTED CONTENT AND SCOPE OF
VOLUNTARY CODES
Most voluntary codes on alcohol advertising fail to address the full range of promotional
activities, and pay little attention to sports. Codes typically prohibit the portrayal of excessive drinking, underage drinkers, promises of social or sexual success and similar matters.
However, the scope and the content of industry codes remain hotly contested ground
between industry and public health advocates. Additions and reﬁnements result from complaints, reviews and controversial advertisements.
The use of frog cartoons and Halloween imagery by major beer brands has been controversial in the USA (Leiber, 1998; Center for Alcohol Advertising, 1998), leading to recent
changes in the Beer Institute’s code (1999). In Britain there has been a similar outcry over
cartoon characters on “alcopop” containers. But alcopops themselves are considered by
many to be a product designed to attract children (Board of Science and Education, 1999;
The Globe, 1997). Soft drinks mixed with colourless, tasteless spirits or liqueurs have long
acted as a “bridge” drink (Clark, 1989). Alcopops are made attractive to teenage tastes by
similar packaging to soft drinks and by being instantly ready.
In the USA, as efforts at the national level met frustration, resistance to local advertising developed in communities. In Baltimore, Chicago and Los Angeles, neighbourhood
campaigns resulted in city ordinances banning alcohol billboards in inappropriate locations,
such as near school playgrounds. These were contested in court. Once again, a policy struggle over alcohol advertising and responsible practices turned on what grounds and what
level of power was required to restrict constitutional freedoms. In April 1999, however, a
federal bill was passed allowing cities to adopt more restrictive regulation of billboards
than under previous state law.
Sport has become another “arena in which the alcohol industry tests the limits of alcohol
regulations and the elasticity of ethical rubberbands” (Rekve, forthcoming). In Europe and
Scandinavia, national television channels can be viewed from neighbouring countries and
language presents little barrier to basic marketing messages. Alcohol advertising at major
sporting events frequently circumvents alcohol advertising bans or codes of practice in different countries. In countries that permit broadcast alcohol advertisements and those that
do not, the association between alcohol and sports is pursued through the mass media in
ways that most codes do little to restrain.
These controversies highlight questions about exactly what marketing practices a code
should cover. What is “alcohol advertising”, as opposed to programme content (Casswell,
1995b), or drinking venue management, or packaging and delivery, or corporate sponsorship of community activities? Although television commands the widest attention, it is by
no means the only medium used to market alcohol, neither are formal advertisements
always considered by advertisers as the most effective means (Casswell, 1995b; Clark, 1989).
The wider the range of activities and the greater the number of players, however, the less
effective self-regulation is likely to be (Ayres & Braithwaite, 1992).

CODES IRRELEVANT TO HOW ADVERTISING
AND PROMOTION WORKS
An effect of industry self-regulation through voluntary codes is that the struggle over policy
is diverted from the essential question of whether it serves the public interest to allow promotion of products that have considerable adverse impact on public health. Instead, energy
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is focused on continually reﬁning the letter of codes, the detail of what does or does not
constitute responsible advertising and what forms of marketing should be covered, in constant reaction to unacceptable practices. However, most codes are irrelevant to the way
successful advertising actually works to reinforce current behaviour and the wider culture
around drinking, and to recruit new generations of drinkers.
For example, codes on advertising standards commonly state that actors in alcohol
ads must be adults. This restriction has little meaning, since studies of advertising for other
products show that children generally desire what they see being enjoyed by a child a
couple of years older (Clark, 1989). The young consume more television and more
advertising than adults, like it more and are more inﬂuenced by it (Craplet, 1997; Eigen,
1996). To attract alcohol brand allegiance in the key market of young adult males, many
advertisements simply depict the young adult life-styles that adolescents aspire to and associate them with the brand. Alcohol advertising has no need to show underage drinkers,
sexual or other success—or even the product—when what it is selling is desired life-styles
and fantasies.
Similarly, while codes explicitly prohibit the portrayal of intoxication, research suggests
that advertisements do communicate the concept of intoxication (Rantila, 1993) and young
recipients perceive intoxication and heavy consumption (Wyllie et al., 1997).
Moreover, the alcohol industry ﬁnds ample opportunities to associate its products
positively with desired life-styles, of young people and others, as they are actually being
lived. It is no longer appropriate to consider the effects of mass media advertising in isolation from other marketing tools (Stewart & Rice, 1995).

CONCLUSIONS
In the alcohol research ﬁeld it is recognized that public health is a collective activity. Health
goals for populations require ensuring that all public policies take health effects and health
economics into account in setting priorities and in shaping social and physical environments, so that the healthy choice is the easy choice (Milio, 1988; Lehto, 1997). Marketing
of alcohol, the research suggests, has a negative effect on the environment which helps
shape individuals’ choices.
Control strategies adopted at the level of the state face the increasing globalization
of the alcohol industry and its marketing strategies. Policy and forms of regulation dictate
the forms of promotion and circumventory tactics adopted by alcohol advertisers, but
discussion about which marketing strategy, or which policy intervention or health promotion strategy, is more effective misses a key point. Modern marketing delivers through
integrated packages of promotions, in which one type complements and “leverages”
another. Regulatory practices and health promotion need similarly to consider and cover
all the bases.
The ground contested between public health advocates and the alcohol industry can
shift from the detail of legislation or codes of practices to the ideological climate in which
policy decisions are made, or to shaping public opinion in ways that can affect the political acceptability of certain strategies to protect the public health. Such efforts on the part
of the liquor and hospitality industries are no less important to the promotion of alcohol
and the proﬁtability of the industries than the marketing strategies themselves.
The need to develop an internationally coordinated response is increasingly clear
(Eurocare, 1998), particularly with regard to broadcasting and to Internet promotions. Research evidence in this chapter supports policy action against the promotion of alcohol on
the powerful broadcast media. In many countries, cultural linkages between sport, alcohol,
masculinity and nationalism need to be targeted by health promoters and policy-makers.
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One possible strategy is Norway’s current promotion of sport as an “alcohol-free zone”,
with a local club focus on young players, family involvement and safety.
Nevertheless, at the national level, one strategy does not ﬁt all. Different responses
adopted by comparable countries provide valuable opportunities to learn from the experiences of others. However, responses are necessarily embedded in local contexts, and these
will shape choices of national strategy that are both politically possible and likely to be
effective.

NOTE
The focus of this chapter does not include fair trading and product description laws (both general and speciﬁc to alcohol) that impact on advertising and labelling, which are often elaborate in regard to wine. Neither
does it cover—but readers may interested to note—a US trade law limiting vertical integration of alcohol
and hospitality industries through restrictions on producers contributing ﬁnancially to advertising by alcohol
retail outlets and venues.
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KEY WORKS AND SUGGESTIONS FOR
FURTHER READING
Casswell, S. (1995a). Does alcohol advertising have an impact on the public health? Drug
and Alcohol Review, 14, 395–404.
Draws on recent New Zealand and international research to examine a number of questions about the possible public health impact of policy which allows alcohol to be advertising on the broadcast media. The 1994 Leonard Ball Oration.
Casswell, S. & Zhang, J.F. (1998). Impact of liking for advertising and brand allegiance on
drinking and alcohol-related aggression: a longitudinal study. Addiction, 93, 1209–1217.
Analysis of alcohol data from a longitudinal study of childhood development showed
a measurable impact of advertising during a time of decline in aggregate alcohol consumption in New Zealand.
Buchanan, D.R. & Lev, J. (1989). Beer and Fast Cars: How Brewers Target Blue-collar
Youth through Motor Sport Sponsorships. Washington, DC: AAA Foundation for Trafﬁc
Safety.
Uncovers the many ways in which the association of alcohol with sport embeds
drinking and brands to enjoyable lived experiences. Readers will readily recognize
these strategies being used in relation to other sports and cultural events. For a general
audience.
Clark, E. (1989). The Want Makers. Lifting the Lid of the World Advertising Industry.
London: Hodder and Stoughton.

ADVERTISING AND SPONSORSHIP

353

A classic analysis of advertising strategies, for a general audience, with case studies of
US alcohol and tobacco advertising.
Internet web-sites.
Readers are recommended to explore Internet addresses for various industry websites
and advertising standards codes. Examples of campaigns against alcohol advertising can
be found at: http://www.cspinet.org/booze/index.html (Centre for Science in the Public
Interest, Washington); and http://www.apolnet.web.net/index.html (Alcohol Policy
Network, Toronto); or check out how alcohol advertising appeals to kids by searching
“Budweiser frog”.
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APPENDIX: RESTRICTIONS ON ALCOHOL
ADVERTISING: EXAMPLES SHOWING
INTERNATIONAL DIVERSITY
Australia
The Australian Association of National Advertisers has set up an Advertising Standards Board and
an Advertising Claims Board, and established a new code of ethics. It has no powers of enforcement;
however, relying on “the willingness of advertisers to adhere voluntarily to ethical standards”. A new
code on liquor advertising was adopted in 1998 after a 2 year hiatus, during which only a general Commercial Television Industry Code of Practice applied. An earlier code collapsed in 1996 when the
Competition and Consumers Commission revoked authorizations to the Media Council of Australia
following public criticism.
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Austria
Legal ban on spirits advertising on radio; otherwise a voluntary code.

Belgium
No commercial advertising on state television, and legal ban on spirits advertising on commercial television. No alcohol advertising on radio. In other media, voluntary guidelines prohibit the encouragement of “drinking to excess” and advertisements targeted at the under-21s.

Canada
A statutory body, the Canadian Radio and Television Commission, code governs alcohol ads. Also
provincial codes on all alcohol advertising as part of regulations and guidelines under provincial Acts
covering state monopoly over distribution and off-sales and state licensing of drinking venues.
Detailed rules on giving out samples of alcohol. Restrictions on gifts, prizes and premiums.

Denmark
Television and radio advertisements are not permitted for alcohol over 2.25% alcohol by volume (i.e.
low-alcohol beer may be advertised). Other media must not aim alcohol advertisements at minors. In
1999 negotiations for guidelines allowing corporate logos and light beer ads on sports clothes failed.

Finland
Formerly, legal ban on alcohol advertising. Now, advertising permitted of beer and wine up to 22%
alcohol by volume.

France
A legal ban since 1987 on television ads. The Loi Evin bans ads for alcohol over 1% alcohol by volume
on television and in publications for young people and in places where sports events are held. Ad
content is also controlled by law, not a voluntary code. In other media, alcohol advertisements must
focus on product characteristics only, advise that alcohol abuse is bad for your health, and be
pre-approved.

Greece
There are no speciﬁc restrictions other than limitations on the number of ads per day for each brand
on television and radio.

Germany
By voluntary agreement, most spirits are not advertised on television. On other media, a voluntary
code is in operation, similar to that in the UK.
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Italy
Alcohol advertisements on television may be shown only after 8 p.m. A voluntary code similar to that
in the UK governs content.

Ireland
A legal ban on spirits advertising on television and radio, and alcohol advertisements may not
be shown before sports programmes. The same ad may not appear more than twice per night on any
one channel. On other media a voluntary code on alcohol is one of a set of codes of the Advertising
Standards Authority of Ireland.

Luxembourg
Television and radio advertisements must not show alcohol being consumed “in excess or feature
young people, or sportsmen or drivers consuming alcohol”. Otherwise no restrictions.

New Zealand
Advertising standards shifted to self-regulation with commercialization of the broadcasting media,
under an Advertising Standards Authority (ASA) set up by statute. Outlet ads, then sponsorship ads,
then brand advertising in 1992, were permitted without reference to Parliament. A Broadcasting
Standards Authority is responsible for “saturation” and alcohol in programme content. The ASA’s
Code on Liquor Advertising now covers all brand and sponsorship advertising. Ads are pre-vetted.
The Complaints Board and review committees have some non-industry members.

Norway
Advertising of alcoholic beverages or alcoholic beverage products is prohibited, including in advertisements for other goods and services. This has limited alcohol marketing opportunities on sports
grounds and on sports team clothing. Visiting international teams have been required to comply with
this.

Portugal
No alcohol advertising on television before 10 p.m. and advertisements must not show alcohol being
consumed.

Spain
A ban on television and radio advertising of spirits and alcohol over 23% alcohol by volume. Other
alcohol advertisements may be shown only after 9.30 p.m. A ban on all television spirits advertising
in the Basque country.

ADVERTISING AND SPONSORSHIP

361

Sweden
Since July 1979, there has been a ban on beer, wine and spirits, except for beer under 2.25% alcohol,
with restrictions on ad content on showing intoxication, etc. Some advertising of beer up to 3.5%
showing only bottle and manufacturer. New proposals following a 1999 review are likely to tighten
these regulations in 1999.

Switzerland
Law prohibits comparing or publishing alcohol prices and restricts advertising, especially at sports
meetings or events for young people. Alcohol ads are restricted to information and descriptions
directly related to the product. But this policy is undermined by ads, particularly on television, coming
from neighbouring countries.

The Netherlands
In 1987 a bill to prohibit all alcohol advertising on broadcast media was defeated. Since 1990 the liquor
industry, including retail, follows a voluntary code developed by the Stichting Zelfregulering Alcoholbranche. Its complaints committee can ﬁne up to 50,000 guilders. Ads can be for individual brands
but no corporate ads; sports sponsorship is limited. A moderation message must be included in 40%
of audio-visual ads. Ads should not encourage minors to drink.

UK
The BBC does not carry advertising. Alcohol advertising on other television and radio stations is the
responsibility of statutory bodies, the Independent Broadcasting Authority and the Cable Authority,
whose codes of practice cover alcohol advertising. A 1965 voluntary agreement between manufacturers and TV companies not to advertise spirits was abandoned in 1995.
Alcohol advertising in other media comes under a voluntary code, the Advertising Standards
Authority’s British Code of Advertising and Sales Promotion, which now limits advertising where
more than a quarter of the audience is like to be under 18. It also governs the way alcohol or people
drinking is presented in ads for other products.
Under all codes, advertisements should not encourage excessive drinking, market to audiences
under 18 or depict drinkers under 25, characters likely to appeal to those under 18, activities or
location where alcohol would be unsafe, or suggest that alcohol enhances mental, physical or sexual
capabilities, popularity, masculinity, femininity or sporting achievement.
In 1996, complaints about “alcopops”, containing 5% alcohol and being marketed to young people
alongside soft drinks, led the Portman Group to promote its own limited industry code. This averted
a proposed ban on the words “lemonade” or “cola” on mixed drink containers.

USA
Beer and wine ads are permitted on radio and television, with alcohol industry codes for each. In
California it is illegal to offer inducements to encourage drinking, such as give-aways recently offered
in Budweiser ads.
Ads for spirits were kept off radio from 1936 and television from 1948 by a voluntary industry
ban, broken in 1996 by Seagrams. Spirits ads now appear on local and cable channels, but are still
refused by nearly all national networks. DISCUS wrote a code of conduct; its directors will consider
any complaints.
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A series of city ordinances restricting alcohol billboards met challenges in the Supreme Court but
has now led to recent federal legislation allow greater city control over content and location.

South Africa
An Advertising Standards Authority of South Africa code of conduct governs advertising of alcohol.
All forms of alcohol may be advertised freely on radio, television and in print. Sports sponsorship
by the alcohol industry is very high, especially for cricket, rugby and soccer. In 1997 the Department
of Health established a committee to look at counter-advertising and warning labels, and another to
look at possible restrictions on broadcast advertising and sports sponsorships.
Sources: Institute for Alcohol Studies, London; Alcohol and Public Health Research Unit, New Zealand.
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state revenue, 200
stigmatization, natural recovery and, 171
stimulus control, 95, 100
stress management, 96
Substance Abuse Relapse Assessment (SARA),
94
substance speciﬁc withdrawal, 39
substitute indulgences, 99–100
Surfers’ Paradise Safety Action Project, 244–5
taxation, effects of, 199–209
television, sponsorship/advertising and, 342
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