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ABSTRACT

A consecutive series of 112 problem drinkers attending a community
based voluntary agency were followed up over a six month period, in
order to measure their compliance with treatment. In common with many
other agencies attrition rates were high and this was especially true
for self-referrals. Those coming through the usual referral channe)s
attended more frequently. Clients attending from the Courts, hostels

and from employers attained the highest rates of compliance.

A second study examined a representative sample of fifty clients
attending a Council on Alcohol and fifty patients attending an
Alcohol Treatment Unit. The assumption that clients using community-
based facilities have less serious alcohol problems uncomplicated by
the physical, social and psychological difficulties found in those
attending Alcohol Treatment Units was not confirmed. Attenders at
both agencies, women as well as men, had help seeking patterns
similar to those described for other populations which were
discontinuous and unco-ordinated and featured multiple contacts

and simultaneous use of different services.

One fifth of clients attending a community based voluntary agency
presented for treatment with an alcohol problem complicated by
affective disorder, phobic anxiety or personality disorder. A
similar levels of formal psychiatric disorder was also identified in
the ATU sample , except for a small group of women. One quarter of
women in this group were phobic with some overlap of affective
disorder. Rates of psychological symptoms as opposed to
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psychiatric disorder were high in both samples and appeared to be
associated with severity of dependence on alcohol. No sex
differences were apparent in the rates of psychological symptoms.
The need for co-ordination was discussed in the T1light of the
improved outcome which can be expected given appropriate matching of
clients to treatment. Some suggestions as to how this might be

achieved were discussed.
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INTRODUCTION

Councils on Alcohol, and Glasgow Council (GCA) in particular,
make a significant contribution to the network of alcohol
services. In Scotland alone 4,000 clients per annum are seen by
voluntary counsellors in these agencies. Local Councils on
Alcohol aim to provide an easily accessible, non-medical response
to the problem drinker. Despite an impressive record of expansion
over the Tlast twenty years encompassing the development of 26
Councils, there has been no systematic evaluation of the work

of these agencies.

The following research is based on two separate studies and will
examine some of the key features about clients attending voluntary
agencies in the form of Councils on Alcohol. The aim of the first
study will be to define the socio-demographic characteristics of
this population and to monitor and identify factors associated with
compliance with treatment. The second study will involve a detailed
examination of the social, psychological and clinical features of
this population as well as their use of services and patterns of
seeking help. For purposes of comparison, a sample of patients
attending an Alcohol and Drug Treatment Unit will be assessed using
the same criteria in order to identify the nature of the populations

served by these two very different treatment facilities.
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CHAPTER ONE ALCOHOL PROBLEMS AND THEIR TREATMENT

The excessive use of alcohol has been associated with a wide range
of physical and social problems which have been increasing over the
last twenty years. This has led the Royal College of Psychiatrists
(1986) in their report on alcohol abuse to say, "Alcohol is the major
public health issue of our time, overshadowing even that of tobacco
and dwarfing the problems of illicit drug abuse". In this chapter
the scale and extent of alcohol-related problems will be described as
well as the development of treatment services that evolved in
response to these problems. Some of these changes have resulted from
disenchantment with conventional in-patient treatment as well as a
radical shift in the way alcohol problems were viewed. This has laid
the groundwork for other treatment agencies to flourish; in
particular community based voluntary agencies in the form of Councils

on Alcohol.

There 1is now a large amount of data that indicates that alcohol
misuse 1is a causal factor in a wide range of difficulties. As with
other psychoactive substances, the harm that can occur from the use
of alcohol can be categorised into three main types. These are
problems relating to intoxication, to heavy regular use and to

dependence (Thorley, 1985).

THE EXTENT OF ALCOHOL RELATED PROBLEMS

Alcohol 1is a mood altering drug and its intoxicating action on the
central nervous system is the main reason for its widespread use and
popularity. Generally speaking, the higher the concentration of
alcohol in the blood the more intoxicating effect there is on the
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brain. Because alcoholic beverages vary widely in their concentration
of alcohol the following system will be used to provide some
consistency of measurement. A "standard" drink is referred to as a
"unit" and contains 8 gms pure alcohol. A half pint of beer, a glass
of wine and a single measure of spirits are considered to be roughly
equivalent 1in alcoholic strength. Consumption of a unit of alcohol
raises the blood alcohol level (BAL) by approximately 15mg.% (Royal
College of Psychiatrists, 1986). The first recognisable changes in
mood and behaviour appear at modest levels of consumption. After
drinking 2 or 3 units of alcohol, most individuals report subjective
feelings of mild euphoria and a loosening of inhibitions. As the
blood alcohol level rises, progressively more functions of the brain
are affected. Driving skills are adversely affected at 80mg per
cent, and clumsiness and impaired judgement follow at 100mg per cént.
At concentrations of 300mg per cent most individuals are grossly
intoxicated. The fatal concentrations lie between 500mg per cent and

800mg per cent (Saunders and Paton, 1981).

There are many legal problems typically associated with episodes of
acute intoxication. In 1985 there were over 100,000 convictions for
drunk driving in the UK (Scottish Council on Alcohol, 1988). A
recent report indicated that one third of people killed on the roads
in England and Wales had blood alcohol levels exceeding the legal
limit. More than 1200 people, half of them below the age of 25, are
killed annually as the result of drinking and driving (Dunbar, 1985).

Alcohol intoxication was directly responsible for 96,000 convictions
per annum for drunkenness in the U.K. (Brewers Society, 1986). It is

also implicated in more serious types of crime. In the West of
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Scotland more than half of those found guilty of murder were
intoxicated at the time of the offence. A similar proportion of the
victims had also been drinking (Gillies, 1976). Alcohol consumption
is also an important contributory factor in about one third of
domestic accidents (Taylor, 1981) and 15% of drownings (McNeil,
1983).

Apart  from the effects of acute intoxication, heavy regular
consumption is associated with a variety of other difficulties. It
is generally accepted that very high levels of alcohol consumption
(in excess of 56 units per week) can adversely affect health
(Pequignot, Tuyns and Berta, 1978). What is Tess well recognised is
that alcohol can cause illness when consumed at much Tlower levels
than were previously thought harmful. The Royal College of
Physicians (1987) has suggested that regular consumption of between
21-49 units per week for men and 14-35 units per week for women is
associated with an increasing risk of a wide range of physical
damage. This includes gastrointestinal disorder in the form of
chronic diarrhoea, gastritis, peptic ulcer, pancreatitis, hepatitis
and diseases of the liver including cirrhosis and cancer. Other
disorders typically associated with heavy drinking are neurological
and include Korsakoff’s syndrome, cerebellar damage and alcoholic
dementia (Marsden, 1977). As many as one in five men in a medical
ward will have physical problems related to their alcohol use (Lloyd,

Chick and Crombie, 1982).

Estimates of the total number of deaths from alcohol-related
conditions have ranged from 5,000 to 10,000 per year (Taylor, 1981).
Even this high figure has been considered to be an underestimate by
some authorities and the Royal College of General Practitioners
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(1986) has suggested that the number of deaths from alcohol-related

conditions may be as high as 40,000 per year.

Alcohol belongs to that class of drug which if used frequently and
heavily can induce dependence. Among this dependent group are people
who have traditionally been described as alcoholic. Physical
dependence usually takes many years to develop, and the critical
quantities of alcohol involved are thought to be about 16 units per
day and above (Thorley, 1982). Withdrawal symptoms occur when blood
alcohol levels begin to fall, typically after a period of sleep when
the drinker is unable to top up his alcohol 1levels. The commonest
withdrawal symptoms are mood disturbance, tremor, nausea and sweating
(Sillanpaa, 1982). More severe withdrawal phenomena which include
withdrawal seizures, hallucinations and delirium tremens usually
require prompt medical help. The Royal College of Psychiatrists
(1986) estimates that there are over 300,000 people inl Britain who
have severe alcohol problems of this type. Community surveys in
England and Scotland have shown that 5% of men and between 1-2% of
women have alcohol problems requiring intervention (Edwards et al.,
1973; Saunders and Kershaw, 1979). These high rates of problems are
reflected in the number of admissions to psychiatric hospitals for
alcohol treatment which have increased 25 fold in the last 25 years
(Royal College of Psychiatrists, 1986). In Scotland, one in three of
all male psychiatric admissions to hospital are for alcohol-related

problems (Scottish Home and Health Department, 1985).

CHANGES IN CONSUMPTION AND PROBLEMS

The sheer scale of alcohol-related harm has prompted strong comments
and the resulting sum of damage has been described as "an appalling
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insult to the nation’s health, a cause of untold personal and family
misery and a cost to the country of thousands of millions of pounds
each year" (Royal College of Psychiatrists, 1986). There are a number
of possible explanations for the the major increase in alcohol
problems. Many commentators have noted that per capita consumption
of alcohol virtually doubled between 1959 and 1979. This pattern of
increase was thought to be related to a fall in the real price of
alcohol as a proportion of disposable income and to changes in the
availability and distribution of alcohol. Increases in the prevalence
of alcohol-related problems have closely followed these trends in the

patterns of availability and consumption (Smith, 1981).

The relationship between per capita consumption and levels of harm
has been described before. During the First World War, when the
availability of alcohol was reduced by licensing laws there was a
significant decline in alcoholic mortality and drunkenness {(Wilson,
1939). Similar changes were noted during the Prohibition era in the
United States (Smith, 1981). A formal link between consumption and
problems was first proposed by Ledermann (1964) who suggested that a
population’s consumption would always be distributed in the same way.
The majority consuming relatively small amounts of alcohol and
successively Tless drinkers consuming larger and larger quantities.
The theory was further elaborated by De Lint and Schmidt (1971) who
concluded that there was an invariant relationship between overall
consumption and rates of problems. There is now a great deal of
evidence to support the general principles of this theory although

the details have been heavily criticised (Smith, 1981).
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Consumption levels are unlikely to be determined solely by economic
variables but are influenced by social and cultural factors. There
has been speculation that because consumption was relatively modest
during the First World War, a generation grew up with no personal
experience of the results of unfettered consumption of alcohol. This
produced a more relaxed attitude towards alcohol and a loosening of
the strong restrictions that used to govern its use, leading to a
period of heavy and problematic use (Smith, 1981). This most recent
period has seen a relaxation of licensing hours and a huge growth in
outlets selling alcohol, 1leading to heavier consumption (Baggot,

1990).

DEVELOPMENT OF SERVICES

The foundations for the present pattern of services for problem
drinkers began to develop after the Second World War in response to
the rapid rise in the number of people with alcohol problems. Before
this rise, alcoholism treatment was directed towards a relatively
small number of patients and was hardly recognised as a Tlegitimate
responsibility for the psychiatric services (Orford and Edwards,
1977). Treatment services do not spring from a conceptual vacuum but
reflect the prevailing views of the day on the nature of the disorder
being treated. When treatment services were first conceived the post-
war years were characterised by a fairly strict disease model. At its
most simplistic this model postulated a biochemical defect which Ted
the alcoholic to react to alcohol in certain ways. This was
characterised by craving and loss of control over drinking once
alcohol had been consumed. Total abstinence was considered to arrest
the condition but not to cure it and a return to normal drinking was
not considered possible.

19



The first specialised NHS unit for the treatment of alcohol problems
was established at Warlingham Park Hospital in Surrey (Glatt, 1955).
The model used for Alcoholism Treatment Units (ATU’s) was heavily
influenced by the work of Jellinek (1960) and characterised by a
disease orientation. This was a significant development as it
signalled that the NHS was undertaking the treatment and care of
alcoholics. In 1962 a Memorandum recommended the establishment of
further hospital based units (Ministry of Health, 1962) and between
1962 and 1973 nineteen regional Alcocholism Treatment Units (ATU) were
brought into operation to provide improved care for alcoholics.
Eventually twenty-nine such units came into operation (Ettore,
1985a).

At the beginning these were specialised in-patient units usually
located within psychiatric hospitals and staffed by psychiatric
personnel. Treatment was intensive, group orientated and sometimes
lasted many months. Patients were strongly encouraged to attend
Alcoholics Anonymous (AA) in order to provide them with continued
support. However by 1968 the Ministry issued further guidance
recommending that the Units should become integrated with community
agencies. A further series of policy documents culminating in the
issue of the "Pattern and Range of Services for problem drinkers"
(Department of Health and Social Services, 1978) stressed that ATU’s
were not providing care in isolation, but were to be part of a wide

range of services available to the problem drinker.

These developments represented a fundamental shift in the way

treatment services were viewed. Gradually concepts of alcohol abuse

20



changed to include much broader perspectives on aetiology, treatment
goals and the size of the population at risk. This has been
reflected in the changes that have taken place in the services
provided by ATU’s. Over the years there has been a a substantial rise
in day-patient attendances coupled with a shortened stay for in-
patients (Ettore, 1988). Many ATU’s have acquired strong links with
community based agencies, residential hostels and the primary care

team (Ettore, 1985b).

This change in emphasis from specialised units with pretensions to
monopolise alcoholism treatment, to a centre which was simply part of
wider service network, occurred along with a number of other
developments. The first was a questioning of the efficacy of
treatment, the second was a re-evaluation of the disease concept of

alcoholism.

THE EFFECTIVENESS OF TREATMENT

There have been two distinct phases of treatment evaluation studies.
During the first phase, research was directed at discovering the main
effects of treatment compared to no treatment or to an alternative
treatment. The second wave of studies has used a more sophisticated
approach and has investigated what has come to be known as "the
matching hypothesis". This pre-supposes the existence of interaction
effects and suggests that treatment will be more effective if clients
with different characteristics are matched with appropriate
treatments. This second proposition will be fully discussed in
Chapter § which examines the qualitative evaluation of treatment

services.
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In the first instance, when examining the effects of treatment,
Emrick (1974) in an extensive review of 271 uncontrolled studies,
concluded that two thirds of patients improved with treatment. In a
subsequent paper he reviewed 384 treatment outcome studies (Emrick,
1975), 1in an attempt to examine the relative effectiveness of
different types of treatment. Only 72 of these studies used random
assignment or matched treatment groups, allowing assessment of
treatment differences unconfounded by patient characteristics. In
all, only five studies indicated that any one treatment approach was
superior. Even with these five studies Emrick expressed reservations
as he felt that the results for the control group may have been
depressed because patients were disappointed at not being in the
experimental group. Therefore until 1975 the research Titerature had
not found that any particular type of treatment to be advantageous.
It would also be true to say that the overwhelming majority of
studies had severe methodological problems making it difficult to
interpret the vresults with any degree of certainty (Nathan and
Lansky, 1978).

Subsequent to this in 1977, Orford and Edwards published an
influential study which examined whether a conventional alcoholism
treatment regime had any objective advantage over a simpler and Tless
costly approach. This type of issue had been examined before. For
example, similar studies had shown that client improvement was
unrelated to the length of treatment received in such a unit
(Willems, Letemendia and Arroyabe, 1973), and that clients treated in
an out-patient basis were as likely to improve as those treated
within in-patient units (Ritson, 1968). However, a combination of the
prestige of these particular authors and the mood of the times served
to make this a landmark study.
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The Orford and Edward’s study will be described in detail as its
results are widely quoted to support often widely discrepant
viewpoints. A hundred married male alcoholics received a three hour
detailed assessment, which included a psychiatric interview, physical
examination and psychological screening. The wife meanwhile was
interviewed by a social worker to assess social and marital
functioning. At this point the group were randomly assigned to either
"advice" or treatment. After the assessment session the advice group
received a joint counselling session with clear instructions that
responsibility for improvement lay with the patient. The treatment
group, after the initial assessment were given access to the full
range of in-patient and out-patient care normally provided by a major
psychiatric hospital. Both groups received a monthly social work
visit to collect news of the patient’s progress. At twelve months
there were no differences in outcome between the two groups and by
twenty-four months approximately 10% of both treatment groups had
returned to some form of non-problem drinking and 10% had become

abstainers.

This study was noteworthy as it avoided many of the pitfalls that had
previously compromised alcohol treatment research. The client group
was fully described in terms of drinking status as well as other
relevant variables 1ike social support and marital stability.
Subjects were randomly allocated to two distinctly different

treatments and the follow-up was effectively carried out.

The authors themselves reported their results with the caveat that

the project involved a highly selected group of patients; married
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male alcoholics referred to one single clinic. A quite different
outcome might be expected for unmarried patients of Tlow social
stability who may not have readily been able to apply the advice they

were given.

In an American context another major and influential study looked at
clients attending 45 treatment centres throughout the country (Armor,
Polich and Stambul, 1978). Amongst many other findings, they reported
no consistent differences in remission rates among different
treatment settings such as hospitalisation or out-patient care. These
researchers also found small numbers of clients returning to drinking

without apparent problems.

CHANGES IN VIEWS ABOUT ALCOHOL PROBLEMS

These types of studies influenced the development of alcohol
treatment services by questioning the value of routine admission for
alcohol problems whatever their nature or severity. The finding that
a relatively brief advice session could be beneficial also lent great
impetus to simpler forms of help which rested upon a counselling

approach.

As assumptions about the nature of alcoholism underlie most treatment
the failure to find that one of the major clinical approaches towards
alcohol problems has not proved consistently effective Tled some
researchers to question the underlying theoretical model (Armor et
al., 1978). The disease theory predicted that alcoholics would be
unable to return to normal drinking although the two previous studies
described found evidence to the contrary. Again these type of
findings had been reported throughout the research literature before,
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but at this juncture received a great deal of attention because of
heightened interest 1in the disease model (Heather and Robertson,

1981).

Outside the clinical field, the pioneering work by Ledermann (1964)
described previously had questioned the concept of alcohalism as a
discrete entity. This notion was further undermined by researchers
studying drinking patterns and problems in the general population.
Problems appeared to be more diffuse and sporadic and there was
evidence that people moved in and out of problem drinking. Changes in
personal circumstances like a new job or getting married appeared in
some cases to be more important factors than formal treatment in the
successful resolution of a drinking problem (Saunders and Kershaw,

1979).

Underlying this consistent relationship between consumption and
problems at a national level there is considerable variation between
different groups 1in the incidence of alcohol-related problems.
Sociological studies have made a distinctive contribution to
understanding the mechanisms by which this may occur, which includes
cultural and occupational factors. Different ethnic groups appear to
have varying vulnerabilities to alcohol, for example in the U.K. the
Irish and the Scots appear to have high rates of alcohol problems.
Findings by 0’Connor (1978) have suggested that the basic differences
may be due to cultural transmission of drinking behaviour mediated

through the family and peer groups.

It has been recognised for many years that people in certain
occupations carry a higher risk of developing alcohol-related Tliver
damage. Most at risk are publicans, followed by seamen and barmen
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(OPCS, 1986). Other high risk groups include fishermen, authors,
writers and journalists. Obviously no single factor can account for
the diversity of these findings but easy availability of alcohol has
been considered an important factor. Plant (1979) found that within
the brewing industry, conditions of employment compound a tendency to
higher levels of drinking already apparent at the time of
recruitment. On the other hand he found that when workers moved from
a high risk Jjob to a low risk Jjob, their 1level of consumption

decreased.

A new departure in experimental method which involved giving alcohol
to alcoholics in the laboratory or under controlled conditions began
to make a substantial contribution to the research literature. Before
this the determinants of drinking behaviour were based on anecdote
and the self-report of patients. Mello and Mendelson (1971; 1972)
used an operant model to study heavy drinkers and found that in
common with other behaviours, drinking could be shaped and maintained
by its environmental consequences. Subjects did not display the
classic loss of control or craving which had been the key features of
earlier definitions of alcoholism. During the experimental period,
subjects drank to maintain a fairly high constant BAL rather than to
extreme intoxication. This level was maintained by what appeared to
be a careful process of titration as subjects did not drink
continuously but alternated between starting and stopping drinking.
Some subjects were observed to reduce their consumption gradually to
avoid withdrawal symptoms at the end of an experimental session.
Mello and Mendelson could find little scientific utility iq the
concept of loss of control and others workers who have carried out

similar experiments have rejected it altogether (Merry, 1966; Cohen
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et al., 1971).

In essence the weight of evidence from the fields of epidemiology,
sociology and psychology were promoting a much wider view of the
nature of alcohol problems. The WHO had also revised its definition
of alcoholism which was now based on a formulation proposed by
Edwards and Gross (1976). The notion of a discrete disease entity had
been rejected and was replaced by the alcohol dependence syndrome.
The new syndrome was composed of seven separate elements which
centred around a drive consume alcohol. Prominence was given to
physical dependence and the experience of withdrawal symptoms. In
contrast to traditional formulations of alcoholism which had included
a wide range of difficulties, it distinguished between alcohol
dependence and alcohol related disability. The original formulation
in 1976 was described by its authors as provisional but became
officially incorporated into the International Classification of

Diseases in 1979.

From the outset this formulation attracted much criticism on a number
of grounds. By many it was seen as a more sophisticated version of
"alcoholism" and lacking in scientific respectability and a
reassertion of medical dominance (Shaw et al., 1978). One of the
original authors of the first paper in 1976 obviously aware of some
of contradictions associated with the formulation attempted to
provide a synthesis of the most noteworthy findings from other areas
with the notion of a dependence syndrome (Edwards, 1977). He asserted
that the syndrome was not all or none but placed drinkers on a
continuum of dependence. He reiterated the separation of dependence
from disability and highlighted the clinical utility of the syndrome
as a means of shared understanding with other professionals outside
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the medical profession. Within a clinical context other workers have
considered Tevel of dependence to be an important factor in

negotiating treatment goals with patients (Hodgson, 1980).

Over the next few years the alcohol dependence model generated a
large number of studies and further evidence supporting the basic
elements of the syndrome has been succintly described by Hodgson
and Stockwell (1985). Despite this there is still a vigorous debate
about the scientific and clinical utility of the concept (Heather,
Robertson and Davies, 1985). Nevertheless research findings from this
and the other areas described has had a number of implications for
the way services were to develop. There was general endorsement that
the aetiology of alcohol problems was multi-faceted and as such,
diverse forms of treatment should be promoted and be available. They
have provided a rational basis for contacting and advising those
whose problems were less severe, as the possibility of reducing
consumption rather than 1lifelong abstention had become a viable
treatment goal. Implicit in this type of formulation is the view that
the number of people with alcohol problems is not fixed but varies
with the amount of alcohol consumed in a particular society. If
there is a link between national consumption, individual consumption
and alcohol problems everyone is potentially at risk. This view
represents a change of focus from a small deviant group with a
pathological condition to viewing alcohol problems as a continuum

with many more drinkers potentially at risk.

It had already become clear that the assumption by planners that
only a small number of people required help with their drinking

problems was i11 founded. By 1975 the Department of Health and Social
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Security concluded that 400,000 people in England and Wales had a
serious drink problem. In the same year less than 14,000 persons were
admitted to psychiatric hospitals with alcohol problems (Cartwright,
Shaw and Spratley, 1975). Alcohol Treatment Units were logistically
not capable of dealing with the sheer numbers of people who required

help.

A COMMUNITY RESPONSE TO ALCOHOL PROBLEMS

A number of options were available and Cartwright et al. (1975) in a
report to the Department of Health and Social Security argued
persuasively that much more effective use should be made of existing
resources. The primary health care team was seen as main treatment
personnel upon which this community response could be based. They
were to be supported in this work by the formation of Community
Alcohol Teams (CAT) whose remit was to provide advice, support and
training to primary care workers to allow them to carry out their
treatment role effectively (Shaw et al., 1978). The original aims of
CAT’s have been greatly modified over the years as there has been a
gradual disenchantment with this approach. Some CAT’s have failed to
attract continued funding while others have become direct treatment
providers as their advisory function has never satisfactorily
developed (Clement, 1989). The second option, and the subject of this
research was the development of other specialist services, that would
be able to make use of simpler and cheaper forms of interventions.
This led to the promotion and development of Councils on Alcohol

which had begun in embryonic form in 1963.
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CHAPTER TWO DEVELOPMENT OF COUNCILS ON ALCOHOL

In this chapter, the particular conditions that have promoted the
rapid development of Councils on Alcohol will be highlighted. The
structure and proposed function of Councils will be described as well
as the characteristics of the volunteers who carry out the work of
these agencies. Very little is known about the client group, and the
reasons for this will be discussed. Finally the aims of the two
separate studies which will form the body of this thesis will be

described.

The original idea for Councils on Alcohol came from a recovered
female alcoholic called Marty Mann who set up the American Council on
Alcoholism 1in 1942. Her aim was to provide a much more wide ranging
service than was available from Alcoholics Anonymous, where she had
been a member. She felt that individual counselling should be
available and she was concerned that women with alcohol problems
should receive appropriate help (Association of Directors of Councils
on Alcohol, 1988). Following the success of the American experience,
the National Council on Alcohol was established in Britain in 1963
(Edwards et al., 1967). There were parallel developments in Scotland
and in 1968, Glasgow Council on Alcohol was established (SCA, 1984).
In 1973, when the Scottish Councils on Alcohol (SCA) was inaugurated
as a federal organisation there were five local Councils in Scotland.
The SCA has adopted a co-ordinating and organisational role and
played a leading part in the development of the network. Since these
early days there has been an impressive record of expansion which
includes the establishment of twenty six local Councils on Alcohol

(Allan, 1987).
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Councils on Alcohol are now major providers of services to problem
drinkers. This research concentrates on Scotland, but other countries
in the U.K. and America have very similar organisations. There are
now fifty three Councils on Alcohol in England, Wales and Northern
Ireland (Association of Directors of Councils, 1988). In Scotland
alone, in the year the following studies were carried out 4,000
clients per annum were seen by voluntary counsellors in these
agencies (Scottish Council on Alcohol, 1986). Despite the importance
of this service empirical information on the nature of this large

client group is almost non-existent.

Apart from a major shift in the way alcohol problems are viewed a
number of special conditions have favoured the rapid development of
Councils. The first involves the long-standing tradition of self-help
which exists in the alcohol field. Alcoholics Anonymous (AA) arguably
one of the world’s most successful self-help groups has provided a
model for many such ventures. The second comes directly from the
community mental health movement which actively promotes the use of

volunteers and non-professionals.

There is sometimes a degree of confusion between AA and Councils on
Alcohol. AA has a much longer history and since its beginning in
1935, has grown into a world-wide organisation claiming well over
1,000,000 active members (Robinson, 1979). AA groups are financially
self-supporting and no outside donations are accepted. An important
part of the movement is for established members is to recruit new
comers and to help them to remain sober. By listening to other
member’s experiences, attending different AA meetings and reading AA

literature new members eventually begin to "identify" with the
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fellowship. Recovery is effected by contact, not with professional
workers but with help from fellow alcoholics. In AA, recovering
alcoholics monopolise the therapeutic role. Personal experience of
having overcome an alcohol probliem rather than training is considered
the vital element in the ability to help others. The aim is to
persuade the drinker to stop drinking completely as total and

lifelong abstinence is considered to be the only effective treatment.

Although Councils have some superficial similarities with AA there
are fundamental differences between the two organisations. Councils
receive most of their funding from outside bodies, treatment goals
are flexible and, perhaps most importantly, having had an alcohol
problem 1is not considered to be a necessary or important experience
for consellors. Despite these differences between the two
organisations, AA has provided a powerful role model and has
stimulated the extensive use of non-professional workers in both the

alcohol and drug fields (Ogborne and Glaser, 1982).

Community responses towards alcohol problems have not occurred in
isolation and should be placed within the wider context of the
community care movement. Proponents of community care feel that
insufficient recognition has been given to the positive role played
by families, volunteers and self-help organisations (Orford, 1987).
Because of this the use of non-professionals is preferred as they are
considered to be the most appropriate and effective therapists in

the management of dysfunctional community members (Durlak, 1979).

The basic philosophy is that services should be provided as near as
possible to people’s homes so that regular routines and social ties
are disturbed as T1ittle as possible. Stigmatised settings T1like
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psychiatric hospitals are to be avoided and residential provision if
required should be in small, therapeutic hostels (Otto and Orford,

1978).

Implicit 1in much of the thinking on community care is the view that
early cases can be easily identified and because there is
unrestricted access to treatment, can be seen promptly. Less complex
treatment in the form of relatively "brief" advice or minimal
intervention strategies should be readily available. Because of this,
community care strategies are felt to be important in the prevention
of major chronic problems. The assumption is that treatment at an
early stage of a disorder is likely to be more effective for much

less intensive effort (Institute of Medicine, 1990).

Some of these views have found wide application in mental handicap
and in the care of chronic psychotic patients (Shepherd, 1987). Some
reservations about the application of community care strategies have
been expressed from the very beginning and have been reviewed by
Hawks (1975). More recently a degree of suspicion has been expressed
about the speed with which the radical views about community care
have been adopted by government and it has been suggested that
economic rather than humanitarian motives may be the dominant force
(Sedgewick, 1982). What is perhaps unique in the present climate is
the blanket rejection of institutional care and the assumption by
funders that community services provide a cheaper and more effective
health care option. The application of these views in the alcohol
field remains untested and the research to be reported will examine

whether the aims of a community based service are being met.
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THE STRUCTURE OF COUNCILS ON ALCOHOL

Each 1local Council has a management structure which consists of a
policy making executive committee elected on a yearly basis. In the
larger Councils a salaried manager with supporting administrative
staff usually oversees the work of the organisation. Funding comes
from a variety of sources including the Scottish Office, Health
Boards, Social Work Departments and donations from the general
public. The bulk of the counselling work of the Council is carried

out by unpaid, voluntary counsellors (SCA, 1984).

The model used for the deployment of voluntary alcohol counsellors is
that of the "barefoot doctors". These workers received a very basic
training and were Mao Tse Tung’s response to the gap between the
health needs of China and the supply of expensively educated medical
specialists (Brown and 0’Donnell, 1980). In a similar vein it was
felt that voluntary workers would be able to fill the gap between

needs and resources in the alcohol treatment field.

Brown (1980) has suggested that "lay" personnel can be equally as
effective as professionals in the mental health field. He has also
noted that many professional workers acquire a range of unneeded
skills which will not be used when counselling problem drinkers. He
contends that the necessary skills can be easily imparted to
specially se1ected volunteer counsellors in relatively brief

training courses and a period of supervised practice.

Selection criteria for volunteer counsellors are based upon personal
attributes and not on formal qualifications. Desired characteristics
include "good communication skills, potential for accurate warmth"
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and "freedom from gross and crippling personal problems" (Brown,
1980). At this stage trainee counsellors are not required to have

either skills in counselling or knowledge of the alcohol field.

Despite the emphasis on the untrained and unskilled element in a
study of 290 volunteers trained by the SCA throughout Scotland
between 1982 and 1985, Wilson (1986) found that alcohol counsellors
were very similar to other voluntary workers. The majority were
female, middle-aged and middle-class. Of those in employment (i.e.
two thirds of the sample) well over half held upper or lower
managerial or professional positions, while only 13% held unskilled
posts. One third of candidates described themselves as already in
work with an element of counselling e.g. in nursing, social work or
health related professions. Therefore even before training, many
aspiring counsellors have a great deal of knowledge and experience in
the "caring" field. Probably the main difference from other voluntary
workers 1is that about half of the volunteers have had personal
experience either as problem drinkers or more frequently as the close

relative of a problem drinker.

The counselling style favoured emphasises the personal relationship
between the counsellor and client "built up 1in counselling an
individual client over some time". The aim is to allow long term
contact to effect positive change in the clients Tife. The style has
been described as "developmental, non-directive and client-centred"
(Brown, 1980). There is particular emphasis placed on the quality of
relationship between counsellor and client. This has been described
in the following way , "counsellors are seen as less likely to behave

in any arbitrary, arrogant, bullying or dominating ways as if they
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had authority because they have no authority" (Brown, 1980). In
Wilson’s study the overwhelming majority of counsellors expressed
confidence in working with self-referrals, but 41% would be reluctant
to work with those who came from non-voluntary sources e.g. courts or
employers. She does not comment on the reasons for this but
presumably counsellors felt that a strong coercive element might

compromise the relationship between counsellor and client.

WHY HAVE COUNCILS NOT BEEN STUDIED BEFORE?

Despite the successful expansion of the Council network there are
virtually no studies of the clients who attend these agencies. The
literature which is available is in the form of policy documents
which concentrate on creating services rather than evaluating them.
Understandably, service provision, rather than service evaluation was

the priority in the early days.

Another perhaps more important reason rests with the ideological and
philosophical roots of volunteer counsellors. Many counsellors
identify very closely with their clients and feel allowing access to
a researcher may compromise this relationship. Many reject the whole
notion of research, and view as self evident that the work they do is
effective and valuable. These opinions are also very common among
professional workers who are asked to take part in evaluation studies
(Suchman, 1967). Such views are harder to deal with among volunteers
as they are not paid employees and give their time and often
considerable expertise without a cash reward. This ambivalence can
create great difficulties for researchers. A demonstration of this
sabotage process in action can be seen in the work of Smith (1990).
She attempted to obtain a representative sample of fifty women from
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an Council on Alcohol which sees about 250 new female clients per
year. Despite vigorous attempts to recruit subjects it took eighteen
months to obtain a sample of 26 at which point she abandoned the

attempt to recruit more clients.

To some extent these problems were overcome in the present research
as the author has been involved with the Council on Alcohol network
for thirteen years in a number of capacities. Formerly as a selector
and trainer for voluntary counsellors throughout Scotland, and
latterly as an executive committee member of GCA. This presented a
unique opportunity to study the work of a Council on Alcohol. Because
of the author’s close involvement with the organisation the question
of undue bias and lack of objectivity has to be considered. This can
be partially answered by stating at the outset that some of the
author’s views and observations are in conflict with those expressed
in the various policy documents available (e.g. SCA, 1984, Brown and
0’Donnell, 1980). This research 1is partly aimed at defining and
describing these conflicting views and examining their respective

merits.

THE CLIENTS OF COUNCILS ON ALCOHOL

SCA policy documents have defined in precise terms the type of client
they were hoping to engage in treatment. They state that they were
hoping to cater for "that large and hitherto neglected section of the
population of problem drinkers who do not seek contact with
professional services, but who do not fit in with the atmosphere and
ideology of Alcoholics Anonymous". Problem drinkers without "such

intractable problems as single homelessness or liver damage" (SCA,
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1984) were the target group for this service. The aim therefore was
twofold; to attract the early problem drinker and to extend help to
those who were not involved with other services. No indication as to
how this target group of problem drinkers was to be Tlocated is
contained 1in the policy documents but the assumption appears to have

been that they would be largely self-referred.

Evidence on whether these goals have been achieved is sparse. The
earliest study on Councils was carried out by Edwards et al. in 1967
when a survey of consecutive attenders at three Councils on Alcohol,
including GCA was carried out. The average age of clients was 43, the
majority were male and the authors concluded that they were similar
to attenders at AA and ATU’s but rather different to "Skid Row"

alcoholics as they tended to be more socially stable than this group.

A review of clients attending GCA by 0’'Donnell (1978) during its
first nine years from 1968-1977 indicated that Councils were
attracting a predominantly middle aged group of male, heavy
drinkers. He described a typical client as male, aged 42, married
and in regular employment. This confirmed the findings of Edwards et
al. (1967) a decade earlier who found essentially similar socio-
demographic features. 0’Donnell noted an increasing proportion of
women; 23% in 1977 compared to 13% in 1967. Referrals came from a
variety of sources, the largest group being self-referrals (64%). At
this point 0’ Donnell felt that attracting a younger and earlier
problem drinker was a particular challenge for Councils on Alcohol.
There was also speculation that women would be using the

services to an increasing extent.
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No outcome studies have been reported for Councils on Alcohol but
Madden and Kenyon (1975) carried out an uncontrolled descriptive
study of clients who attended "group counselling” for a minimum of
six months with the Merseyside Council on Alcohol. They reported that
64% of subjects had a good outcome. The average age of attenders was
41 and the average duration of alcoholism was 11 years with a range
from 2-30 years indicating this sample contained a proportion of

drinkers with chronic problems.

Indications from the above authors would suggest that Councils were
not attracting a fundamentally different client group from other
agencies, although more detailed evidence was not available at this
point. A further two unpublished studies which are not in agreement

with these findings will be mentioned.

Smith (1990) interviewed women attending different agencies including
a Council on Alcohol about their opinions and personal experiences of
treatment. She concluded that women attending the Council were
younger and at an earlier stage of the disorder than women attending
AA or those attending a hospital based facility. Unfortunately she
experienced great difficulty in obtaining unbiased samples from all
of the agencies involved in the study. For both AA and the hospital
based sample, because of difficulties 1in recruiting subjects,
attenders who had been in treatment for a considerable period of time
were used in the research. For example, eight of the AA sample had
been sober for five or more years at the time of interview and a
further twelve had been sober for between one and four years. This
protracted period in treatment was not a feature of the Council
sample who seemed to be at the beginning of a treatment contact.
Crucially, conclusions about general service use can only be drawn
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if comparable samples of women are located and interviewed.

The final study to be reviewed involved clients attending Council on
Alcohol Information Centres in the Greater Manchester area were who
were reported to be younger, more socially deprived and to have less
severe alcohol problems than attenders at other agencies within the
area (Delahaye and Hore, 1974). This finding is at odds with all of

the others described and may reflect idiosyncratic local conditions.

Apart from the few papers described, the author is not aware of any
further studies on the clients of Councils although these
organisations have developed and flourished. Clearly the process of
monitoring and evaluating services has become increasingly important,
as economic forces and the growing consumer movement have demanded
greater accountability from agencies providing care (Shepherd, 1987).
The move towards early intervention and a shift in emphasis away from
hospital based services and personnel to community based
facilities mirrors developments in other areas of the mental health
services. The growth of community care has occurred with Tittle
critical appraisal of the results and the findings from this study

would have application outside the alcohol field.

Glasgow Council on Alcohol was chosen as the subject of this research
for a number of reasons. First of all the author was reasonably
confident of obtaining access to clients which has been a difficulty
for past researchers. Apart from this, GCA is well established as the
oldest and largest Council, accounting for 20% of all referrals to
Councils in Scotland and is therefore a natural focus for a study

of this type. Finally it has been described as representative of
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urban Councils by the parent body the SCA when defining and
describing it’s services (SCA, 1981). Together with GCA, the other
large urban Councils of Edinburgh, Dundee and Aberdeen account for
over half of all referrals. It is highly 1likely that client
characteristics and patterns of service use do not differ from these

other centres.

Other Councils serve a mixture of rural populations and smaller urban
centres. Comparisons on basic socio-demographic indices in terms of
age and sex indicate that these centres do not differ in the type of
clients seen although more rigorous comparison is not possible
because of lack of data (SCA, 1988). This means that the findings
from this research would be directly applicable to other Councils and

particularly to the large urban centres.

The following research, in the form of two separate studies will
examine some of the assumptions about the services provided by
voluntary agencies in the form of Councils on Alcohol. The aim of the
first study will be to define the socio-demographic characteristics
of this population and to examine the relationship between these
variables and compliance with treatment. The findings from this
initial exercise will be used to provide basic background
information for a more intensive study about the nature of community

based services.

The second study will examine the strong but untested assumption
that clients in the main are early problem drinkers
relatively free of the psychiatric, 1legal, medical and social
problems which are present in those attending Alcohol Treatment
Units (ATU) located in psychiatric hospitals. A comparison
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between clients attending a Local Council on Alcohol and
patients attending an Alcohol Treatment Unit  (ATU) will be
carried out to identify the nature of the populations served by
these two very different facilities and establish whether or not

there is a match between client needs and treatment services.

Surveys of patients attending ATU’s have revealed that the
presenting alcohol problem may be complicated by affective disorder,
phobic anxiety or personality disorder. The common occurrence of
these disorders in conjunction with alcohol problems has led
to suggestions that they may be of aetiological significance.
Interpretation of these findings has been different for a number of
reasons, not the least of which is the almost exclusive focus of
research on highly selected groups of patients receiving
treatment in units located in psychiatric hospitals. Examinations of
a community based sample may generate additional data to clarify
the link between psychiatric disorder and alcohol problems. There has
been a great deal of discussion about the aetiology, level of
severity and appropriate treatment response towards women with
alcohol problems. From their earliest days Councils on Alcohol have
attracted a growing proportion of women and provide a unique

opportunity to examine these key areas of concern.

42



CHAPTER THREE STUDY ONE
MONITORING THE WORK OF A VOLUNTARY AGENCY

APPROACHES TO EVALUATION

Services seldom develop in a planned and rational way. They are
influenced by public opinion, the needs of politicians and are
often shaped by the drive and enthusiasm of particular
individuals. Because of these factors the services which
eventually emerge may not be consistent with the goals,
procedures and standards as originally conceived. The author’s view
is that the services have developed and evolved in ways that were not
envisaged. Evaluative research can compare the service as it now
stands with the original aims and intentions of the planners. It
also provides baseline data for future changes and developments

within a particular service.

An evaluation is basically an attempt to to judge the worth or value
of a particular procedure or activity. Suchman (1967) has proposed a
distinction between evaluation as the general process of judging the
worthiness of a particular activity, and evaluative research as the
specific use of the scientific method for the purpose of an
evaluation. Hyman, Wright and Hopkins (1962) have described
evaluation as a form of "applied" research whose major aim is not the
production of new basic knowledge but the study of the effectiveness

of the application of such knowledge.

There are three major categories of evaluation. The first is an
assessment of effort, by which is meant the 1levels of activity
engaged in by the service; numbers of clients seen or personnel
operating. This type of approach which concentrates on "input" tends
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to focus on client characteristics, physical surroundings, and number
of personnel and has something in common with the monitoring approach
which will be used in the first study to be carried out. Monitoring
is probably the most widely used approach to service evaluation.
Relatively simple measures, often of a descriptive or quantitative
nature are used to keep a continuous check on aspects of the service.
The information required is normally collected on a routine basis by
staff. This means, to borrow a term from physical medicine, that
monitoring procedures are not invasive and do not involve disruption
to the wusual vroutine of an agency. This allows a more typical
picture of agency performance to be observed. Monitoring has a
feedback function and implies checking outcome, relative to service
objectives (Goldberg, 1980). Despite the simplicity of the procedures
involved, the information obtained can be used to answer complex

questions.

"Process" evaluation refers to the actual nature of the service
provided. The aim is to assess the quality of the interaction between
client and service provider, to ensure that the client is receiving
appropriate and effective treatment. This type of evaluation will be
to used to assess the qualitative aspects of service provision and

will form the basis of the second study.

The third category contains assessment of treatment outcome which has
been considered to be the most effective and objective evaluation of
quality of care. This approach was not adopted because at this point
the author felt there was a lack of basic information on the exact
nature of the client group and the nature and scale of their use of

other services. Design of such a study would require more
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information than had previously been available.

In practice a wide variety of statistical records, inventories,
surveys, testimonials and experimental procedures are classified as
evaluative instruments. More recently certain types of evaluation
have come into prominence. One widely used strategy described by
Suchman (1967) as the "Is everyone happy approach" will be discussed
in some detail as it has become very widely used due to the growing

interest consumer satisfaction with health and social care.

CLIENT OPINION RESEARCH

This type of study, typically asks clients’ opinions about aspects of
the care they have received. It is easily carried out, cheap to
administer and almost without exception, produces results which are
comforting to those evaluating care. This method of evaluation will
not be used in the following study but will be discussed to highlight
some of the pitfalls involved when applied within both an alcohol and

voluntary care setting.

In a vreview of studies of patient satisfaction (Lebow, 1974)
found that most studies reported very high Tlevels of
satisfaction with care, often over 85%, for both medical and
psychiatric settings. From both personal and clinical experience the
validity of such high degrees of satisfaction seems unlikely. This
"grateful testimonial" approach to evaluation has a  number of
serious drawbacks, the most important being the ease with which
the results can be manipulated. Campbell (1969) has described
a number of ways of doing this. In the first instance he suggests
that human courtesy being what it is, consumer satisfaction will be
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more favourable if the evaluative meaning of the response measure is
clear to the subject. This may be a particular difficulty when
clients are being asked to evaluate voluntary workers who after all

carry out tasks without payment.

He also maintains that the more the subjects participating in the
evaluation are a small, highly selected group, preferably those
who have been in contact with the agency for a protracted period of
time, the better the results will be. In the alcohol context,
depending on the characteristics of populations studied, up to
80% of patients drop out within a month of treatment (Baekland and
Lundwall, 1975). Long term attenders are a rarity and therefore
unrepresentative of the majority of clients, although these are the
group most likely to be asked their opinion. Those who are likely to
be critical of services presumably drop out of treatment relatively

rapidly.

There may also be a conflict between services that are considered
high quality or beneficial by clients but may in fact be
considered to be inappropriate by the treating clinician. For example
many clients request the prescription of tranquillisers and
antidepressants, while they are still drinking heavily. These type
of drugs can induce cross dependence or be dangerous in over dose.
Refusal of these requests would be good practice in a clinical

sense but may be personally upsetting for clients.

Finally many clients do not welcome information that is
unpleasant or anxiety provoking, and "denial" of an alcohol

problem can create tension between the therapist and client
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(Goldsmith and Green, 1988). Some clients are coerced into treatment
by their families, the Courts or their employers and feel very
pressured by the circumstances surrounding their referral for
treatment. Some of the evaluations produced in these circumstances
may be critical of therapists or agencies but reflect clients
beginning to confront issues that must be resolved before they can

begin dealing with their drink problem.

Because of these reasons client opinion research has a Tlimited
usefulness in evaluative research (Sainsbury 1987) although it has
obvious relevance to other aspects of service provision. For example
looking at aspects of quality of care or checking on the accuracy

of communications between client and care-giver (Davies, 1981).

EVALUATING SERVICE AIMS AND OBJECTIVES

The following study will examine some of the aims and service
objectives of GCA and some of the more general assumptions about
community based services. Socio-demographic information will be
collected on a consecutive series of clients who will be followed up

over a six month period to measure their compliance with treatment.

Basic service objectives have been succinctly put by 0’Donnell (1978)
who felt that attracting a younger and earlier problem drinker was a
priority for Councils on Alcohol. He also speculated that because of
more liberal attitudes towards women’s use of alcohol they would
develop problems more frequently and would be using the treatment

services to an increasing extent.

47



COMPLIANCE WITH TREATMENT

Patients with alcohol problems are notoriously difficult to engage
in treatment. Their help-seeking has been characterised as highly
ambivalent and depending on the characteristics of the populations
studied, between 28% and 80% of patients drop out within a month of
beginning treatment (Baekland and Lundwall, 1975). Attrition rates
are of interest because there is evidence that dropouts or sporadic
attenders have relatively 1low rates of remission (Armor et al.,
1978). Specific studies of patient compliance may also provide
information on the quality of the service offered. Ogborne and Gavin
(1990) have suggested that services in which drop-out is high are
failing to meet minimum quality assurance standards. A behavioural
measure of attendance 1is intrinsically more convincing than an
attitude survey ever can be as it demonstrates in a very powerful

manner the acceptability of the service to the target group.

Explanations for the failure to keep patients in treatment have
varied. Patient variables have been extensively studied but only
crude measures of social stability have been reliably associated with
premature drop-out (Bander et al., 1983; Jacobson and Rubin, 1981).
Proponents of community care have suggested that factors intrinsic to
the helping agencies themselves may be influential. Many facilities
are based in stigmatised settings 1like psychiatric hospitals which
some patients find embarrassing and unacceptable (Thom, 1986). Long
waiting 1lists for non-urgent appointments (Rees, Beech and Hore,
1984) and no consistent therapist have characterised some treatment
settings and have a demonstrable effect on compliance rates (Baekland
and Lundwall, 1975). Shaw et al. (1978) have suggested that low
morale and poor therapeutic commitment displayed by some
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professional workers have communicated themselves to patients with
subsequent poor uptake of services. The dominant psychiatric model
operating with static models of motivation has been particularly
criticised as not conducive or helpful to patients with alcohol

problems (Davies, 1981).

Because of the expansion of the voluntary sector in the form of
Councils on Alcohol it is now possible to examine compliance rates
in another type of service that is in keeping with community mental
health initiatives. Specifically, Councils aim to provide an easily
accessible and rapid response to the problem drinker in relatively
anonymous office premises not associated with Health or Social
Services, and located within the client’s own community. Typically
clients or referral agents contact the agency by telephone and are
given appointments within 1-5 days. The counselling work of these
agencies is carried out by volunteer workers who tend to be
enthusiastic and committed to the care of clients (Wilson, 1986).
Facilities are limited in that these agencies cannot normally provide
direct access to medical or psychiatric advice. This provides a
degree of homogeneity in the treatment offered which is Tlargely

individual counselling (SCA, 1984).

Source of vreferral has been an area neglected by those examining
compliance rates and the few studies that have examined this issue
have produced conflicting results. Wanberg and Jones (1973) found
that self-referrals were less likely to remain in treatment. Other
studies have reported the opposite finding, that self- referrals were
more 1likely to follow through with treatment (Pfouts, Wallach and
Jenkins, 1963; Raynes and Warren, 1971).
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Voluntary agencies advertise their services to the general public and
attract a substantial proportion of self-referrals who approach the
agency directly without using a referral agent 1ike a General
Practitioner. In Wilson’s (1986) study the overwhelming majority of
counsellors expressed confidence and a preference for working with
self-referrals. Almost half of counsellors (41%) expressed a
reluctance to work with those who came from non-voluntary sources.
Despite this a growing proportion of clients now come from coercive
sources like the Courts or through employers (Allan and Cuthbert,
1990), providing the opportunity to examine this whether this aspect

has an influence on compliance.

There has been a great deal of speculation about what constitutes an
optimal treatment response to women with drink problems. They have
been considered to be an especially vulnerable group who are
difficult to attract and keep in treatment (Litman, 1986). Councils
provide many of the features which have been suggested as
particularly appropriate for this group. The majority of counsellors
are female (Wilson, 1986) which allows female clients to have access
to same sex counsellors which some workers have contended reduces
stigma (Otto and Litman, 1976). Councils operate a flexible
appointment system for day or evening allowing women with child care
responsibilities easy access to services. Finally, the main treatment
offered is individual counselling which anecdotal evidence indicates
may be suitable for women as they are said to function less well in
groups (Thom, 1984). A comparison between male and female attenders
would indicate whether these features improve compliance to any

significant extent.
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In view of the above points, the first study was designed with the

following aims.

1. To define the sociodemographic characteristics of a Council

population.

2. To examine compliance in a community based agency which uses

volunteer counsellors as treatment personnel.

3. To assess the relationship between source of referral and

compliance with treatment.

4. To examine women’s use of services in relation to features
which are said to be particularly designed to hold them in
treatment.

METHOD

This study was carried out at Glasgow Council on Alcohol (GCA) which
is the 1largest Council in Scotland (SCA, 1981). GCA receives an
average of 600 referrals per year (Glasgow Council on Alcohol, 1986)
and is located in office premises in the city centre. Clients or
referral agents contact the agency by phone or Tletter and

appointments are usually arranged within 1-5 days.

Subjects

Data were collected on 121 consecutive attenders at GCA during

January to March 1986 from the records kept by voluntary workers.
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MEASURES - Client Variables

During the first interview, the counsellor collected details of age,
sex, marital status and employment. Clients who had contacted the
Council directly without going through an intermediary were
designated as self-referrals. Other referral categories were those
from family doctors, Tlocal hospitals, employers and hostels and were
designated as agency referrals. A full drinking history was also
taken to allow the counsellor to assess whether the client had
significant problems with his\her alcohol use. No departure from
routine GCA practice was involved as Sutherland, Stockwell and
Edwards (1985) have demonstrated that intensive research interviews
at this point can distort compliance rates. They boosted attendance
from a routine 56% to 95% for a second interview during a research
project. This method allows typical agency performance to be

documented.

Counsellor Variables

Forty-one counsellors were involved in the study the majority of whom
were female (63%). As far as possible female clients were allocated

to the same sex counsellor.

Measures of Compliance

A1l counsellors were required to keep a note of return visits of
clients to the Council. These records were monitored on a weekly
basis for a period of six months to check on client compliance. A

number of measures of outcome were employed. The method wused by
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Baekland and Lundwall (1975) was adopted and involved the following

categories,

1. Immediate dropouts - clients who attended for their initial
appointment and then subsequently failed to return. Counsellors are
specifically trained in techniques to inhibit drop-out at this

crucial point.

2. Rapid dropouts - those who attended more than once, but

dropped out within a month of initial attendance.

3. Slow dropouts - those who dropped out within 2 - 5 months.

4. Clinic attenders - those who attended on a long-term basis for 6
months or more. This 1is based on the notion that sustained
attendance over this time period is associated with a more

favourable outcome (Kissin, Rosenblatt and Machover, 1968).

Finally, the method of leaving treatment was noted. Many clients
disappear abruptly and without warning, and this group were deemed to
have left in an "unplanned manner". A1l clients who failed to attend
were followed up by telephone or letter, only after these avenues
were exhausted was a client finally discharged. When clients and
counsellors mutually agreed on discharge, this was designated as a

planned discharge.
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CHAPTER FOUR  RESULTS

Statistical analysis were carried out by means of SSPSX programmes

using the University of Glasgow mainframe computing facilities.

CLIENT CHARACTERISTICS

Nine clients (7%) were excluded from the following analysis, as their
main purpose in attending GCA was to seek help on behalf of a
relative. A1l of the 112 clients eventually included in the study
were assessed by the counsellor involved as having a drink problem
requiring intervention. Just over half of clients were married (52%)
with one quarter describing themselves as divorced or separated. A
further 21% were single. The majority were employed (60%). The
average age was 40 years, with a range from 18 to 65 years. Most

clients were male with a sex ratio of 2:1 (Table One).

TABLE 1 Sociodemographic Indicators

GCA Edwards ATU

(1986) (1967) (1981)
Married 52% 48% 53%
Single 21% 16% 22%
Separated 11% 24% 10%
Divorced 13% 9% 8%
Widowed 3% 3% 7%
Employed 60% 67% 41%
Unemployed 30% 32% 49%
Retired/housewife  10% 1% 10%
Age (years) 40 43.1 42
Sex Ratio 2:1 7:1 4:1

54



These figures are similar to those described by Edwards et al. (1967)
in a survey of three Councils which included GCA. The major
difference in the sex ratio as the percentage of women clients
attending Councils in 1986 was over twice as high as in 1967

(x2=22.98, p<0.001).

In comparison with an Alcohol Treatment Unit in the same city, there
were similarities 1in most socio-demographic indices except for
employment status. Sixty per cent of GCA clients were employed as
opposed to 41% attending the ATU (x2=9.94, p<0.01). There were also

differences 1in the proportions of women attending the two different

agencies (x2=4.6, p<0.05).

TABLE 2 Source of Referral

Referral Males Females Total
Self-referral 45% (n=34) 57% (n=21) 49%
GP 13% (n=10) 5% (n= 2) 11%
Hospital 7% (n= 5) 14% (n= 5) 9%
Other * 10% (n= 7) 19% (n=7) 3%
Courts 4% (n= 3) 0% (n= 0) 7%
Employer 8% (n= 6) 5% (n= 2) 12%
Hostels 13% (n=10) 0% (n= 0) 9%

* Marriage Guidance, Minister of Religion, other voluntary
agencies etc.

SOURCE OF REFERRAL

Forty-nine per cent of clients were self-referrals and came directly
to GCA. The second group came from a variety of sources with
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General Practitioners, Hospitals and other services providing the
bulk of what will be described as "agency referrals". The rest were
made up of referrals from coercive sources like the Courts, Employers
or hostels where the provision of accommodation, continued employment
or a delay in the judicial process 1is made conditional on attendance

for counselling (Table Two).

COMPLIANCE WITH TREATMENT

Twenty-seven per cent of the sample attended for one interview and
then failed to return. Drop-out continued rapidly with a further 37%
of clients leaving over the first 4 weeks. By 6 months a further 29%
had left. Long-term attenders in this sample were infrequent with 7%

continuing beyond this point (Table Three).

TABLE 3  Drop-out Categories

Immediate Rapid Slow Clinic

(one (<1 (2-6 (6 months

interview) month) months) or more)
Combined (GCA) 27% 37% 29% 1%
Male (GCA) 22% 43% 24% 11%
Female (GCA) 35% 27% 38% -
Rees (1985) 35% 18% 24% 23%
Rees et al. 44% 6% 35% 15%
(1984)
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This compared favourably with results published by Rees (1985) and
Rees et al. (1984) describing 35% and 44% respectively as the
initial drop-out from an ATU. However, as time goes on drop-out
continued rapidly with Glasgow Council on Alcohol’s figures similar
to those described by Silberfield and Glaser (1978). By 3 months 83%
of their sample were lost, and by one year, only 5% were still
attending. The corresponding figures for this sample were 83% at 3

months, and 7% attending beyond & months.

FACTORS AFFECTING COMPLIANCE WITH TREATMENT

Seventy-two per cent of the sample left the Council abruptly and
failed to respond to follow up attempts. Twenty-one per cent left
after a mutually agreed period of attendance, while the remaining 7%

continued to attend beyond six months.

TABLE 4 ANOVA Examining the effect of sex and referral
category on number of individual sessions

Male Female

Referl 3.44 3.38

Refer2 5.45 3.00

Refer3 6.26 5.50

df F ratio F prob

Refer (2,106) 3.17 0.05
Sex (1,106) 1.55 0.21
2-Way

Interactions (2,106) 1.00 0.37
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Both source of referral and sex were examined as factors likely to be
important for subsequent attendance. As described previously, source
of referral (Refer) was divided into three categories which were
designated as self-referrals (Referl), agency referrals (Refer2) and
coercive referrals (Refer3). Using analysis of variance, source of
referral had a significant effect on number of sessions attended, and
time in treatment. Sex had no statistical effect on compliance with

treatment and no interaction effects were noted (Tables 4 and 5).

TABLE 5 ANOVA Examining the effect of sex and referral
category on time in treatment

Male Female

Referl 3.59 4.10

Refer2 7.18 5.07

Refer3 9.21 7.50

df F ratio F prob

Refer (2,106) 3.98 0.05
Sex (1,106) 0.17 0.67
2-Way

Interactions (2,106) 0.36 0.69

The average self-referral attended for 3.4 sessions over 3.7 weeks,
while the average coercive referral visited the agency for 6 sessions
over 9 weeks. Eighty per cent of non-coercive referrals left
treatment abruptly in an unplanned fashion, but this is less 1likely

to be the case with coercive referrals, where 52% left in this way.
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There were some differences between men and women in compliance with
treatment although none of the differences reached statistical
significance. Over a third of women attended the Council on one
occasion (35%) compared to 22% of males. Men attended for an average
of 4.7 sessions over an average time of 6 weeks, while women attended
for 3.3 sessions over an average time of 4.5 weeks. No woman was a
"clinic attender" whereas 11% men attended for 6 months or more

(x2=4.25, NS).

Women were poorly represented among coercive referrals as only two
women who were referred by employers fell into this category (Table
2). This may help to explain the Tower rates of attendance for women,
who in the main were self-referrals or from non-coercive sources.
These results indicating almost equal compliance between the sexes do
not appear to be attributable to allocating women to female
counsellors, who saw 78% of female clients. Using a two-way analysis
of variance the sex of the counsellor had no effect on compliance for
male or female clients for number of individual sessions or time in

treatment (Tables 6 and 7).

TABLE 6 ANOVA Examining the effect of sex and seeing a same sex
counsellor on number of individual sessions

df F ratio F prob
Sex (1,107) 2.81 0.09
Sex of
Counsellor (1,107) 1.16 0.68
2-Way
Interactions (1,107) 0.06 0.80
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TABLE 7 ANOVA Examining the effect of sex and seeing a same
sex counsellor on time in treatment

df F ratio F prob
Sex (1,107) 1.11 0.29
Sex of
Counsellor (1,107) 0.09 0.76
2-Way
Interactions (1,107) 1.52 0.22
DISCUSSION

Despite the 1large increase in numbers of clients attending GCA,
very Tlittle has changed in the decade since 0’Donnell (1978)
reported his findings. The majority of clients were male, most were
employed and they sought treatment in their early forties. The
numbers of females had increased slightly to form 29% of all clients
as compared to 23% in 1978. These figures were remarkably similar to
those described by Edwards et al. 1in 1967 during a survey of
Councils, 1including GCA. The major difference appeared in the sex
ratio, the as the percentage of women clients attending Councils in

1986 was more than double those seen in 1967.

Some of the findings from the preliminary study were at odds with
what had been expected and predicted for Council clients. In
particular a rather younger client group might have been expected if
the early problem drinker had been successfully targeted. The average
age of clients was forty which was the same as a Scottish ATU (Hyslop
and Kershaw, 1981).
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The relatively high proportion of women attending the Council was an
intriguing finding, An excess of young males might have been
expected as they are the heaviest consumers of alcohol in the

general population (Dight, 1976).

Community based voluntary agencies 1in common with most other
treatment agencies studied had significant numbers of clients whose
attendance was very brief. Levels of compliance were comparable with
those found in Health Service settings (Rees, 1985; Rees et al.,
1984). Realistically, the first session may be the only interview,
and it would be unwise to treat this as the prelude to sustained
contact allowing a therapeutic relationship to be established. One
response would be to concentrate effort in the first session, along
the lines suggested by Orford and Edwards (1977). This would involve
thorough assessment, coupled with clear recommendations on treatment

goals at the earliest stage of counselling.

Contrary to what might have been expected self-referrals were
particularly tentative 1in their help seeking. Those who reached
treatment through the more usual routes had better rates of
compliance. The culmination of this effect can be seen in the high
rates of attendance attained by coercive referrals. Far from being
insensitive to the pressures exerted by referral agents, clients
appear to be highly responsive, at least as far as attending for
counselling 1is concerned. Wilson (1986) found in her survey of
voluntary counsellors that they expressed a preference for working
with self-referrals, although these results suggest that they may not

be particularly rewarding as far as counselling goes.
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The results from this study would endorse subsequent
developments which have been occurring in GCA (Allan and Cuthbert,
1990). There have been of a number of projects which have
deliberately 1linked potential clients with the Council. This
involves alcohol policies negotiated with employers, whereby
employees are given the opportunity of receiving help with
drinking problems which have affected their work performance. At the
other end of the social spectrum, GCA has developed a project to
provide outreach workers for the eight Glasgow District Council
hostels for single, homeless men and women. Clients are either
counselled in the hostels or are encouraged to attend GCA. Many
problem drinkers are convicted of minor alcohol-related offences.
In conjunction with the District Court some offenders after
assessment receive a deferred sentence on condition that they seek
help through GCA. Community based agencies may be particularly
appropriate for these types of client where voluntary effort by
fellow citizens removes some of the coercive element involved in the
operation of such schemes. This type of scheme could be viewed as
recreating in an urban setting the powerful social sanctions that

operate in smaller communities.

Explanations of women’s failure to make use of services have tended
to suggest they are somehow "sicker" and more in need of special
types of help. Data from this sample on referral sources would tend
to suggest that a more mundane explanation may be offered. Women for
a variety of social and cultural reasons are less likely to commit
offences while intoxicated, be subject to disciplinary procedures at
work or become homeless. Because of this they are less likely to be
referred from the coercive sources which in varying degrees may have
provided the powerful pressures for men to remain in counselling.
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In spite of providing many of the service elements considered to
enhance compliance with treatment, attendance at a community based
agency did not appear to differ substantially from that found in many
other treatment settings. Preliminary sociodemographic findings are
in agreement with those found in previous published studies and
suggest that Councils are not dealing with a highly motivated, early
abusing group. There are limiting factors to the conclusions that can
be drawn from this study and these will be discussed in detail in the

next chapter as well as the aims of the second study.
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CHAPTER FIVE QUALITATIVE EVALUATION

THE LIMITS OF MONITORING

In order to augment the information obtained in the first study, a
second more detailed study was carried out to examine a number of
salient 1issues. The previous study was basically a descriptive
exercise, using relatively simple measures to provide a continuous
check on aspects of service. Because of the simplicity and
quantitative nature of the measures involved there are limits to the

conclusions that can be drawn from this particular exercise.

The monitoring approach used in the first study involved an
assessment of effort, and has as one of the criteria of success the
quantity of activity that takes place. Preliminary indications
suggest that the immediate objective of establishing a flourishing
service has been achieved. Over the years there has been a steady
rise in the number of clients using GCA (Allan and Cuthbert, 1990).
This pattern of increased use of Councils on Alcohol has also been
observed throughout Scotland (SCA, 1986) and England (Baggot, 1990).
Effort evaluation also assumes that the specific activity taking
place is a valid means of reaching higher goals. There is a school of
thought which suggests that if the need for a particular service
appears to exist then supplying that service in accord with the best
available knowledge seems to be sufficient justification in itself
(Suchman, 1967). Further evaluation is considered to be unnecessary

or simply spurious.
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This type of approach is most appropriate in situations where there
are few services available or where there 1is an obvious and
overwhelming need. For example the establishment of alcohol and drug
services in a large, peripheral housing scheme with poor access to
other types of facilities. It is less useful when projects have
passed the initial stages of development, when other services may be
offering similar treatment or when there is competition for
resources. The Council network, now an established resource finds
itself 1in this position. Funding bodies, including the National
Health Service are demanding more sophisticated types of evaluation

that had been thought necessary in the past.

It can be inferred from the socio-demographic data reported
previously that Councils were not attracting early problem drinkers.
Clients appeared to be coming for treatment in their early forties,
which is a similar age group to that found in Alcohol Treatment Units
(Hyslop and Kershaw, 1981). It is possible that older people with a
relatively short duration of drinking problems or a much less serious
manifestation of the disorder were attending GCA. Qualitative
assessment of the drinking problem and its associated difficulties is

required to clarify this issue.

Attendance for individual counselling was sporadic and not greatly
different from levels of compliance found in other agencies. By four
weeks almost two-thirds (64%) of clients had disappeared from
counselling. Views about adequate amounts of treatment are derived
from helping patients with alcohol problems attending NHS facilities.
It may be unrealistic and inappropriate for those with early or 1less
severe problems to remain in treatment for significant Tlengths of
time as this expectation is based on traditional hospital based
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treatment systems that have been inherited from the psychiatric
context. If clients have minimal problems, perhaps extended contact
with counsellors is unnecessary. More detailed assessments of

clients’ treatment needs are necessary before this can be evaluated.

It should be noted that among strategies for evaluation, a
distinction can be drawn between ongoing, continuous monitoring of
agency performance and an occasional, more detailed study of a
particularly salient issues (Cox, 1982). The previous study was able
to provide accurate demographic and service information on clients
while highlighting areas that required further exploration. The type
of data collected was dictated by the bractica] demands of the
counselling situation and the type of information usually collected
by voluntary workers. Basic information was quickly and relatively
easily collected with minimal intrusiveness, although this was at the
expense of collecting more detailed information. The second study
will adopt a much more rigorous 'approach and use objective
assessment procedures to measure client characteristics and level of
functioning. The research interviews themselves will be carried out
using personnel external to the counselling work of the organisation,

namely the author and a research assistant.
IMPLEMENTATION MONITORING

The second study will be undertaken to look at three key areas.
Firstly to identify the characteristics of the clients in detail, to
see if a distinctive group of problem drinkers have been successfully
located. A second but equally important aim is to assess whether
there is a match between client needs and treatment resources.

66



Finally the process by which clients are matched or mismatched to

particular types of treatment will be examined.

This type of evaluation has been described as implementation
monitoring (Rossi and Freeman, 1982). It involves a systematic
attempt to measure programme coverage (the extent to which a
programme is reaching its intended target population), and programme
process (the extent to which the service being delivered matches
what was intended to be delivered). Programme coverage and programme
process are often described as programme outputs which are the
products and services being delivered to clients. Output should be
distinguished from outcome as the latter refers to the effects of

outputs on clients.

Service evaluation of this type concentrates on whether and by what
means a particular service is working. The questions it asks are: Is
the project meeting its stated aims? What is the level and quality of
care provided and how does it fit in with the overall aims of service
provision within the particular speciality? The aim is to assess the
interaction between client and service provider, to see if the client

is receiving appropriate and effective treatment (Shepherd, 1987).

There has been an upsurge of interest in evaluative research over the
last few years particularly in the United States. Health insurance
companies have made it compulsory to measure the quality of care
given to individual clients in order to check on the appropriateness,
adequacy and effectiveness of care. In addition, priority has been
given to controlling the costs of treatment by preventing the overuse
of services (Lalonde, 1982). Quality assurance programmes are geared
to the clinical care of particular clients usually on a day to day
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basis, whereas programme evaluation makes judgements about broader
issues that affect the delivery of care to groups of clients. This
type of information 1is more likely to be used by managers and
administrators to plan services and make decisions about the

allocation of resources (Shepherd, 1987).

Both of these approaches assume that there are accepted methods of
treatment for different disorders. In the mental health field there
are few explicit criteria for defining indices of acceptable and
effective standards of care. Within the area of alcohol treatment
field there are many different approaches to helping the problem
drinker. These differences reflect legitimate views about the nature
of alcohol abuse and its treatment. Historically treatment was based
on the premise that there was one population of alcoholics, to be
treated by one best method which was usually in-patient programmes
combined with attendance at Alcoholics Anonymous, with one
therapeutic outcome namely complete abstinence (Pattison, 1982)

This position is no longer tenable and treatments offered vary along
many dimensions including intensity, duration and the use of medical
or psychosocial interventions, and a wide variety of treatment

personnel (Ogborne and Gavin, 1990).

Because of the variety of treatment agencies and approaches now
available there is a sense in which the evaluation of a particular
agency cannot be carried out in isolation. Services interact, overlap
and in today’s economic and political climate compete for clients and
resources. Historically, Alcohol Treatment Units (ATU) have provided
the focus for the NHS response to alcohol problems (Ettore, 1985b)
and this service would provide an appropriate comparison group for
Councils on Alcohol.
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Because of the diversity of treatment approaches available some guide
to appropriate treatment must be adopted. Service elements can be
derived in two different ways. Firstly they can be deduced from
general sets of principles or theoretical constructs. The community
mental health movement described previously has guided many aspects
of service delivery for Councils on Alcohol, stressing the provision
of community based agencies, with the emphasis on volunteer
counsellors aiming at a particular section of the treatment
population (Orford, 1987). Alcohol treatment vresearch has also
indicated the nature of the service that is required for some types
of clients and has made some preliminary suggestions for matching

them with particular types of treatment (Miller and Hester, 1986a).

THE MATCHING HYPOTHESIS

The matching hypothesis suggests that clients who are matched with
appropriate treatment will show improved outcome relative to those
who are unmatched or mismatched. Appropriate matching has obvious
clinical importance 1in allowing patients to receive care directed
towards their particular needs. Of equal importance is avoiding
inappropriate or unnecessary treatment. Enhanced motivation may occur
after appropriate matching as patients may be more 1likely to to
accept or comply with treatment that seems relevant to them. There
is also a cost-effectiveness issue as an appropriate treatment match

would avoid using extra treatment resources.

Miller and Hester (1986b) have speculated that the failure to take

matching 1into account may explain some of the mediocre outcomes in

many treatment studies. They have noted that although the typical
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alcoholism agency claims to tailor treatment to the individual, in
reality this rarely occurs. The best predictor of the treatment a
client is 1likely to receive can be derived from knowledge of the
agency he attends, as each programme almost invariably recommends its

own services (Hansen and Emrick, 1983).

TREATMENT FOR SEVERE ALCOHOL PROBLEMS

Patients with alcohol problems are a highly diverse group. They
include the homeless vagrant and those who despite an alcohol problem
continue to be employed and function within a family setting. The
most basic problem has been to specify in detail the patient
variables and the treatment elements which when matched will produce
superior outcomes. A number of schemes have been proposed and have

been reviewed by Miller and Hester (1986b).

The specific matching variables that appear promising are related to
problem severity. In particular patients with severe dependence on
alcohol and extensive and severe alcohol-related problems may derive
more benefit from an intensive treatment approach. This scheme has
found some support from the research literature. In the "advice
versus treatment"” study carried out by Orford and Edwards (1977)
relatively stable, married male alcoholics responded as well to
advice as to intensive treatment. In the same group, a further
analysis of the data found that the most highly dependent group,
"gamma" alcoholics appeared to benefit from intensive treatment. The
pattern was reversed for drinkers without dependence or Tloss of
control as this group did better if not given intensive treatment

(Orford, Oppenheimer and Edwards, 1976). In a study extending the
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work of Orford and Edwards (1977), Chick et al. (1988) employed the
same design but used a more representative sample of patients. They
included single and divorced patients of both sexes, which
approximates more closely to a typical clinic sample than the
socially stable group studied by Orford and Edwards (1977). They
found that the patients who were offered extended treatment were
functioning better at a two year follow-up. Shaw et al. (1990) in an
uncontrolled study of a highly dependent and socially disadvantaged
group found that 37% responded to an intensive residential programme
with  improvements noted in drinking status and social and

psychological well-being.

Intensive treatment procedures vary but most contain a common core of
items many of which are provided within the setting of an ATU.
Helping the problem drinker is seen as at least a two stage process
which involves the management of withdrawal from alcohol and secondly
attempting to help the drinker bring about changes that will help to
maintain longer term sobriety. This includes access to medically
supervised detoxification for those who are severely physically
dependent on alcohol and have been experiencing the alcohol
withdrawal syndrome. Moderate to severe forms of the syndrome include
tremulousness, seizures, and hallucinations occurring within 6-48
hours of stopping drinking. A more serious consequence, delirium
tremens (D.T.’s), involves confusion, hallucinations and severe
nervous system overactivity and typically begins 48-96 hours after

the last drink (Victor, 1983).

Recent evidence suggests that it may be important to treat all
patients who are suffering from alcohol withdrawal symptoms of any
severity. During withdrawal there is an increased production of the

71



adrenal hormones cortisol and norepinephrine. Both of these hormones
can be toxic to nerve cells and cortisol can also cause damage to the
hippocampus (Sapolsky, Krey and McEwan, 1983). Untreated or
inadequately treated withdrawals may produce future withdrawals of
escalating severity (Ballenger and Post, 1978). In a review of
pharmacological treatments for withdrawal symptoms, Liskow and
Goodwin  (1987) concluded that the drugs of choice are the
benzodiazepines. Treatment 1is usually carried out by administering
decreasing doses of the drug during the withdrawal period. Hayashida
et al. (1989) have demonstrated that out-patient medical
detoxification 1is effective for patients with mild to moderate

withdrawal symptoms.

Detoxification is wusually carried out on an out-patient or day-
patient basis unless the patient has other coexisting disorders or is
without adequate social support. In-patient care is usually offered
to patients with major physical illness, a past history of severe
withdrawal reactions, cognitive impairment or are disabled by severe
neurotic or psychotic symptoms. In some instances patients who are
living 1in circumstances that make it very difficult for the to
detoxify at home e.g. living with a heavy drinking spouse are offered

short in-patient stays.

After the initial phase of detoxification most ATU’s run structured
programmes wusually lasting four to six weeks using a combination of
individual and group sessions. The aim is to maintain prolonged
sobriety and "broad-sprectrum" interventions incorporating social
skills training, stress management and marital and family counselling

are typically used (Kershaw, 1982).
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Another aspect of severity which has been considered important is the
occurrence of psychiatric illness in conjunction with alcohol
problems. Clients with anxiety, depression or personality disorder as
well as alcohol problems have been considered to be a specially
vulnerable group, requiring treatment directed towar<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>