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ALCOHOLISM:  
WHAT IS THE CAUSE; WHAT IS THE BEST TREATMENT? 

 
 
 We will take a quick trip down memory lane to review some of the earlier concepts and 
models that still linger in people’s minds, despite newer scientific research and knowledge.  
 In 1960, Elvin (E.M.) Jellinek, in his well-known book, “The Disease Concept of 
Alcoholism,”1 listed 200 theories and concepts for the etiology of alcoholism.  The modern 
definition by NCADD (National Council on Alcoholism and Drug Dependence): “Alcoholism is 
a primary, chronic (relapsing) disease with genetic, psychosocial and environmental factors 
influencing its development and manifestations. The disease is often progressive and fatal. It is 
characterized by continuous or periodic: impaired control over drinking, preoccupation with the 
drug alcohol, use of alcohol despite adverse consequences, and distortions in thinking, most 
notably, denial.”  (Denial refers to a range of psychological defense mechanisms that serve to 
reduce self-awareness of the effect of alcohol, as causing rather than solving problems.  “Denial 
becomes part of the disease and a major obstacle to recovery.”) 
 Alcoholism was not always viewed in “illness” terms; and because of its multi-factorial 
etiologies, and consequences, it often was like the elephant defined by six blind men, one as a 
trunk, a leg, a tail, a tusk, etc., but none getting the complete picture. 
 One of the oldest formulations of alcoholism: the Moral Model: a deficit in spiritual 
strength or character was seen as the source. The agents of change were clergy and the legal 
system.  In the 1800’s, the Temperance Model evolved in England and was adopted in the U.S., 
leading to the 18th Amendment and the Prohibition Era.  The 21st Amendment in 1933 put an end 
to the temperance movement, the idea that alcohol inevitably led to ruination and death.  Because 
of the ideas surrounding temptation and desire, legislation had been mobilized to restrict or 
prohibit availability.  
 
 American Disease Model:2 
 AA or Alcoholics Anonymous came into being shortly after the end of Prohibition. AA 
viewed alcoholism as progressive and irreversible.  Because of some “unknown factor,” 
alcoholics are seen as constitutionally different from non-alcoholics.  Only sober alcoholics (in 
lifelong recovery) were seen as the appropriate agents of change in the large group AA meetings. 
Organized medicine soon incorporated the hopefulness of recovery into the disease or medical 
model and began to provide humane treatment in lieu of prison or derision.  The partnership of 
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physicians and AA self-help was (at times shaky) called “Two-Hats,” in that some doctrinaire 
AA philosophers believed that any ingested substance (including medicine) would lead to the 
next alcoholic binge. 
 
 Educational Model: 
 This prevention model assumes that potential alcoholics do not have sufficient 
understanding and knowledge about the harmful effects of alcohol. The change agents are 
educators.  
 
 Characterological Model: 
 In its Golden Era, 1940’s, 50’s, and 60’s, psychoanalysis became the reigning 
psychological theory and treatment approach for all manner of disorders.  Alcoholism was seen 
as a personality disorder, fixated in the oral stage.  The change agent in this case was the 
psychoanalyst. 
 
 Conditioning Model:  
 Drinking to excess is seen as a pattern of learned behavior, requiring counter 
conditioning-aversion therapies.  The change agent is a behavior therapist. 
 
 Biological Models: 
 This theory emphasizes genetics and physiology as causative and the source of 
vulnerabilities.  Alcoholism is more likely to occur in certain family lines and certain cultures, 
and not in others. Those individuals who fall into identified categories are determined to be at 
“high risk.”  The idea of pharmacological addiction implies that the chemical, ethanol, produces 
changes in the body, particularly the brain.  That then goes on to require more of the substance in 
order to function, i.e., craving.  The change agents are physicians, armed with medically-oriented 
treatments.  
 
 Social Learning Model: 
 Peer pressure, problems with coping skills, psychological dependence, self-medication 
strategies and other such concepts fall into this model. The change agents will include cognitive-
behavior therapists and street workers (usually ex-addicts). 
 
 General Systems Model: 
 The smallest nucleus is usually seen as the dysfunctional family; but, the destroyed 
neighborhood, the ghost-town rust-belt city, or the region or society in decline, have also been 
invoked.  The change agent is the family therapist with system-oriented interventions. 
Sometimes, City Hall or other politicians enter the fray to try to bring about change on a larger 
scale.  
 
 Sociocultural Models: 
 The emphasis here is on social norms, as well as on the availability of alcohol.  The idea 
is to restrict availability, increase the cost of the product with taxes, and make the servers 
responsible for negative outcomes such as driving fatalities after drinking. The change agents are 
legislators who deal with social policy, as well as programs to inform and train bar tenders and 
people who host parties involving alcohol. 



 
 Summary: 
 Each of the preceding models has some scientific evidence supporting its validity. 
However all of these models tend to demonstrate serious limitations.  
 
 This brings us to the Public Health Model (PHM), which integrates all of the preceding 
concepts and theories and posits an interaction between: the agent, the host, and the environment. 
The agent, ethanol, operates as a chemical at the cellular level and on organ function. The second 
actor, the host, interacts via biological, sociological and psychological variables, which hold 
sway over choices and behaviors.  Genetic studies, psychological issues and concepts of reward 
reinforcement and expectation are part of this focus. The third actor, the environment, includes 
social, cultural, political and economic variables. The complex interactions of a multiplex of 
variables, including the agent, the host and the environment, make up the heart of the Public 
Health Model.  While each of the earlier models have worthwhile elements, they suffer the 
weakness of leaving important things out; i.e., the Temperance Model places emphasis on the 
agent, alcohol, but ignores the host and the environment. The Moral, Biological Disease, 
Educational, and Characterological Models focus well on the host but exclude the environment 
and agent.  
 The PHM3 has many features to recommend it, as it incorporates most of the best aspects 
of the other models. It also acknowledges that no single approach is applicable to everyone. In 
addition, PHM embraces prevention within its framework, both primary, to decrease availability 
and access, with information, education, and fostering legal controls, and secondary, for early 
detection of health problems, and the need to address alcohol consumption in those who have 
already developed health problems. PHM emphasizes primary care settings, emergency rooms, 
and Public Health Programs, with a focus on screening and prevention.  Brief Intervention has 
growing currency in those settings as a primary tool. 
  
 The next issue of the Journal of the National Library of Addictions will address 
“Blueprint for the States”, the most current scientifically valid treatment and prevention 
information produced by Join Together, a program of the Boston University School of Public 
Health.  
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