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INTRODUCTION

Alcohol intoxlication can be considered the most common form of
poisoning. Cases of gcute and chronic intoxication exceed all the
other cases of poisonfng from all toxic agents combined. It has been
estimated there are 70 million people in the United States
who drink intoxicating beversges to some extent. Of this group, there
are 4 to 5 million who drink excessively but still have
their drinking under éontrol and could stop without serious dif-
ficulties. There are an estimated additional 700,000 to 1 mil-
lion addicted to alcohol. Approximately 12,000 die each year from
chronic alcoholism, mbst of them between the ages of 30 and 55.

It is commonly thpught that most addicted drinkers come from a
skid-row enviromment. In work done by the Alcoholism Research Found-
ation in Toronto a few years ago, it was found that only 6.3% were
from skid-row, while 60.9% came from the white collar group of pro-
fessional men, business executives, skilled and semi-skilled workers.
It becomes apparent that aleohol affects both men and women in all
economic, intellectusl and social levels. Alcoholism is a major
mental health problem. These patients are really ill; emotional- ly,
physically, and mentally. Rational, scientific investigation
of the alcohol problém has not progressed satisfactorily because of
moralistic attitudesy but the last few years have brought some change.

Actually, no group of people are in greater need of con-sideration.
















































been reportedy followlng surgery, in which panereatitis has been
found. Autopsy on otBer cases has revealed hemorrhaglc necrosis
of the pancreas. This has been thought to be due to excessive
stim-ulation of the pancreas and »elease of enzymes.

After the withdrawal of alcohol in these cases, one may use °
gastric lavage and fluids as described previously. Some authors
advocate the use of igsulin or insulin and glucose to increase the

rate of oxidation of dlcohols Doses as high as 25 units of regu-lar

insulin t.i.d., with 2% grams of dextrose in fruit juice for each
unit of insulin given, may be administered. Rosenbaum men-tions the
use of the ¥Bellevus Cocktail® which has been found to

be beneficial in acute alcoholism and delirium tremens. This sol-
ution contains 50 cc 50% glucose, 10 units regular insulin, 200 mg
nicotinic acid, 100 mg thiamine, 2 cc Plexbes, 100 mg ascorbic acid,
and 100 mg pantotheni¢ acid. This is to be given intravenously

and may be repeated 1 - 2 times.

A large variety of sedatives have been recommended to relieve
the withdrawal symptoms, as well as reduce the signs and symptoms of
the excitemsnt phase of agute intoxication. Paraldehyde has been
one of the most popular sedatives, and has been recommended by
Rosenbaum to be administered 15 cc orally every 3 hours. It may
also be given 1 - 2 c¢ intravenously, 16 cc intramscularly, or
30 - 40 cc by rectume It is quite effective in relieving with-

drawal symptoms; however, it has the disadvanta®e of causing an
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habituation.

Chlorpromazine has been fairly effective. It is given 100 mg
orally. This dose may be repeated in 6 hours with 25 - 50 mg every
6 hours. It may be given parenterally 50 mg initially, then 25 mg
every 6 hours for maintenance. This should not be given while the
patient is in a stupér or coma.

Promazine has beén recommended with 25 - 100 mg every 4 - 6
hours. Mitchell repdrts the use of promazine (Sparine) in 141
acute intoxicated hogpitalimed patients. 98 of these patients had
complications, including cirrhosis, gastritis, barbiturate habit-
uvation, coronary artery disease, and psychoneuroses. In addition
to promazine, he administered vitamins. Intravenous fluids were
needed in only 2 patientswho could not retain oral fluids. Nausea
and vomiting stopped 4in 89% of the cases. The psychomotor agita-
tion was well controlled in most patients. General withdrawal symp-
toms were controlled in all patients who stayed in the hospital
3 - 5 days. 23 patients with anxiety and depression had only par~-
tial relief of these symptoms. In this series, the only side ef-
fects experienced were mild dizziness and postural hypotension.

The author recommends the drug be used with caution in older pa-
tients with cerebral vascular disease.

There have been several recent reports on the use of reserpine
{Serpasil). In a series of 35 acutely ill alcoholic patients (this

was used by Grandon et al.), the drug was administered initially
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intrammseunlarly, followed by oral intake as soon as possible. It
was observed that thdre was diminished psychomotor activity without
impairment of conscigusness. Delirium tremens were aborted in two
cases. Some patients reported a lessening of compulsion to drink;
in some other patients, an improvement to drinking moderately.
There were no serious side effects; however, some flushing of the
skin, conjunctival imjection, dizziness, and gastrointestinal dis-
comfort existed to a mild degres.

Greenfield reporfed the use of reserpine in a series of 110
private patients. THese patients had symptoms including the stup-
orous state, "jitters," early delirium tremens, anxiety, depres-
sion, and guilt. 87 of these patients were treated as out-patients,
23 were hospitalized because of reaéons other than the severity of
the alcoholism (such as secondary diagnosis, otherwise inadequate
care, and the availability of hospitalization plans).

Standard routine included 1 cc or 2.5 mg intramuscularly in-
itially, then Serpasl 0.25 mg and 5 mg of Antrenyl orally 4 times
daily. The Antrenyl was used because most of the patients had
some degree of gastritis. Vitamins, particularly thiamine, were
given parenterally. The patients were started on a sippy diet for
the best nutritional regime. Additionmal 1 cc doses of Serpasil
were given‘on following days if the patient needed it. By the
fourth day, only 3 o#t-patiants and 1 hospitalized patient needed

parenteral Serpasil. 87% of the hospitalized patients, and 73.6%
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of the out~patients, were in very good control within 24 hours.

The remaining hospitdlized patients, and 11.5% of the out-patients,
showed marked improvdment in 48 hours. The remaining out-patients
showed little or no #mprovement within 60 hours. There were no
serious side effects of any significance. Some flushing and nasal
stuffiness was preseut.

The author had no hesitancy in using this drug on out-patients.
Several of these were hypertensive., Their blood pressure was re-
duced to more normal levels without complications. The generally
common symptoms of pallpitation and arrhythmias were improved to a
more normal status by the cardiac slowing ability of reserpine.

The use of this drug prevented any drug addiction problem, In
this series it was chiiefly used on out—patients. The withdrawal
symptoms were more then satiefactorily handled without excessive
sedation. The patients were able to feed themselves and required
less nursing care and parenteral therapy.

Billings also recommended the use of 0.l grams of Dilantin
2 - 3 times daily for 3 - 5 days to protect the patient against
convulsions. Phenobarbital and chloral hydrate have both been used
to relieve withdrawal symptomatology but have the disadvantage of
causing habitvation if given for a long duration. Thimann reports
the use of meprobamate on 65 alcoholic patients and 6 addicts for
the acute and subacute stage of alcohol withdrawal. He used

vlaceboes in a controll group of 25 alcoholics. These patients
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also received insulin in dextrose and sedatives such as paraldehyde
or shloral hydrate. The meprobamate was continued for 1 - 2 weeks
in 40 of the patients. This drug was continued for several weeks
on the remaining 25 gsatients to relieve prolonged tension and in-
somnia. Of the 65 patients, 5 showed marked relief from discom-
forts, 33 received m¢derate reduction of withdrawal symptoms, and
the remainder showed mild or no improvement. Of the 25 alcoholic
patients receiving placeboes, only 5 showed mlld improvement. There
was no improvement in the remaining 20. Meprobamaste seems to be
most effective in the subacute stage of alcoholic withdrawal or the
acute phase of mild intoxication. It is safe, quick-acting, and
efficient. No side effects were observed in this series.

ACTH and adrenal cortical hormones seem to be of questionable
value other than in the acute intoxication of chronic aleoholics.
Adrenal cortical extract is more effective as a sedative than ACTH
in the female alecoholic. Billings suggests the use of ACTH 20 - 40
units twice a day for a couple of days. It is thought by some

that adrenal insufficiency exists in chronic alcoholics. It is the

opinion of Koppanyl that there is no deficiency of adrenal cortex
or pituitary. He believes ACTH and ACE act only as sedatives and
do not increase the rate of ethyl alcohol metabolism or its excre-
tion.

Thimann suggests two other drugs. These have the advantage of

being non-sedative in nature, thus eliminating further chance of
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habituwation. Bellafoline, 0.75 - 2 mg per day, is given as a wvagal
depressant. A sympatletic depressant, ergotamine (Gynergen) 3 - 8
mg, 1s given daily. :le has found when these are given for a period
of 1 - 3 days the patients are calmer, more relaxed, have less
anxiety, and require less use of habit-forming drugs.

As one continues to read the literature on the treatment of
acute slecoholism, it “ecomes readily apparent that tremendous num~
bers of medications hdve been used with varying degrees of success.
Not all the success can be attributed to the medication but is a
result of a composite of considerations By the hospital staff,
nurses, patient's fam§ly, and the patient himself. The mumber
of variables of these different aspects will affect the final
prognosis. It is for this reason that each therapist must devise
his own methods of thé¢rapy which can be adjusted to the patient and

his environment tn produse the best results.
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CHRONIC ALCOHOLISM
he Ambulatory Patient)

The treatment of this cafegory of alcoholism is probably the
most difficult. Results can be very frustrating to the therapist,
although a successful regime is most rewarding. Therapy is us-
ually extended over a long pariod of time. Accurate observation of
the patient is necessary up to from 12 to 18 months on an aver-age.
Analysis of the patient over this long period is necessary for
further evaluation of his capabilities and sincerity in at-tempting
to remove thils thre t to happiness.

A physician will be consulted by numerous members of the com=
munity in an attempt to cure one alcoholic. Patients come to the
doctor by request of their ministers, attorneys, or various mem-
bers of their family. The alcoholic patient may make an appoint-
ment, only as a means of satisfying these forces. He, himself, may
not have enough self-confidence or self-respect, or even the
willingness to attempt a cure of his addietion.

The patient may think he can learn to drink moderately. It
is the consensus of opinion that a person addicted to alecohol
mst be completely abstinent as the first step in attempting to
cure his addiction. ‘ie must have a sincere desire to become cured.
This attitude must usyally arise as a result of great personal
loss, either physiesal or social. The patient must realize it is
impossible for him to ever again drink moderately; complete ab-
stinence is mandatory. This thought should be given the patient
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as his prime responsihility.

A wide wvariety of drugs have been tried and used by the chronic
aleoholic. The ataractic drygs generally decrease or relieve anx-
iety, hyper-irritability, trdmors, and other tension states, and
are most effective in the management of tha withdrawal and imme-
diate post~withdrawal period. Meprobamate (BEquanil or Miltown)
has its greatest tranvuilizing effect apparently in its control of
recurrent anxiety upow entering abstinence. Since this anxiety
is often the cause of a relapse to drinking, this drug is effect-
ive in lengthening thé abstinence peried by its action. Side ef-
fects are generally insignificant. Dosages range from 400 -~ 2400
mg per day in divided deoses ' thout danger. Actual amounts should
be individualized.

Mephenesin, when pombined with carbomate, is known as Tolseram
and gives long effective blood levels. Mephate is its combination
with glutamic acid for more efficient gastrointestinal absorption.
The effect of this drhg is quite favorable although its greatest
action seems to be in inhibiting the gross tremors in the with-
drawal phase. It is primarilly a muscle relaxant which exerts an
inhibitory effect on ‘the internuncial_system of the brain and spi-
nal cord. Initial ddses, during acute symptoms, should be 1 - 3
grams of mephenesin or Tolsegam and 0.5 grams of Mephate several
times a day. The dosage shomld be adjusted as the symptoms de-

crease, and according to the resvonse of the particular patient.
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The long-term therapy results with this drug have not been ade-
quately analyzed.

Chlorpromazine (Thorazine) is another tranquilizing agent es-
pecially effective in controlling the patient with withdrawal
symptoms. It is an adequate depressant of the psychomotor hyper-
activity. It is effeétive in reducing nausea, vomiting, and the
retching so often seen. Dosages of 75 - 100 mg are usually effect-
ive, but must be adjusted according to the needs of the particular
patient with special reference to his psychomotor hyperactivity.
Dosages are greatly réduced during the course of 4 - 7 days. This
dru¢ reduces the need of othar sedation; the vatients are usually
relaxed and cooperative. Side effects include postural hypo~
tension in some patients. Liver disease does not appear to be a
contraindication for khe short duration of treatment necessary.

Fox reports good fesults in a group of 33 patients who re-
ceived on an average of 13 deses of meprobamate (400 - 800°mg per
dose) and 1 - 2 doses (10 - 25 mg) of chlorpromazine or 10 large
doses of chlorpromazine. No alcohol was needed for these patients.
They were hospitalized an average of 3 days with no side effects.
The patients seemed to be adjusted and amenable to psychotherapy.

Promazine (Sparine) is semewhat more effective than chlorpro-
mazine in c¢ontrolling the symptoms in the withdrawal phase and
psychomotor hyperactirity. This dose is 25 - 100 mg initially and

is repeated every 4 - 6 hours as necessary. It can safely be
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administered parentera}ly. Reports of side effects indicate less
hypotension and gastrointestinal symptoms.

Rauwwolfia Serpentina (resarpine, Serpasil) has been tried re-
peatedly in acute and ehronic phases. Its greatest success has
been found in control ef mild anxiety durins the abstinent period.
It may also be consideted in patients that do not tolerate the
more effective tranquilizers. Ritter reported on a series of 180
alcoholics during a one year veriod. 39 of these patients were
treated with reserpine, 0.25 mg 4 times daily. 36 patients were
used as controls and treated with placeboes. Patients were seen
weekly and given their supply of medication. No attempt was made
to use formal psychotHerapy. Only 75 patients attended the clinic
8 weeks or longer. A substantial number of both groups (taking
reserpine or placeboed) seemed to improve by stopping drinking en~
tirely or drinking less. There was no significant difference in
these two groups, howaver.

The author commented on the fact that the patients were seen
weekly and some persokal interest was taken in their conditionm, in
addition to some form of oral medication. It seemed to help the
patient cut down on his drinking. Kline has made the comment that
reserpine seemed useful durimg the period after withdrawal when
delirium tramens woulfl be most likely to occur. However, there
is no evidence that it will prevent return to the addiction with-

out the aid of other kypes of management.
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Drugs in long-term therapy, known as the protective drugs have
been used in the last few years with some success. The first of
these to be described is tetra-ethyl-thiuramdisulfide. This is
also known as Disulfiram, Antabuse, or TETD. This drug is used for
the patient who sincerply wants to stop drinking, but, for other
reasons, can not maintain abstinence. General action of this drug
seems to be that of interference with conversion of acetaldehyde

to acetic acid as shown in the following diagram.

action(?)
2 CH3(1120H 4+ DPN
(ethyl alcohel) alcohol
l dehydrogenase
2 Cﬂ3ﬁi0 + 02
(acetdldehyde)
protective drugs
& interfere
2 CH3®0H + 4 02

(acetdc acid)

!

4 GOy + 4 Hp0
This slowing of the secomd stage causes an increase of acetal-
dehyde 5 - 10 times the usual amount in alcoholic breakdown. The

patient is given this drug daily for several days, then may be giwen

(2) Arma{'.:hong, Je. D.y The Protective Drugs in the Treatment of Al-
coholism, Can. M. A, J., 72:228, (Aug. 1) 1957.
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a test dose with alcoh8ly 1 ~ 2 ounces. This causes considerable
flushing, headache, inéreased heart rate, palpitation, dyspnea,
sensation of chest con#triction, and possibly loss of consciousness.
This test dose method is optienal and has debatable value. It is
thought that showing the patient the kind of reaction one would
expact in taking alcohbl after being on the drug should result in
his being very reluctant to consume any alcohol.

Since it requires 3 - 7 deys before the patient is able to tol-
erate alcohol after stbpping the drug, it is thought the time in-
terval would be suffiqient to allow the patient to relieve the anx-
iety with more acceptdble methods. The method seems to have de-
batable merit becausd several deaths have occurred due to alcohol
test doses. Side effgcts include fatigue, drowsiness, metallic
odor or taste, skin rashes, %mpotence, gastric irritation, and
arthralgia.

Armstrong suggests the patient should receive 0.5 -~ 0.25
gramg per day. Feldmen believes many of the side effects may be
eliminated by altering the doses. He has found the primary con-
traindication for the use of this drug is psychosis. It is the
most significant toxie effect in some patients and clears up in
about two to three weeks after dise¢ontinuance of the Disulfiram.

He has found, contra®y to earlier beliefs, that liver disease,
thyrotoxicosis, diabdtes mellitus, epilepsy, and cardiovascular

disease are not cont¥aindiecations if there is a true need for
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this drug.

J. A. Smith et al. have reported on treatment of 24 cases
treated with Antabuse, all of whom had failed on one or more
other types of treatment. MPosages ranged from 150 mg to 1 gram
daily. No sedatives, vitamlins, or formal psychotherapy were given
these patients. 15 patients abstained from 3 to 12 months; 4
others had one relapse, then returned for treatment. 5 have re-
turned to the previous drinking patterns. Some of these patients
were given Antabuse-alcohol reactions. There was no significant
correlation between those successfully treated and those
receiv-ing the alcohol reaectiion. Other severe conditions were
observed in these patlents. These involved a drop of blood
pressure, pulse change, nausea, vomiting, and shortness of breath.
This was thought to be an effective drug but its use must be
carefully con-trolled because of unpredictability of the alcohol
reaction.

Hayman and Wilkins have meported 7 cases of polyneuropathy due
to alcohol-Disulfiram reaction. 6 were most likely due to chronic
intoxication with 1 an allergic phenomena to the
Disul-firam-alcohol test. This polyneuropathy develeped
gradually over 4 to 10 months of medication. It was suggested
that Disulfiram be discontinued and cortisone and vitamins be
administered to these patients. It is also recommended that the
patient be thoroughly questioned for polyneuropathy before

prescribing Antabuse,

The other protective-type drug which has been used more recently
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is citrated calcium ca#bimide, also known as CCC and Temposil.
Armstrong and Kerr have reporjed a cemparison of two groups. 19
patients were given citrated ealcium carbimide in dosages ranging
from 50 - 100 mg per diy for a duration of 6 days to 4 months,
Several of these patiehts had experienced unpleasant side effects
from Disulfiram. On CCC these side effects of drowsiness, nausea,
impotence, and unpleasént taste were generally decreased or
ab-sent. A group of 33 prtients were given Disulfiram dosages
rang-ing from 250 -~ 500 mg Raily over the same period of time.

Only 17 of the 33 patients teturned for follow-up. 11 of these

had ‘their dosages reduced because of drousiness.

As a result of these tests, one gets the ixlnpression that
fewer side effects ocomrred with the administration of citrated
calciun carbimide. Ackording to these authors, there seems to be a
definite place for the use of CCC as a substitute for hisulfiram.
However, they are alsa willing to acknowledge that further study is
necessary. 73 male alcoholica committed to mental institutions
vere tested with Temposil Yy J. A. Smith and others. A total of
154 Temposil-alcohol reactions were observed. Typical response
beganin 5 - 10 minutes aftdr the alcohol was given. There was
injec=tion of the conjunctiva, flushing of the face, headache, and
dyspnea. Soms beca.mé apjrehensive, experienced cardiac
palpitation, tremor, vertigo, and drowsiness, although gemerally
less than with
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From this summary by Armétrong, it would appear that CCC womld
be a drug of choice ir cases where Disulfiram causes severe re-
actions. The patient's personality type is important whether he
needs the protection of a mild or severe reaction to continue ab-
stinence.

Hormones have had some use in treatmsnt of chrc_mic alecoholism
as physiologic agents. This has been based on at least 3 theories:
(1) Chronic alcoholisd has been thought to be a clinical expression
of an existing stete of hypoadrenalism; (2) benefits from cortical
steroids are thought to be due to their effect on the stress phe-
nomena resulting from chronic alcoholism; and (3) adrenal
exhaus~tion is a result of repeated stimuli of alcohol
intoxication. ACTH is needed to stimmlate the adrenal.

In treatment, benefit is bbtained, especially in controlling
symptoms, shortening the duration of disability, and reducing the
incidence of delirium tremens. The material used has been
primar-ily ACTH, cortical sterolds, and whole cortical extracts.
They have been generally used in ohly the acute state and in amounts
similar to that used in other medical problems.

J. J. Smith, 1950, who believes chronic alcoholies suffer from
a state of adrenal exhpustion, has used ACE and ACTH and obtained
improvement in some chyonic alcoholic patients in acute
intoxica~tion. Although he admfitted ACE was somewhat more
effective in the acute phase because of its sedating ability, he has
found ACTH
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more effective in del¥rium tremens in which improvement is seen
within a few hours.

Lovell and Tinterg, in Podolsky's book on addiction management,
1955, eonsidered a.drenal cortiecal extracts as the safest and most
useful medical adjunc{ in treatment of alccholism. They suggest,
for the hospitalized satient in the withdrawal period, 10 cc of
aqueous ACE intravenously 3 times in the first 24 hours, 2 doses in
the second 24 hours, and gingle daily doses for 3 - 4 days. These
doses may be dowbled in severe or acute cases. Benadryl
preparation, 2 -~ 5 cc with 10 cc ACE, may be given intrevenously
during an excitable stage to reduce gastrointestinal symptoms,
anxiety, insomnia, anx anorexia. After discharge the person maybe
treated as an outpatient. ACE, 5 cc intramuscularly twice a week,
is given for 4 weeks amrd then Weekly for longer periods.

If the patients have been abstaining for some time, they may be
experiencing hypoglyebmia, tension, apathy, or mental concentra-
tion difficulty. It is recommended that these patients receive
10 cc ACE intravenously for 4 - 5 days, then 5 cc intrammscularly
twice a week for several weeks, and 5 cc intramuscularly weekly
after that for a simiflar period. -

Voegtlin used ACTH and adrenal steroids in an alternating
manner with 39 patients over a perio.d of 18 months. He concluded
all patients were suhjectively improved but not uniformly in amount

and direction. A40f remained abstinent up to 12 months, but only
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Thiamine 3.3 mg Riboflavin 2.67 mg
Nicotinamide 10 mg calcium pantothenate 10 mg
Pyridoxin 3.3 mg Biolin 0.05 mg

Folie acid l.l mg p-Aminobenzoic acid 11 mg

Inositol 53 mg choline 53 mg
Vitamin B;, 5 mg  Vitamin A 6667  units
Vitamin C 33.3 mg a=Ticopherol 6.67 mg

Viosterol 333 units

Feldman maintains that no nutritional therapy by itself has been
able to alter the drimking pattern of acute chronic aleoholics. He
aeknowledges the need for the various components of the B complex
vitamins in neuropathy, alcoholic encephalopathy, and Wernicke's
syndrome. Krebs and Johnson reported the use of pangamic acid (vit-
amin By5) in alcoholism, This facilitates the oxidation of alcohol
in the liver and brain. The alcohol is metabolized more rapidly,
tissue damage is less, and the deleterious effects of alcohol sub-
sequently taken will be reduced. Pangamic acid used as a dietary
supplement has providdd the besis for early reports of reduetion of.
acute alcoholism and chronic relapses.

The sedatives are not well accepted in the therapy for chronic
alcoholics because of the danger of habitué.tion. They have been
used periodiecally to insure a good night's sleep when the ataractic
drugs were not sufficiently effective. Mataphenylbarbituric acid

(Mebaral) was used in a series of 41 chronic alcoholics by J. A.
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Physical examinatian often reveals a coarse tremor which will
be accentuated during attempted movements such as eating or light-
ing a cigarette. This tremor is not only of-the hand, but of the
tongue and lips; and the patient will feel "shaky" inside. These
people are ordinarily dehydrated and poorly nourished. If a peri-
pheral neuritis is present, it is usually accompanied with a de-
crease or absence of ddep reflexes. If the patient is anxious or
in a state of panic, the reflexes may be hyperactive.

A portion of patients with tremors will have feelings of para-
noia with their anxietj. This may progress into the more active
phase of the psychosis when the patient will hallucinate and be-
come delirious. This 1s commanly known as the "horrors.a

Apprehension is fairly common and the subject is often highly
suggestible; if asked, he may clearly read a sentence from a blank
wall, External stimull are ugually misinterpreted as a threat to'
his security. He may e¢onsider any loud noise to be someone shoot~
ing at him. Visual hallucinations are generally more common than
auditory or tactile hallucinations. This patient may hesitate to
walk as he is afraid of stepping on his glasses which he imagines
are on the floor. Strénge animals of various sizes and shapes may
threaten him; inanimate objects may begin talking to him in a der-
ogatory manner; and imgginary insects will have to be brushed off

his skin., Some patients may awaken from a drinking bout with vivid

memories of a frightenking dream, and these events can be so reallstie
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that the patient will rkquire substantial proof before realizing
they were only dreams. These sxternal threats are extremely
frightening to the patient who will resort to great measures to
eliminate the "dangers™" whicl secem so real to him,

The true delirious state mmy show considerable variation. In
its mild form, the patient may have intermittent periods of delir-
ium, alternating with alertness and insight. More severe cases
are apparent when the patient is showing general motor and auto=-
nomic hyperactivity, t#embling, perspiring profusely, markedly
confused, and unable io speak intelligibly. The delirious state may
not ocour for several days after cessation of alcohol inteke.It may
occur by itself or follow a ssquence of tremors, hallucin-ations,
and seizures.

Some alcoholics admit an intermediate phase of conwvulsions
and extensor spasms referred to as the "rams." Seizures may also
oceur during the delimious pekriod when they are known as "rum
fits™ or alcoholic epillepsy. There is some question that this
is a variant of epilepsy.

Greenblatt reportdd one series in which there was no demon-
strable increase in abnormalities of electroencelphalography of -
these patients with cenvulsisns during their delirious period.

A series of 125/ cases of epflepsy were examined further regard-ing
their alcoholic habits. It was learned that evidence of heavy

drinking was no greater among epileptics than with the general
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population. However, it was eonceded that about one-half the epiw
leptics that drank hea¥ily had more severe seizures. It is entiiew
ly possible that excesiive drinking may preclpitate a latent epi=-
lepsy or cause seizure$ to be manifest in an appropriate consti=-
tution. One must also keep in mind the development of idiopathic
epilepsy and other brain disease in this same age group that is
involved in the probleg of chronic alcoholism.

Acute alcoholic hallucinosis has some distinct differences from
the usual delirium tremsms. It has sufficient character-istics to
be classed by some-gquthors as a separate entity. These
ha_.llucinations are prijparily gquditory in type. The voices heard
are usually threatening and dOrdgatoryJ Except for the anxiety
produced by the hallucination, there is. less psychomotor active
ity than is seen in delirium tremens. The patients are wellw
oriented and remember well any events during the hallueinating
period. There is no amnesia as is seen in delirium tremens.

These patients are, as a rule, less suggestible in the active
phases, and, afterward, begin to doubt the reality of the halw
lucinations. This may progress to the point where the patient does
not react appropmiately; the voices are less vivid and more
difficult to elicit. There may be a transition to paranocid de=
lusions. These psychdtic stages may last for months and be very
difficult to differentiate from schizophrenia.

Since the cawse of deliriwm tremens is not fully known, the
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fears of shadows and darkness. A member of his family should be
present if private nursing care is not avﬁilable. This will help
insure safety of the patient. Pulse and blood pressure should be
taken every 2 hours in the acute phases as a means of detecting any
cardiovascular collapse as this has often been a cause of death.
Any procedures, sush as taking blood pressure or giving intra-
venous injections must be clearly and completely explained to the
patient to eliminate another souwrce of fear and misconception on
his part. To conserve the pak%ient's streﬁgth, he should be placed
on bed rest. He should not be mechanically restrained since many
patients have expired from sheer exhaustion as a result of
excessive struggling. All alcohol should be immediately withdrawn;
gastric lavage is recommended to remove any alcohol in the stomach
or products of gastritis. If the cardiowascular system is
excessively depressed as a result of the alcohol, caffeine may be
injected to strengthen heart action. Digitalis has been used in
some cases because of the finding of toxic myocarditis and acute
cardiac dilatation in certain cases dying in the delirioms phase.
Sedation in the sewere phases of delirium tremens is very im-
portant. Only a few drugs are considered acceptable because of the
large doses often requirefi and because side effects frequent-ly
arise, Of the barbitals, pnly the long-acting drugs are recom-
mended. Mephobarbital (Mebaral), 3 grains 4 times a day, is quite

effective in reducing tension and irritability without causing
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SUMMARY

Alcohol intoxication exceeds all other toxic poisoning com=
bined in number of cases. 70 million Americans imbibe to some ex-
tent. About 12,000 die each year from the effect of chronic al-
coholism, The majority of aleoholics are not from skid row but
include professionals, executives, skilled and non-skilled workers.
The population can be divided into four groups: the abstainers,
the occasional social 8rinkers, the regular daily drinkers, and the
chronic, uncontrolled addicts.

‘A complete work-up is needed if an accurate plan of therapy is
to be successful. This examimation includes a history, physical,
and neurological examinations, laboratory tests, psychiatric eval-
uation, mental status, ps yehological testing, and social history
since this condition wvery intimeately involves the physieal, psy-
chiatric, and social fields.

Psychiatric treatment is either on an individual or group
basis. To some degree, this is used without formal intent and can
be used by the nonepsychiatrist. The patient's family often needs
counselling to accept him in his new status.

The patient should be hospitalized in a general hospital for a
short time during the initial withdrawal peried. The alcoholic
should be treated as any other patient, in as much as possible, to
eliminate feelings of discrimination.

Alcoholic coma occurs more often than most physicians realize.
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Differential diagnosis is important to rule out other causes.
One should observe carefully to detect early signs of respiratory
distress, shock, and trauma.

Oxygen, resuscitation, and stimulants may be necessary. The
usual treatment of shack is used, if necessary. Gastric lavage is
helpful anytime thgt sufficient amounts of alcohol are present and
potentially danged¥ous. A sippy or very bland diet is of benefit
during fhe_stages of gastrointestinal upset. Insulin
and dextrose combinations aid in increasing the alcoholic meta-
bolic rate. Sedatives and tmanquilizers are necessary during
the withdrawal phases of excitement.

Protective drugs are quite effective in assisting the chronic
alcoholic patient to remain abstinent, but are ineffective
with-out full cooperation of the patient. The adrenal extracts,
ACTH, and vitamins have been used with varying degrees of success,
depending primarily on the particular patient. Sedatives are not
often used, except for occasional aid to sleeping. They present
the danger of habitwat¥ion and must be used carefully, if neces-
sary, over a long perjod of time. Other agents and methods, in-
cluding electric shock, stimmlants, and antihistamines have been
used on smgll groups 'with questionable success.

Delirium tremens eonsist of several stages which may occur
in sequence or alone. Tremor is usually seen first, followed

by hallucination, conwyulsions, and delirium. The wet brain method
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CORCLUSIONS
The alcoholic must have a sincere desire to quit drinking.
This does not usually occur until the patient has suffered
great personal loss or when the pain associated with drinking
is worse than the suffering of aﬁstinence from alcohol.
Certain stages and situations invelving alcohol rmst be re-
garded as medical emergencies. Although infrequent, deaths do
occur during aleoholic coma. The primary concern during the
acute phase is to assist the patient to survive the pre-sent
episode and be as comfortable as possible. This may be
directly dependent on adequate medical management.
Since the alcoholic has ps&chiatric and social problems, these,

too, must be consiflered. Psychiatric aid is vital in a certain

. percentage of patients who do exhibit deep-seated mental dis-

turbances. Often times, assistance from the proper authorities
must be sought to aid the patient with his gocial problems.

The general practitioneer can provide considerable assistance
to the majority of alc&holics‘and their families if he will
take advantage of sources of aid avasilable. By good pedical
therapy, abstinence can be maintained for long periods, or even
indefinitely, if the patlent is cooperative.

The alcoholic can be a most disgusting, annoying, exasperat-
ing patient. Yet, when willlngly cooperative, or cured, he may

provide a worthwhile and satisfying experience to the physician.
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