Alcohol and Injuries

appreciated the Editorial by Brewer and Sleet! point-
I ing out (again) the massive effect of alcohol on our
societal problems, such as motor vehicle crashes,
fires, drownings, suicide, and interpersonal violence. Some
studies indicate that it is also a major factor in approxi-
mately 50% of crimes. I also appreciated their call to ac-
tion to support “public policies such as strengthening laws
that limit the availability of alcohol to underage youth
and that reduce drinking and driving.” T have formu-
lated a proposal for such a policy that directly addresses
the problem of restricting access to alcohol for those whose
use of it causes harm to society.

Alcohol and its problems and pleasures have been
with us for millenia. In this country, the 18th Amend-
ment, which prohibited the manufacture and sale of al-
cohol, was an attempt to deal with those problems; how-
ever, it ended in even worse problems and so was
abandoned. Prohibition failed because it deprived even
those who could drink responsibly of the pleasures of al-
cohol, and so the black market was overwhelmingly ac-
tive. We need to find a way of preventing those who harm
others when they drink alcohol from getting that alco-
hol, while letting those who drink responsibly have ac-
cess to it. There is no way to do this precisely, but alco-
hol consumption licensing has great potential to make
valuable changes in that direction. There are various fac-
tors that need to be considered in developing a licensing
plan.

1. Our current management mechanisms are not well
tailored to address the problem. Often, alcoholics are in-
duced or forced into treatment because of an arrest for
driving under the influence. This is a good start, but there
is also a penalty—we take away their license to drive. So
we have an alcoholic struggling to get his or her life back
together who now cannot drive to a treatment program
or to work. Yet, he or she can still walk down to the li-
quor store, buy more alcohol, and continue to cause harm
to self and others. This is especially true if, in an alco-
holic stupor, he or she decides to drive without a li-
cense—an extremely common event.

2. Many alcoholics drink alone, partly to hide their
drinking from others. Many others have difficulty find-
ing anyone to buy alcohol for them; their sober friends
and family would not think of it.

3. Most relapsing alcoholics and their families are
incredibly ignorant of the nature of addiction, the ef-
fects of alcohol or other drugs, and the role of alcohol-
ism in a wide array of social problems. The first part of a
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substance abuse treatment program is education in these
matters.

4. Any restriction in access to alcohol will create,
to some degree, a black market, so we need to be rea-
sonably sure that the benefit to society outweighs the costs.
This did not happen during the Prohibition era.

The best way to restrict access to alcohol is through
an alcohol consumption license. In order to minimize the
black market, the alcohol consumption license should
be relatively easy to obtain and use, similar to a driver’s
license. The alcohol consumption license could be ob-
tained after passing a test similar to a driver’s license test,
except that the knowledge required would be the physi-
cal and personality effects of alcohol, interactions with
other drugs, genetic and other risk factors for alcohol-
ism, the nature and early signs of alcoholism, the role of
alcoholism in violent behavior, and the effects of alco-
hol abuse on children and other family members. This
would essentially ensure that anyone who drinks alco-
hol would have also entered the first stage of treatment—
education.

Since most people drink responsibly, the alcohol con-
sumption license would only have to be renewed every
10 years or so, just enough so that the photograph looked
approximately like the bearer of the license, and to up-
date important knowledge. This would minimize the in-
convenience to responsible drinkers.

The license would be suspended for anyone whose
drinking has become a problem to society—driving un-
der the influence, disability due to alcoholism, or any
criminal or violent behavior while under the influence
(including domestic violence). It could be reinstated in
some circumstances for those who complete appropri-
ate treatment. It would also be suspended for 1 to 6
months for anyone furnishing alcohol to someone with-
out a license.

An alcohol consumption license would need to be
presented before buying any alcoholic beverage in a store
or bar or when more than two drinks or /2 bottle of wine
(per person) are ordered with food.

It is often argued that those whose license had been
suspended would just find someone to buy alcohol for
them, but would they? A functioning alcoholic who has
lost his license would be somewhat shy about asking his
friends to buy alcohol for him—what if they ask why he
lost his license? A responsible drinker would not be in-
clined to buy alcohol for someone without a license be-
cause it means that the person has a problem with alco-
hol, and “friends don’t let friends drive [or get| drunk.”
An alcoholic would not want to risk losing his or her own
license by buying alcohol for someone without a license—
addicts protect their own source of supply above all else.
A store owner would no longer deliver alcohol to the
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alcoholic who is too weak to get out—an event now more
common than is usually believed. Certainly, there would
be exceptions, but the social pressure preventing those
who cannot drink responsibly from getting alcohol would
be vastly increased, as would the general awareness of
alcohol-related problems. Moreover, harmful behavior
by those who act harmfully while under the influence
would be greatly decreased. Those who are in treatment
would be able to drive to work and to treatment pro-
grams, but they would not be allowed to buy alcohol.

Problems like those during the Prohibition era would
be largely avoided, because the vast majority of consum-

“ers would still have easy access to alcohol. Even of those
denied legal access to alcohol, only the most socially bank-
rupt would engage the black-market acquisition of alco-
hol; others would abstain or seek treatment, if only to
get back their license.

This should not be a uniform national program for
the following reasons: (1) legally, because of constitu-
tional restrictions and (2) logically, because a reason-
able variation for one state (eg, Florida) may be com-
pletely inapplicable to other states with different
demographics (eg, Massachusetts or Montana).

I realize that there may be other suggestions or re-
finements and would appreciate any comments, sugges-
tions, or criticisms. However, we need to do something
that will be acceptable to the vast majority of our popu-
lace to bring the problems in our society caused by al-
cohol under control.

James T. Hamilton, MD, |D

Medical Director, Chemical Dependency Unit,
Hoag Memorial Hospital, Presbyterian

Newport Beach, Calif
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In reply

We agree with Hamilton that all persons who use alcohol
should be informed of the risks associated with alcohol
use and the importance of limiting alcohol consumption
to moderate levels,' if indeed it is appropriate for one to
drink at all. We also believe that it is important for cli-
nicians to screen injured patients for alcohol problems and,
when feasible, to obtain routine blood alcohol concentra-
tions for these patients to provide a basis for clinical and
public health interventions that will prevent future alcohol-
related injuries. However, in the case of persons who drive
while intoxicated, we strongly believe that clinical inter-
ventions must be combined with strict legal sanctions, such
as prompt suspension of a person’s driver’s license, to pre-
vent injuries and deaths in alcohol-related crashes.? While
license suspension is no guarantee that a person won't drive,
strong scientific evidence supports the effectiveness of strict
license sanctions in preventing deaths due to motor ve-
hicle crashes.? Furthermore, given that there are approxi-
mately 17 500 alcohol-related crash deaths in the United
States each year,” the inconvenience to the person whose
license is suspended is more than offset by the hazard that
individual poses to society and to himself or herself.

Moving beyond the issue of alcohol and injuries,
we have significant concerns about who would be
responsible for providing medical oversight for the alco-
hol consumption license that Hamilton proposes.
Clearly, not all persons who complete the educational
program he describes should drink alcohol, either
because of the risk of drug interactions or because of a
strong family history of alcoholism. If the state were to
grant these individuals a license, would it not be tacitly
approving their alcohol consumption and thereby over-
riding good medical practice? Furthermore, under this
schema, would physicians be responsible for reporting
patients with alcohol problems to the state? If so, what
implications would this policy have for patient confiden-
tiality and for the ability of clinicians to obtain an
accurate history of a patient’s pattern of alcohol use?
We believe that these and many more questions would
need to be answered before we could safely conclude
that Hamilton’s alcohol consumption license would,
“first, do no harm.” In any case, we believe that by
screening injured patients for alcohol problems, assur-
ing they receive appropriate treatment, and obtaining
routine blood alcohol concentrations on these patients,
clinicians can do much now to prevent alcohol-related
injuries and deaths and to facilitate the secondary pre-
vention of alcoholism.

Robert D. Brewer, MD, MSPH

David Sleet, PhD

National Center for Injury Prevention and Control
Centers for Disease Control and Prevention
Atlanta, Ga
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Physician Patterns in the Provision
of Health Care to Their Own Employees
he article by Sansone et al' in the August 1995
I issue of the ARCHIVES was of interest. The au-
thors clearly stated several potential boundary
issues that exist when physicians provide health care to
their employees.

Physicians in our clinic have experienced all of
these issues. We would like to highlight two addi-
tional issues that our group experienced and that we
believe complicated the provision of employee health
care.

The first issue arose when the clinic chose a capi-
tated health maintenance organization (HMO) health
plan as the clinic’s health insurance plan. The clinic’s
physicians were providers under this health plan. 1f

employees chose to receive health care through our
clinic, the clinic would receive two financial benefits:
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