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ABSTRACT. Objective: This article traces the evolution of alcohol-
related social policy over the past 75 years. Method: The literature 
was reviewed and is critically discussed. Results: The social history of 
alcohol policies over the last 75 years began with the scientifi c approach 
to alcohol in the 1930s and later shifted to a central interest in the disease 
of alcoholism. Beginning with the National Council on Alcoholism Edu-
cation, advocates struggled to “mainstream” treatment for this disease 
into the health care system. Major steps included decriminalization of 
public intoxication, emphasis of the social respectability of persons 
with alcohol problems, development of a treatment system that was ac-
companied by health insurance coverage, and work-based programs to 

identify and attract employed patients with health insurance coverage. 
These structures were considerably altered by the War on Drugs, man-
aged care, and the merger of drug and alcohol treatment. The Affordable 
Care Act, however, has the potential for achieving the mainstreaming 
goals for alcohol problems originally conceived in the early 1940s. Con-
clusions: Responsible involvement of the alcoholic beverage industry 
could greatly enhance current activities but is not likely to occur. Stigma 
persists in part because of associations with prevention and treatment of 
illegal drug use problems. The Affordable Care Act offers opportunities 
and challenges to the specialty of treating alcohol use disorders. (J. Stud. 
Alcohol Drugs, Supplement 17, 116–124, 2014)
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POLICIES RELATED TO ALCOHOL USE in the United 
States over the past 75 years have been both remarkably 

dynamic and notably static. The dynamic change includes 
the institutional construction of industries of research, treat-
ment, and prevention. A static element with far-reaching 
consequences is a near-complete constraint limiting insti-
tutional development by a rigid requirement of abstinence 
from alcohol as the only acceptable indicator of “recovery” 
from alcohol use disorders (AUDs). Dynamic has been the 
shifting foci and defi nitions of alcohol problems and problem 
drinking, drifting within and outside the medical defi nitions 
of AUDs. Static is the ubiquitous availability of beverage 
alcohol, direct and indirect governmental support for the 
supply chain associated with the production and distribution 
of alcoholic beverages, and the relatively free rein of the 
activities of the production and distribution industries, which 
are barely inhibited relative to associated socioeconomic 
damage directly linked to alcohol use.
 This analysis of alcohol policies since the founding of 
the Quarterly Journal of Studies on Alcohol (QJSA) begins 
with the transition away from National Prohibition with its 
legendarily impressive underground system of distributing 
alcohol. Nonetheless, Prohibition sharply limited availabil-
ity of alcohol and thus contrasted with the post-Repeal era. 
Here, the manufacturing and distribution of alcoholic bever-
ages quickly became a major industrial complex, generating 
substantial profi ts as well as tax revenue and operating with 

the near-disappearance of federal control and minimal inhi-
bition from the state governments in a subdued but effective 
symbiosis. To the extent it has existed, government interven-
tion has concentrated (often with substantial fanfare) on four 
concerns: “underage” drinking, drinking in conjunction with 
driving, treatment of AUDs, and research on alcohol abuse 
and alcoholism.
 Whereas Prohibition entailed an offi cial view that any and 
all use of alcohol risked progressive damage to drinkers and 
their surroundings, the era following Repeal dramatically 
shrank this focus. The new target was those who consistently 
failed to control their alcohol intake to the point that others 
perceived adverse effects on the roles that these drinkers 
were supposed to perform. These “alcoholics,” of whom 
there was only modest awareness in prior generations, be-
came the nation’s newly created alcohol problem. Except for 
its scope, the policy solution was nearly identical, namely 
that these individuals were to be prohibited from drinking.

Beginning a new era

 The birth of the QJSA in 1940 created the dissemination 
underpinnings of scientifi c legitimacy for a new stream of 
research activity on alcohol centered at Yale University. The 
original conception of this work was broad and intended to 
replace the prior century’s moral defi nitions of alcohol’s uni-
versal evils with scientifi c analysis focused across all levels 
of human transactions with the substance (Bacon, 1943). In 
retrospect, this approach, with its aspiration to be “value-
free” via its reliance on scientifi cally derived facts, was wel-
come as societal relief from confl ict, formerly represented 
by harangues, ineffective law enforcement, and fl agrant law 
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violation, roots of the moderate chaos that characterized 13 
years of Prohibition.
 The emergent scientifi c approach was not, however, an 
alternative perspective in confl ict with Prohibition. “A sci-
entifi c approach to alcohol” was not a driver or a guiding 
ideology of the Repeal movement, nor was the scientifi c 
perspective a nascent alternative “waiting in the wings” for 
opportunity. With piecemeal origins in the late 1920s, the 
program of alcohol studies launched at Yale arose with 
fi ts and starts in a partial ideological vacuum but within a 
context of societal readiness for a new approach to alcohol. 
Adoption of this new approach was facilitated by the pre-
existing strong cultural values on science and rationality, 
foundational for America’s near-sacred goal of “progress” 
(Williams, 1970).
 The offi cial policy response to Prohibition’s repeal in-
cluded enactment of a massive patchwork of state-level 
regulations designed to assure that the use of alcohol did not 
again escape societal control as occurred in America’s cities 
with the rampant growth and notorious evils centered in the 
institution of the saloon, the elimination of which energized 
the enactment of Prohibition (Clark, 1976). Avoiding the 
saloon’s return was in fact the central point of President 
Franklin D. Roosevelt’s brief public announcement of Re-
peal. Abundant new rules governed hours of operation and 
women’s drinking and required distances between alcohol 
distribution and churches and schools, sizes of windows 
to allow visibility of internal activity, and combinations of 
food service for licenses to sell alcohol so that alcohol-only 
saloons coupled with gambling and prostitution would not 
reappear.
 Thus, alcohol’s return to society, in an atmosphere over-
shadowed by the Great Depression, offered fertile ground for 
change in the form of guidance by a scientifi c approach free 
of the moralism of the past. Prestige and legitimacy were 
conferred on the scientifi c approach by the scientifi c move-
ment’s coincidental physical home at and identity with Yale 
University.
 Further evidence of societal readiness for a new ap-
proach is found in the response to the creation in 1934 of 
the Council on Moderation to promote and diffuse guide-
lines for appropriate drinking behavior in a post-Prohibition 
environment (Roizen, 1991). Such a public campaign seems 
a logical transition as alcohol was re-legalized, but despite 
extensive efforts to gain support from infl uential leaders, 
the attempt by politician Everett Colby to activate this 
Council and set norms for moderate drinking failed com-
pletely. Of particular signifi cance is that Colby accessed 
essentially the same sources of cultural and economic capi-
tal that later proved important in growing the Yale Center. 
Except for a persistent tiny minority of surviving Temper-
ance workers, no one wanted a public forum about how the 
masses at all levels of society should use their new license 
to drink.

Science and the disease concept

 Social policy emanating from scientifi c research did not 
appear immediately, likely inhibited by wartime concerns. 
Fundamental to the changes that occurred was the invention 
and diffusion of the methodology of Alcoholics Anonymous 
(AA). The Yale Center became involved early in the facilita-
tion of treatment programs for alcoholism in Connecticut 
that provided a prototype for later development of publicly 
funded alcoholism treatment. The articulation of the disease 
concept of alcoholism is credited to Yale staff member Elvin 
Morton Jellinek, M.Ed., Sc.D. (Hon.), whose hypotheses 
about a uniform sequence of symptomatic behaviors, funda-
mental to supporting the validity of a disease model, were 
supported in an early study of members of AA (Jellinek, 
1946). Later, Jellinek (1960), with limited data, asserted 
the existence of very specifi c types of alcoholism, again 
introducing an element crucial to the concept of a legitimate 
disease. Both ideas were deeply challenged by later studies 
and by the sampling design of the original database (with 
even Jellinek himself reportedly becoming a skeptic), but the 
persistence of the work is demonstrated through continued 
use of the graphic “Jellinek curve” in many treatment texts 
and pamphlets.
 Research linked to the disease approach was not central 
in the early volumes of the QJSA, although by the end of the 
1940s, alcohol dependence and its treatment were substan-
tially represented topics. Policy commitments to the disease 
concept grew with the Yale Center’s initial sponsorship of 
the National Council on Alcohol Education (NCAE), led 
by a charismatic female AA member and public relations 
expert, Marty Mann (Brown and Brown, 2001). Mann gen-
erated a campaign centered on “alcoholism is a disease like 
any other” and hence deserving of comparable treatment 
and research resources. Jellinek and Yale faculty member 
Selden D. Bacon, Ph.D., accompanied Mann at numerous 
public appearances, welding an association between Yale’s 
scientifi c base and an elaborated defi nition of alcoholism as 
a disease in need of treatment. Later, after repeated failed 
attempts, a dogged physician advocate, Marvin Block, M.D., 
gathered enough momentum to achieve victory in the 1956 
affi rmative “vote” by delegates to the American Medical As-
sociation convention that alcoholism was indeed a disease, 
demonstrating a novel approach to scientifi c truth (White, 
1998).
 These events constitute a 15-year-long jurisdictional 
“claims-making” process designating the population of 
“alcoholics” as the replacement in social policy for alcohol 
itself as the core of America’s alcohol problem (Schneider, 
1978). It is of some signifi cance that this jurisdictional claim 
was not contested, except by a tiny remnant of the Temper-
ance Movement, which still urged for Prohibition rather 
than challenging the disease concept (Penock, 2005). Such 
a problem defi nition may have offered subtle popular com-
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fort by placing the vast majority of drinkers in a broad “safe 
zone” in that, by inference, they could control their alcohol 
consumption.
 With these achievements, the stage was set for increas-
ing growth of medically based treatment consistent with the 
disease model. What emerged, however, was ambiguous, 
combining bits of science and considerable folk wisdom and 
minimally involving the medical profession. As mentioned, 
Yale faculty promoted the AA-linked goals of the NCAE 
and Yale’s relationship with the AA Fellowship was such that 
its Summer Schools of Alcohol Studies included prominent 
AA faculty. The NCAE was a public political platform for 
AA members who desired to do more than “spread the 
word” through the low-key and anonymous processes of the 
Fellowship.
 The treatment model that emerged was not AA per se, 
and AA affi liation was not presented as the treatment for 
alcoholism but as a treatment philosophy and as an essential 
support structure for recovery. The “new” content of a for-
mal treatment program embedded AA throughout its regimen 
but under medical auspices, articulated in the mid-1950s as 
the “Minnesota Model,” refl ecting its fi rst implementation in 
Minnesota’s Willmar State Hospital (Cook, 1988).
 Although not widely used, treatment for alcohol depen-
dence had been attempted in a variety of venues from the 
1840s through the Prohibition period (Tracy, 2005). To vary-
ing extents, state governments had accepted roles in treating 
alcohol-dependent people alongside psychiatric patients in 
state hospitals. Other than an early “moral treatment” model 
and discredited efforts such as the “Keeley Cure,” there was 
little in the way of a distinctive treatment technology (White, 
1998). Thus, there was little to challenge the Minnesota 
Model.
 Important in this process, however, is the (albeit limited) 
governmental acceptance of responsibility for alcohol-prob-
lem treatment. This history is shared with the treatment of 
psychiatric disorders and refl ects an earlier history of public 
management of socially dependent and marginal people in 
poorhouses (Wagner, 2005). This history plays into cultural 
and public imagery as a barrier to accepting these patients 
(or inmates) as suffering from “diseases like any other”; 
instead, they are viewed as undesirable and stigmatized de-
pendents at the margins of respectable society.
 Through state hospitals, some alcohol-problem treatment 
activity was present in most states, meaning that the further 
development of treatment services would be an expansion 
and change of existing services rather than an organizational 
innovation. This stage was further set by the NCAE (becom-
ing the National Council on Alcoholism [NCA] in 1956 and 
the National Council on Alcoholism and Drug Dependence 
in 1990), with its established chapters in many communities 
across the nation, providing constituency groups who could 
press for state-level allocation of funds for alcoholism ser-
vices (White, 2003).

 Other national activity emerged in terms of a combined 
professional and trade association for treatment programs, 
and various state-level groups to promote shared interests 
and in some instances lobbying involvement for alcoholism-
related resources. Slowly, each state and territory also devel-
oped varying forms of state-level agencies for alcohol issues, 
often strongly linked to NCA interests. While seeming to 
foreshadow a powerful national infrastructure for alcohol-
ism treatment, investing authority at the state level proved 
to be a faulty mechanism for national system-building. It 
undermined unifi ed national positions or policies on alcohol 
(and later drug) treatment and prevention issues and as-
sured fragmentation by allowing guidelines and regulations 
for resource allocation to develop just as the patchwork of 
drinking regulations evolved immediately after Repeal of 
Prohibition.

Focus on the public inebriate

 In the 1950s, NCA leadership shifted attention to reform-
ing societal management of public inebriates (Beauchamp, 
1980), using as a platform several Supreme Court cases 
challenging the criminal treatment of public inebriates. A 
campaign to decriminalize such interventions was launched, 
with the intent of referring such individuals to treatment. The 
goal was a nationwide change, and thus federal legislative 
authority was sought. This proved to be a hard-worn victory 
in Congress, with the Uniform Alcoholism and Intoxication 
Treatment Act not passing until 1971 (Wiener, 1981). The 
results may have been minimal in terms of advancing NCA’s 
cause. Although NCA strategized that allowing this genre of 
alcoholic behavior to be treated as a crime was a barrier to 
mainstreaming alcohol-related services, it certainly overesti-
mated both public interest in this issue and public sympathy 
with homeless inebriates.
 Policy did, however, change in response to this legislation, 
and state-level treatment services expanded. Program results 
revealed that many public inebriates fi t the model of the “re-
volving door,” as they repeatedly entered and left treatment 
in the same manner that they had previously entered and 
left jail. The new treatment facilities, geared as they were to 
public inebriates, did little for NCA’s mainstreaming project.
 While not abandoning this cause, NCA in the mid-1960s 
shifted resource investment and energy to employed alcohol-
ics as a massive but “hidden” social problem, contrasted with 
the public inebriates who are defi ned as unemployed and are 
anything but hidden (Wiener, 1981). Because the decriminal-
ization effort had focused on the bottom levels of society, a 
new belief emerged that this “Skid Row image” was a major 
barrier to mainstreaming. “Industrial programming” built 
on an internal NCA effort dating back to the 1940s, when 
several major companies were induced to start industrial al-
coholism programs, following a model in which a company 
physician hired an employee who was recovering from alco-
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holism as an assistant to help identify alcoholic employees 
and induce them into the Fellowship. With persistent over-
sight by the internal facilitator, workers often returned to 
the job remarkably improved (Trice and Schonbrunn, 1981). 
Anticipating the opportunities in tapping the national power 
structures and business and organized labor in taking on this 
new mission, NCA used contacts through local councils with 
top managers, with coaching and assistance available from 
experts at national headquarters, and often adding industrial 
and labor leadership to local councils.

Discovery of the problem drinker

 This NCA activity foreshadowed “occupational alcohol-
ism” efforts following the National Institute on Alcohol 
Abuse and Alcoholism’s (NIAAA) establishment. Mean-
while, the tight focus of NCA on alcoholism was challenged 
by a long-gestating federally supported report from the Co-
operative Commission on the Study of Alcoholism (Plaut, 
1967). This report heavily emphasized needed attention to 
“problem drinking,” returning attention to the issues that had 
driven the Temperance Movement. By focusing on drinking 
issues other than alcoholism, this study was a major step in 
transforming alcohol policy away from the near-exclusive 
activist-based interest in alcoholism. What is currently la-
beled the “public health” approach to alcohol issues may 
have been infl uenced by this report.
 The beginnings of this paradigm can be traced to a study 
by Riley and Marden (1947), the fi rst with national data, 
followed by two state-level publications (Maxwell, 1952, 
1958). The question of how people other than alcoholics 
used alcohol gained momentum when Mulford began his 
innovative and intensive series of national and Iowa-based 
data analyses (Mulford and Miller, 1959), looking not only 
at quantity and frequency of consumption but also at motives 
to drink and drinking consequences.
 This work was followed on an extensive scale by a group 
based in northern California, known today as the Alcohol 
Research Group (Cahalan et al., 1969). With steady federal 
funding, these scholars used social epidemiological data to 
establish the “problem drinker” as a central category for 
study and on which to build “public health” policy (Cahalan, 
1970; Cahalan and Room, 1974). Contrary to the accumulat-
ed observations of alcoholism research of its high prevalence 
among middle-aged men, their research found that young 
adult White men consistently had the highest level of heavy 
drinking accompanied by signifi cant consequences (Cahalan 
et al., 1969).
 These fi ndings uncovered what was to prove to be a 
persistent confusion and dilemma in social policy: At what 
point is a problem drinker an appropriate candidate for 
treatment? Later data showed that many young male and 
female drinkers sharply altered their drinking following life 
events of marriage, childbearing, or the launching of seri-

ous careers. At the same time, the diagnosis of AUDs rests 
heavily on sociological criteria of role performance: con-
tinuing to drink in the face of persistent failure to meet role 
obligations and adverse consequences because of drinking. 
Many such patterns are curbed by punishment, which links 
the so-called public health model directly into both of-
fi cial and unoffi cial systems of justice, adding substantial 
confusion to the medical model of responding to alcohol 
problems.
 From the early 1940s through the 1960s, defi ning alco-
holic behavior and struggling to build a treatment system to 
accommodate it was essentially the proffered amelioration 
of society’s problems surrounding alcohol. This was indeed 
a sharply narrowed focus from the past. Within the Temper-
ance ideology, alcoholism as such was of minor concern, 
but essentially all drinking was categorized as problem 
drinking, with alcohol’s insidious effects leading drinkers 
on a downward path toward inevitable social breakdown. 
Prohibition’s repeal was partly the result of this excessively 
encompassing defi nition, but the disruptive and sometimes 
costly “in-between” behaviors of “problem drinking” re-
mained socially visible. By the 1970s, a new category had 
been invented that seemed to fi t Temperance ideology and 
recall punitive approaches that were the everyday means of 
discouraging the use of alcohol altogether. Noting, however, 
that recent investments had been made in “decriminaliza-
tion,” a persistent dilemma of defi nition of appropriate man-
agement and appropriate defi nitional boundaries was thus 
created.
 It was not until the 1980s that these implications vigor-
ously blossomed in the form of concerted social attention to 
the drinking driver, one of the several categories of problem 
drinkers. Mothers Against Drunk Driving (MADD), with 
its descriptive acronym, was founded on basic principles of 
retributive justice, with the founder’s story centered on the 
drinking driver who had accidentally killed her daughter but 
who suffered minimal consequences and was actually free 
to injure others (Reinarman, 1988). The resulting national 
campaign drew substantial attention and the beginnings of a 
stream of research (Hingson et al., 1988).
 MADD’s goal to change social policy was highly suc-
cessful. It sought more severe punishment for drinking 
and driving, coupled with assurance that repeat offenders 
would lose their driving privileges. Given data that showed 
a high incidence of drinking–driving incidents among young 
people, the National Minimum Drinking Age Act, raising 
the drinking age to 21, was forced upon the states in 1984 
as a condition of receiving federal highway fund support and 
remains federal policy (Jones, 2003). To an unknown extent, 
these policies affected public stereotyping of alcohol prob-
lems, with the drinking driver being an effectively demon-
ized contrast to the middle-aged employed man who returns 
to productivity and community citizenship accompanied by 
dutiful AA attendance.
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 The timeline now returns to the late 1960s, when activ-
ist pressure from the NCA, bolstered by the recommenda-
tions of the Cooperative Commission report (Plaut, 1967), 
pressed for a federal institute devoted to alcoholism issues. 
Both local and national alcohol-problem interest groups 
contributed to this effort in what was to prove a rare show of 
consensus. Leadership was centered in Iowa Senator Harold 
Hughes, a recovering alcoholic with great persistence for 
the agency’s authorization. The mandate for this new agency 
became broadened to include, as a generic term, alcohol 
abuse, which would later accommodate the “public health” 
approach under the same umbrella as the medical/treatment 
focus. With substantial constituency pressure, President 
Richard M. Nixon signed the “Hughes Act” (Public Law 
91-616) into effect, establishing the NIAAA on December 
31, 1970 (Hewitt, 1995; Olson, 2003).
 Fulfi lling the demands of its constituency support, the 
NIAAA made its top priority the expansion and growth of 
the alcoholism treatment system, accomplished through di-
rect funding of treatment as well as demonstration projects 
and indirect funding through formula grants to the states, 
the latter being semi-discretionary funding for the states in-
tended largely for treatment. As part of this thrust, NIAAA’s 
aggressive fi rst director, Morris E. Chafetz, M.D., arranged 
for direct funding of several constituency organizations to 
promote state-level legislation supporting the expansion of 
private health insurance coverage and other legislation to 
facilitate treatment growth (Roman, 2003).

The rise and fall of workplace alcohol programs

 Among major initiatives, NIAAA took up the NCA in-
dustrial programming theme under the label “occupational 
alcoholism,” building around the notion that the majority of 
alcoholics were not on Skid Row but were employed. They 
were “hidden” in workplaces through cover-up and denial 
because of the lack of understanding that positive steps could 
lead to treatment for these alcoholics. NIAAA’s “Project 
95” targeted the alleged 95% of employed and “respectable” 
alcoholics, leaving only 5% in the unemployed, public ine-
briate category (Roman, 1981). This new identifi cation with 
middle-class America could create upward mobility for the 
whole alcoholism enterprise, as well as fi lling new treatment 
beds, with costs covered by employees’ health insurance. A 
climax for this campaign was an NCA-sponsored “coming-
out party” in 1976 for 60 elite recovered alcoholics, all of 
whom had had remarkable careers. This widely publicized 
ballroom gala included spotlights and dramatic music.
 Although health insurance coverage for alcoholism treat-
ment grew, eventually including Medicaid and Medicare, the 
presence of “occupational programs” in workplaces never 
became mandated policy except where it was required for 
federal and state employees. An effort by Senator William 
Hathaway of Maine, a temporary congressional “angel” for 

alcohol issues, to require occupational programs for all em-
ployers of companies with federal contracts failed. Despite 
its promise for massive growth in programming, the effort 
garnered little support from the alcoholism constituency on 
the assumption that such a mandate would fail to engage 
the interest and “ownership” believed to be vital for a good 
program (Olson, 2003).
 Occupational alcoholism programs were transformed 
into “employee assistance programs” (EAPs) after NIAAA’s 
national network of grantees initially failed to persuade em-
ployers to adopt programs following the NCA model. One 
of the supported grantees (Wrich, 1980) argued persuasively 
that employers had many reasons to resist adopting efforts 
labeled “alcoholism” programs, but all employers had 
“troubled employees,” persons whose performance decline 
stemmed from something other than work itself. Wrich rea-
soned that employers would accept a broad program where 
supervisors would identify these employees, regardless of 
the underlying cause of their diffi culties, and refer them to 
a diagnostic and referral specialist who served all employ-
ees with non–job-related performance problems, including 
alcoholism. Wrich also asserted that a goal of all such 
programs should be to encourage self-referral rather than 
supervisory referral, thus demonstrating employees’ trust in 
the program’s constructive intentions. Here Wrich greatly 
overestimated employees’ willingness to address their own 
alcohol problems through self-referral, which foreshadowed 
the eventual end of signifi cant use of EAPs for employees’ 
alcohol and other substance abuse and dependence. EAPs 
continued to fl ourish in subsequent decades with employees 
deciding the problems for which they desired help instead of 
being pressed in that direction by their supervisors.
 This did not occur while NIAAA enthusiastically en-
dorsed the EAP model, a period that indeed saw rapid 
growth in employers’ adoption of EAPs. Federal support cov-
ered the national network of “occupational program consul-
tants,” a quasi-professional association designed in part for 
lobbying, a small amount of research, and several uniquely 
targeted demonstration projects for unions and other specifi c 
occupations. While NIAAA support was present, attention 
to employee alcohol problems was assured, but when it was 
withdrawn by the 1982 limitation of NIAAA’s authority to 
supporting research, this emphasis declined sharply.
 EAPs, many of which became low-cost telephone referral 
services in the competitive marketplace, could not sustain 
a fl ow of alcohol-troubled employee referrals. Compared 
with problems for which employees actively seek help, 
alcohol problems present many challenges and require 
special knowledge of AUDs. Thus, the optimism that led to 
rejection of Hathaway’s policy proposal in 1978 came to an 
ironic conclusion. EAPs are defi nitely the norm across most 
American workplaces except for small businesses, but they 
only marginally deal with employee alcohol problems (Blum 
and Roman, 1995).
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Treatment for alcohol problems and social policy

 NIAAA’s hoped-for synergy in the early 1970s among the 
triadic goals of readily available inpatient treatment, health 
insurance coverage, and employed patients with insurance 
coverage was achieved for a time during the late 1970s 
and early 1980s. Treatment program development attracted 
entrepreneurs, some of whom profi ted substantially from 
inpatient hospitals offering the 28-day Minnesota Model. 
Needed investment was minimal, with technology limited 
to equipping a small detox unit and manpower needs fi lled 
by a ready coterie of recovering alcoholic counselors. Low 
salaries for such staff were the norm, as many felt driven by 
their “calling,” while their minimal credentials precluded 
competition for other employment in the helping professions.
 As with workplace programs, treatment activities lost 
NIAAA direct support during the 1980s unless they could 
successfully tap federal formula grants given to their respec-
tive state alcohol authorities (Roman et al., 2000). Several 
other events came to produce a “perfect storm” that led to 
widespread closing of treatment programs by the early 1990s 
and transformation of organizational activities for those that 
remained.
 The primary factor was that the mid-1980s’ Reagan War 
on Drugs had adverse spillover effects on policies that had 
seemed to signifi cantly advance treatment for alcohol prob-
lems. Government pronouncements made no distinctions 
between alcohol and illegal drugs, and demonized drug users 
were portrayed as greedy for any and all substances, includ-
ing alcohol. “Pure” alcoholics were believed to have largely 
disappeared, replaced by “polydrug” users. Thus, those with 
AUDs were affected by the stigma primarily imposed on 
illegal drug users. This clearly affected public attitudes of 
support for dealing constructively with the entire category 
of those drifting into trouble with alcohol or other drugs, 
ambiguously suggesting marginalization for all such people.
 Further, the new industry of managed care emerged dur-
ing the late 1980s as a tool to reduce employers’ costs for 
health care. The guiding premise was that employees made 
overly expensive health care choices on their own, and health 
care professionals did not consider cost or redundancy in 
making recommendations to patients. Thus, companies 
contracted with managed care fi rms to screen treatment deci-
sions at all levels to limit care to essential treatments.
 Because of its technological simplicity compared with 
nearly all other forms of health care, alcoholism treatment 
quickly became a key target for managed care. Inpatient care 
and repeated treatments were both challenged, supported by 
a government study that had found no differences in out-
comes between inpatient and outpatient care (Saxe, 1983). 
The alcoholism treatment industry apparently did not have 
evidence to rebut these assertions, and their credibility was 
further undermined by evidence that in most instances all 
patients received the identical duration and content of care.

 Finally, during this period, many states were merging the 
previously mandated separate authorities on alcohol and 
other drug problems, eliminating many prior distinctions 
between alcohol and other drug treatment policies. These 
mergers coincided with the “desegregation” of most previ-
ously alcohol-only treatment programs, with only therapeutic 
communities and methadone maintenance remaining exclu-
sively focused on other drugs. Treatment programs that had 
lost support for inpatient treatment adapted through broad-
ened caseloads and primary emphasis on outpatient care.
 Merging alcohol and other drug treatment was one more 
factor sustaining the stigma associated with alcohol prob-
lems. Information for the public emanating from different 
branches of federal and state governments created a true 
Tower of Babel: the draconian messages from the continu-
ing War on Drugs; genesis of new substance use disorders 
associated with all illegal drugs including marijuana; mes-
sages that “treatment works” although entertainment stars 
and television dramas show discouraging outcomes; and 
most recently, legalization of marijuana use by legislators 
in the shadow of government emphases on its addictive and 
brain-damaging properties. Finally, while advocates of re-
covery push for their own social integration and acceptance 
into responsible social roles (particularly in the workplace), 
the scientifi c leadership announces the “discovery” that 
dependence on drugs and alcohol are chronic brain diseases 
marked by unpredictable periodic relapses (Leshner, 1997). 
One study of national public response to these muddled poli-
cies makes clear that, among those with behavioral disorders, 
persons with alcohol problems have experienced high levels 
of social rejection that have been sustained at much the same 
level for decades (Pescosolido et al., 2010).
 Last, as a major change in social policy, health care re-
form through the Affordable Care Act (ACA) is slowly being 
implemented, including potentially dramatic consequences 
for the treatment of alcohol and other drug problems (Buck, 
2011). Inclusion of these problems in the ACA is not drawn 
from public or congressional sentiment, such as occurred 
at the establishment of NIAAA, but is heavily the result of 
the presence of an unrivaled advocate for the specialty, A. T. 
McLellan, Ph.D., as Deputy Director of the White House’s 
Offi ce on National Drug Control Policy during the consulta-
tions that shaped the ACA.
 Treatment coverage under the ACA will be included in 
almost all group health insurance policies, and the previously 
passed Parity Act will preclude treatment limits (Herrara et 
al., 2013). With the expansion of Medicaid coverage, mil-
lions of persons who likely have AUDs will be eligible for 
covered treatment. Primary care is to include routine screen-
ing and brief intervention for alcohol problems. Access to 
appropriate treatment should occur in the context of the 
“medical homes” where all services will be coordinated.
 The rigid requirement of abstinence as the single accept-
able treatment target may be altered through integration with 
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primary care. This would bring treatment of AUDs into line 
with the practice of medicine, which is characterized by 
standards of patient improvement in response to intervention, 
not cure. In many cases, medicine recognizes that the lack of 
patient cooperation with a treatment regimen will retard or 
prevent improvement, in which case the patient is the site of 
explanation, not the treatment. Success rates of AUD treat-
ment would increase dramatically if they were established at 
the close of formal treatment, as in other medical care, rather 
than months or years later.
 On the downside of ACA-based change is whether inte-
grated care can include treatment provided by the current 
staffi ng of alcohol and other drug treatments. The ACA’s 
expected stringent regulations about credentials necessary 
for reimbursement do not appear to fi t the notoriously low 
levels of training currently required in alcohol and other 
drug treatment programs.

The alcoholic beverage industry and government policy

 Upon documenting the large amount of public resources 
devoted to detecting and processing persons who drink while 
they are “underage” and/or who operate a motor vehicle after 
having consumed a modest amount of alcohol, it is easy to 
miss the fact that government policy in general is highly sup-
portive of the alcoholic beverage industry. The single defeat 
of possible signifi cance for the industry in the past 75 years 
has been the nationwide raising of the legal drinking age to 
21, although this clearly did not prevent drinking among the 
“underaged.” The industry objected strenuously to successful 
federal attempts to place warning labels on beverage con-
tainers, but there is little evidence of signifi cant impacts of 
this change on consumption in contrast to sharply increased 
taxation, which the industry has effectively thwarted (Cook, 
2007).
 Decades of research by economists have clearly demon-
strated that reduced availability of alcohol through limiting 
sales outlets will reduce drinking and its accompanying 
problems (Chaloupka et al., 2002). Likewise, multiple stud-
ies have shown that increasing the retail costs of alcohol will 
likewise decrease drinking and its social costs. Essentially, 
none of this research has infl uenced social policy.
 Beginning at the grower level, farm subsidies are available 
to producers of grapes used in making wine and the grain 
products necessary for producing beer and distilled spirits. 
Taxation of alcoholic beverages at the federal level is noto-
riously low, and the alcoholic beverage industry is said to 
prevent or minimize raising these taxes through an extensive 
network of lobbyists. As a consequence, cost prevents very 
few drinkers from accessing alcohol. These lobbyists are 
found also at the state level, where taxation of alcohol also is 
modest and does not vary widely from state to state, possibly 
infl uenced by concerns over those traveling to another state 
to fi nd bargains and using the purchases en route.

 Although initiated on rare occasions, taxes on alcoholic 
beverages are rarely earmarked for treatment or rehabilita-
tion of those with AUDs but may fi nd their way into support 
for detection of underage drinkers or driving drinkers. There 
is no direct tax on the producers to cope with the societal 
damages caused by their products. In most instances, in-
cluding at the federal level, taxes obtained from consumers 
disappear into general funds. While offering token support 
to “prevention,” the alcoholic beverage industry essentially 
carries no burden for the consequences of using its products, 
a distinctive government subsidy (Babor, 2009).
 Access to alcohol is nearly universal. Although very few 
counties still maintain prohibition of alcohol sales, this does 
not make them havens of abstinence (Gary et al., 2003). 
Regulations limiting the location of retail distribution, rules 
established post-Repeal, have slowly deteriorated in many 
locales so that few are precluded alcohol access because of 
geographic distance. To generate tax revenues, communities 
dominated by conservative fundamentalists, in which local 
Prohibition has been repealed for 30 years or less, have now 
approved “liquor by the drink” and Sunday retail sales.
 Last, the government offers substantial support to the 
alcoholic beverage industry by assuring order, at public cost, 
in settings where alcohol is consumed to excess and there is 
potential for chaos and substantial damage. This is supported 
by the author’s observations in “college towns” and at com-
mercial sporting and concert events where police actions 
assure that beverage distribution and sales can continue as 
smoothly as possible, while those who threaten damage to 
themselves and others are apprehended, jailed, and heavily 
fi ned as a condition of release. This symbiotic arrangement 
is sustained by added staffi ng and overtime among law 
enforcement personnel and public revenue from punitive 
fi nes. There are no known analyses of the relative fi nancial 
benefi ts to the participating parties in these widespread 
arrangements.
 The U.S. alcoholic beverage industry is the “paradigm 
case” of near-zero demonstration of social responsibility. 
This deserves explanation rather than condemnation. When 
Repeal occurred, the beverage industry had to rebuild largely 
from scratch. Because of continuation of its demonization by 
Prohibitionists, it was excluded from post-Repeal responsi-
bility and instead given only limits rather than expectations. 
Policymakers at the time could have demanded its involve-
ment in dealing with the inevitable consequences of its 
products’ use through supporting treatment.
 The demonized image prevented this interaction and es-
sentially took the industry “off the hook” for any kind of 
involvement or contribution. Interaction by policy leaders 
and scientists with the beverage industry was, and continues 
to be, viewed as a path to corruption. Thus, apparent irre-
sponsibility is the result of exclusion. From a rational-choice 
perspective, it is unlikely that the industry will now initiate 
any such moves when there is no societal expectation to do 
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so and no apparent adverse effects on sales attributable to 
a lack of playing a constructive role in ameliorating social 
costs and consequences.

Conclusion

 In conclusion, social policy regarding alcohol issues has 
two major arms, one directed toward alcohol dependence 
and the other toward alcohol problems. There are junctures 
at which the two streams run together and create confusion 
as to the appropriate policy actions. Three industrial com-
plexes have most recently determined the course of policy: 
the treatment industry; the “public health” industry combat-
ing drunk driving, underage driving, and collegiate behav-
ior; and the alcoholic beverage production and distribution 
industry. Of these, the treatment industry faces the greatest 
external challenge through the ACA and health care reform. 
Several directions are possible, but likely substantial con-
fl ict will intervene as the specialty interest either sustains 
itself as a respected referral outlet for AUDs that need to be 
successfully treated, becomes a substantial specialty within 
primary care and family medicine, or is absorbed into a 
psychiatry-dominated treatment stream that is more or less 
integrated into medical treatment. Given the broad and deep 
vested interests in all three of these industries, there should 
be cautious doubt that any change will occur rapidly or 
defi nitively.
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