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Introduction

Alcoholism is a fatal disease, 100 percent fatal. Nobody survives
alcoholism that remains unchecked. We would estimate that 10 per-
cent of the drinkers in America will become alcoholic, and that these
people will not be able to stop drinking by themselves. It is a myth
that alcoholics have some spontaneous insight and then seek treat-
ment. Victims of this disease do not submit to treatment out of spon-
taneous insight—typically, in our experience they come to their recog-
nition scenes through a buildup of crises that crash through their
almost impenetrable defense systems. They are forced to seek help;
and when they don’t, they perish miserably.

This disease involves the whole man: physically, mentally, psycho-
logically, and spiritually. The most significant characteristics of the
disease are that it is primary, progressive, chronic, and fatal. But it
can be arrested. The progress of alcoholism can be stopped, and the
patient can be recovered. Not cured, but recovered. This is a hard-
headed, pragmatic statement of fact which has visible proof in the
recovery of thousands of alcoholics who are well today. They are
alive, and they bring alive hope for countless others. Their return gives
the lie to the notion that this illness is too complex and too individual
by nature even to tackle.

At the Johnson Institute in Minneapolis, Minnesota, we have had
the privilege of assisting in the development of three such treatment
programs in private general hospitals in Minnesota and Nebraska.
The oldest is in its fifth year in St. Mary’s Hospital in Minneapolis,
where a 52-bed unit is available for treatment of this disease. The
programs in these three hospitals have recovered thousands who were
desperately sick. These people have returned to happy and productive
lives—not the bleak, unrewarding, abstinent existence that is as-
sociated with arrested alcoholism.

Very simply, the treatment involves a therapy designed to bring the
patient back to reality. The course of treatment consists of an average
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of four weeks of intensive inpatient care of the acute symptoms in the
hospital, and up to two years of aftercare as an outpatient.

Annual studies of St. Mary’s former patients have consistently
indicated that 52 percent of the patients never drink again after com-
pleting the program. The other 48 percent relapse and experiment
with alcohol. About half of these dropouts return and complete the
outpatient program successfully, and remain abstinent. This means
that in the end three out of four of St. Mary’s patients successfully
recover from alcoholism. Continuing studies of the patients at the
other two hospitals have indicated almost exactly parallel results.

The myths and old wives’ tales around alcoholism are legion. When
you demythologize it, you find that this disease is an entity as distinct
as measles. Alcoholism has a describable, predictable pattern of pa-
thology. It is primary in the sense that it effectively blocks any care
or treatment we might want to deliver to any other problem; if an
alcoholic has a diseased liver, which he frequently does, the doctor
cannot do anything about the liver until the alcoholism is brought
under control. Our observation of the illness leads us to believe that
it is always progressive. It never plateaus. It always worsens.*

Who contracts this illness? What sort of personality becomes al-
coholic? The answer seems to be that, mysteriously, all sorts of per-
sonalities become alcoholic. The fact is that the cause of alcoholism
is unknown. The difficult question, in fact, is why some people cannot
become alcoholic no matter how hard they try. A drinker has to be
able to develop a tolerance for ethyl alcohol or he can’t make it. If
alcohol makes him sick and he throws up, he is immune. Drinking is
not enough—you have to get drunk to become alcoholic, but even the
definition of drunkenness can cause endless debate.

Our most startling observation has been that alcoholism cannot
exist unless there is a conflict between the values and the behavior of
the drinker.

People of every stripe of character and morality become alcoholics,
but ultimately the disease causes all its victims to behave in a destruc-
tive and antisocial way. In searching for common denominators, we
have observed that the alcoholic is likely to be an achiever in his peer
group. Interestingly, people who appear entirely phlegmatic seem less
likely to become addicted to alcohol or other mood-changing chemi-

*We mention on p. 84 a plateau which may occur during recovery. This never
happens in the illness itself.
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cals. They just live along, and the frustrations of life don’t seem to get
to them—neither does alcohol. Another way of avoiding this conflict
is not to care. Sociopaths appear to lack the values or conscience
essential to the conflict we observe in alcoholics. They actually feel
no guilt or shame.

Since it is not known why people become alcoholic, the Johnson
Institute began to inquire into other areas. Why do people who have
the disease wait so long to get treatment? Why do they suffer so long?
To accept the necessity of such extreme suffering and such damage
seemed unconscionable. Since alcoholism is progressive and fatal, it
was evident that the most urgent need was to stop the process of the
disease as early as possible. We were very much concerned about the
popular conviction that you could not do anything with an alcoholic
until he hit some ultimate bottom. A first effort of the Institute was
to study 200 recovered alcoholics. Our questions were designed to find
out why they suffered so long and what kept them from getting help.
Our goal was to discover how they came to treatment.

Well, it turned out that we were asking the wrong questions in the
wrong way. We repeatedly got reports from recovered alcoholics that
they had simply seen the light, that a spontaneous insight had brought
them to treatment. By redesigning the questions we came up with the
information—and the truth: all these people had suffered a buildup
of crises that brought them to a recognition of their condition. The
crises themselves were usually fortuitously grouped together so that
they broke through the almost impenetrable defenses of the victims
of the disease, which were organized into highly efficient “denial
systems.”

It became clear to us that it was not only pointless but dangerous
to wait until the alcoholic hit bottom. The crises everybody was trying
to help him avoid could actually be employed to break through his
defenses, by an act of intervention that could stop the downward
spiral toward death. We came to understand that crises could be used
creatively to bring about intervention. Because, in fact, in all the lives
we studied it was only through crisis that intervention had occurred.
This led to experimentation with useful methods of employing crisis
at earlier stages of the disease.

For ten years now, people have charged the Institute with inventing
a system of treatment based on creating crises. And our response is
that we do not invent crisis, that it is not necessary to invent it. Every
alcoholic is already surrounded by crises, no one of which is being
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used. All we have to do is to make those around him knowledgeable
enough so that they can start using the crises. This makes it possible
for them to move sooner, and to limit the very real damage to them-
selves that comes from living with a worsening situation. In a later
chapter we will explain how crises can be employed to set up confron-
tations which can lead to successful treatment.

A misconception about alcoholism causes people to be fearful to
confront alcoholics. We are told that the alcoholism may be a cover
for some more serious emotional disorder, and that alcoholics can be
shattered if they are cornered. Another misconception is that since he
behaves the way he does, the alcoholic is heedless and does not care
what damage his behavior causes. This leads to the erroneous assump-
tion that he will be unresponsive to any attempts to help him. Because
of his wide mood swings, the alcoholic is a formidable person to
confront, and it is true that he is able skillfully to rationalize his own
behavior. But in this book we will share our observations that the
alcoholic does not smash so easily, and that there is an explanation
for his careless behavior. Actually he is loaded with self-hatred which
is repressed and unconscious, and he projects this onto the persons
around him.

The people around an alcoholic do not realize how little he knows
of himself and of his own behavior. He is not confronted by his own
actions; many of them he is not even aware of, although those around
him assume that he is. They believe that he sees himself as they see
him. In point of fact, as the disease runs its course, he is increasingly
deluded. He lives with increasing impairment of his judgment, and
eventually loses touch with his emotions entirely. He has conscious
and unconscious ways of forgetting painful experiences. It is a matter
of self-survival. If a person is alcoholic, by definition he is unable to
recognize the fact. Any attempt to interrupt his drinking or change
his life-style he views as meddling.

Since the alcoholic is not going to have any spontaneous insight,
and since his disease makes it so difficult to approach him, it is crucial
that the persons close to him understand the nature of his problem.
For they must take the initiative if the illness is to be arrested. One
of the chief goals of this book is to explain why this is so and how to
do it.

Very different sorts of people become alcoholic, but all alcoholics
are ultimately alike. The disease itself swallows up all differences and
creates a universal alcoholic profile. The personality changes that go
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with the illness are predictable and inevitable, with of course some
individual adaptation. When we describe the behavior of a victim of
this disease, there is always instant recognition by members of the
family. The classic description fits almost any individual alcoholic to
a startling degree.

It is our observation that the symptoms we find are present in
victims addicted to other chemicals. In observing the effects of alcohol
we have inevitably been forced to evaluate the effects of mood-chang-
ing chemicals such as the amphetamines, the barbiturates, and the
minor tranquilizers. Persons dependent on these chemicals go
through the same disintegration as the alcoholic. And they can be
recovered by the same treatment that is proving so successful with
alcoholics. Nowadays, a majority of alcoholics are simultaneously
involved with other mood-changing chemicals. Our treatment was
developed in the light of this reality, and is effective with multiple-
chemical use.

The experimental programs in the field of alcoholism that led to the
founding of the Johnson Institute began in 1962. The early studies
were conducted within the framework of the parish of St. Martin’s-by-
the-Lake, an Episcopal church in Minneapolis which volunteered
itself as a working laboratory. A four-man staff of clergymen devoted
themselves to solving certain major problems in the community, one
of which was alcoholism. Community leaders who saw the value of
continuing work in this field then organized the Johnson Institute in
1966 as a non-profit foundation. Two basic goals were set up: to design
specific programs for alcoholics through applied research, and to
educate the public in methods of intervention. In pursuing these goals
the foundation discovered that it was necessary to use a multidisci-
pline approach which would include the fields of medicine, psychol-
ogy, sociology, theology, and practical drug experience.

We soon realized that we could not have an effective working
laboratory unless we were directly involved in treating alcoholics.
And treating alcoholics led us to the obvious conclusion that alcohol-
ics should be treated where other sick people were treated—that is,
in our general hospitals. So we were very fortunate when St. Mary’s
General Hospital approached us in 1966 about opening its doors to
these patients. We started with 16 beds in a 600-bed hospital. They
filled immediately, and we had a waiting list. The unit at St. Mary’s
grew from 16 to 25 beds, then 36, then 42, and eventually to 52 beds,
or a full floor in the modern section of the hospital. From the first we
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designed the unit as simply another service for the medical staff. The
admitting physician in this design is the attending physician. Some
200 doctors have used the service for their patients. The result has
been the creation of a great medical resource for alcoholics.

Since the opening of the alcoholic unit at St. Mary’s, our Institute
has started programs in other hospitals, among the first of which were
Miller Dwan General Hospital in Duluth, Minnesota, and Lincoln
General Hospital in Lincoln, Nebraska. We are getting reinforcing
statistics from these hospitals. This total experience supports our
conviction that alcoholism can be effectively treated and that a large
majority of alcoholics can be saved from an ignominious death.

In the next chapters we will describe our observations of the process
by which the social drinker develops a chemical dependency and
becomes alcoholic. This mood-changing drug can precipitate the on-
set of a disease with a predictable, inexorable course. It can ultimately
destroy the physical, emotional, spiritual, and mental life of the vic-
tim. The disease is typified by a progressive “mental mismanagement”
and an increasing emotional distress which can reach suicidal propor-
tions. There is a developing spiritual impoverishment that makes the
destruction complete. Because this pattern can now be specifically
described, a specific form of treatment can be employed with predicta-
ble and significant recovery rates.

People who get sick with this disease can and do get well.

e



.
A Drinking Culture

Let me get you a little dividend

As we begin to deal in detail with the progressive emotional distress
of alcoholism, the fact that we can now be specific is worth noting.
There has been very little precise information on the course of the
disease. Virtually all of us in our society have been exposed to alcohol-
ism in some form or other, and it has caused us great consternation
and confusion. We have had no handle or method for approaching it
which was specific enough so that we could take directions and set
goals. Alcoholism has been as a health problem both too complex and
too idiosyncratic to handle within the framework of conventional
medical care.

Our approach at the Institute has been strictly pragmatic. We have
not been out to prove any theory. We were simply given the oppor-
tunity to observe literally thousands of alcoholics, their families, and
the other people surrounding them. All our trained and experienced
personnel shared their observations, and we came up with the discov-
ery that alcoholics showed certain specific conditions with a remarka-
ble consistency. Such applied research then led to the development of
experimental programs designed to try to meet these conditions and
cope with them. As the years passed, we continued to use and refine
the programs that worked in practice. A decade of such efforts is
reported in this book.

First we noted that physical addiction with its withdrawal problems

could be quite safely handled in a qualified medical setting. The
process of detoxification is essentially the substitution of some other
chemical for alcohol while the toxic effects of the alcohol subside. This
process is generally completed within a few days. We can take care
of the physical addiction with relative ease; the burden of the harmful




8 I'LL QUIT TOMORROW

dependency is psychological. Breaking through the psychological ad-
diction is a much more complex and difficult problem.

Nevertheless, our continuing experience with increasing numbers
of cases suggested that this condition could be accurately described
in terms of a special kind of emotional distress found to be present in
all of them. In order to illustrate this universal emotional pattern of
alcoholism we used the Feeling Chart. This is essentially a straight-
line graph where all human emotions can be represented. The mood
swings which are the emotional symptoms of alcoholism are shown
on successive graphs as we trace the inevitable deterioration of the
self-image of the suffering alcoholic.

In Figure I below, human feelings are registered graphically from
left to right. The most painful feelings at the far left merge into less
painful ones, which shade into normal feelings and ultimately build
to ecstatic emotions or the euphoria depicted at the far right of the
graph. Thus the feelings range from suicidal despair to ecstasy.
Theoretically, everybody is somewhere on this graph at any given
moment. Since we all have mood swings, in a lifetime any of us would
move over a large part of this spectrum. According to the law of
averages, most of us would occupy the center of the graph during
most of the days and years of our lives.

Figure |

THE FEELING CHART

PAIN EUPHORIA

NORMAL [

We have arbitrarily divided all human emotion into three feeling
areas. We are not suggesting that the population is divided in this way.
We do not know exactly how many human beings would fall into each
category. But for the purpose of illustrating the dynamics of alcohol-
ism or mood swings, the chart can be useful to us as a tool. Moods
range from “I’'m no damn good” up through “I'm okay,” to “I'm
blissful.” We can assume that the great majority of persons are emo-
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tionally more or less comfortable and therefore in the middle of the
chart. A significant fraction of the population live in chronic emo-
tional pain and need help. While there are fewer profoundly or ecstati-
cally happy people, at any one time they do exist. The question of how
many there are in each category is not important. Inexplicably, al-
coholism seems to hit approximately 10 percent of each of these
groups as we roughly define them in considering our patients’ earlier
histories—the desolate and the joyful alike. One might think that
people in chronic emotional pain would become alcoholic in dispro-
portionate numbers, and on the other hand, that productive, well-
adjusted individuals with integrated personalities would have a pow-
erful immunity. On the basis of the thousands of alcoholics we have
observed, this is not true of the conditions that precede their active
alcoholism.

Joe loses his wife, becomes distraught with grief and starts drinking
heavily. He does become helplessly alcoholic as a result. But Harry
and Tom, who are also inconsolable with grief and who also try to
drown their sorrows, do not become alcoholic. Since we cannot antici-
pate who will take the downward, disastrous path, the only productive
way to study the disease is to consider thousands who already have
a harmful dependency and retrace their progress into alcoholism.
Before the onset of the disease, their emotional backgrounds are differ-
ent. After they have contracted the illness, however, it becomes more
and more apparent that the pattern of emotional distress is universal,
and that chemically dependent people not only show the same pa-
{hology, but respond to the same treatment. We use the Feeling Chart
to record the drinking experience of the alcoholic from the first phase,
or introduction to ethyl alcohol, to the first instance of emotional cost
which signals the onset of the disease, and finally to the last, fatal stage
which may be either slow or rapid suicide.

The first two phases on the Feeling Chart, discovering or learning
the mood swing and seeking the mood swing, are entirely pleasant and
benign. They describe the experiences of all drinkers, not just alcohol-
ics. The individual is introduced to some beverage containing ethyl
alcohol (wine, beer, or distilled spirits), and in our culture this will
likely be very early in life. It may be beer or liquor from the parents’
supply. It may or may not taste good, but it is a significant discovery

_as a new feeling, and in no time most young drinkers get accustomed
to the taste. In terms of the Feeling Chart, that first drinking experi-
ence is a mood swinger in a postive direction—it gives the drinker a
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warm, good feeling, may even make him giddy, depending upon the
amount. And when the effects of the alcohol wear off, the drinker
returns to normal (see Figure II). There is no damage, there is no
emotional cost. On the chart he goes from 1 to 2, then swings back
to 1 again when the effect disappears.

Figure ||
PHASE ONE: LEARNS MOOD SWING

NORMAL ‘
1 2
/Xy
7 3t l
P

FIRST DRINK MOVES HIM

IN WELCOME DIRECTION

AND IS A PLEASANT EXPERIENCE
(1 TO 2 AND BACK TO 1 AGAIN)

PAIN \ EUPHORIA

The initiation has been interesting and pleasant, and the only af-
tereffect is the exhilaration of a new experience. The new drinker is
onto a good thing. The fact that he can make himself feel better is a
real discovery. He can turn it on and he can turn it off. There are three
steps in this learning experience. Alcohol always moves him in the
right direction. He can control the degree of the mood swing by the
amount. And it works every time. If one drink will do this, two or
three will do that. It does not take very long to learn that he can set
the amount and select the mood. He swings up into a relaxing mood,
then swings back to home base. So, on the chart, it is 1 to 3 and then
back to 1 again (see Figure III).

Notice, too, how he is learning. It is not from a lecture or a printed
page—that is, didactically or intellectually. He is learning experien-
tially, by doing it. And he is learning by feeling it, or emotionally,
which is the very best way to absorb anything. This is the difference
between learning to drive a car from behind the wheel—with the surge
of power under your foot as you depress the accelerator and the
landscape whipping by until you brake and grind to a stop—and a
purely classroom type of experience with a good book on How to Drive
an Automobile. There is no comparison between these learning pro-
cesses.




