
E. M. Jellinek’s Disease Concept of Alcoholism

The 1950s saw the United States having emerged victorious
from the Second World War, enjoying a prodigious indus-
trial and economic boom, and witnessing a new liberation in
youth culture, epitomized by the birth of rock and roll music.
America also was dancing quickly out of the shadows of
prohibition with the aid of a buoyant and reinvigorated
alcohol industry. More likely to support and propagate the
notion that ‘alcoholism comes in people, not in bottles’, thus
down-playing broader environmental influences (e.g. alcohol
availability, accessibility, price) and alcohol pharmacology
(i.e. that it also causes toxicity and intoxication-related
harms independent of addiction), the Zeitgeist of the 1950s
was ripe for E. M. Jellinek’s ‘The Disease Concept of
Alcoholism’. Yet, somewhat surprisingly, given its title and
this historical context, the book’s major contribution was to
highlight a shift from a linear, quantitative view of
‘alcoholism’ as a singular progressive disease to the notion of
a highly heterogeneous disorder from which more homoge-
neous, qualitatively distinct subtypes might be derived, only
some of which may constitute disease. Furthermore, despite
the book’s ostensible disease focus, potentially evoking a
reductionistic and purely biogenic orientation to addiction,
Jellinek places the etiology and clinical course of alcoholism
within a very broad cultural and socio-economic context.
The book remains a rich and informed treatise of the topic of
alcohol problems that reveals a humbling and unsettling
truth regarding the degree of progress wemay think we have
made in the 60 years since its publication.

INTRODUCTION

Clinicians, researchers and scholars of addiction today
might believe that describing addiction as a ‘disease’,
‘disease of the brain’ or ‘chronically relapsing brain disease’
reflects the latest enlightened, state-of-the-art and scientif-
ically cutting-edge knowledge and thinking on the matter
about which prior generations were ignorant and wrong.
If so, reading or re-reading E. M. Jellinek’s The Disease
Concept of Alcoholism (1960) [1] is likely to be a deflating
experience, as it opens the door to at least 150 years (prior
to 1960) of research, clinical observation and scientific
commentary on this very notion. Furthermore, despite
the book’s ostensible focus on ‘disease’—potentially evok-
ing a reductionistic and purely biogenic orientation to
addiction—Jellinek places the etiology and clinical course
of alcoholism within a very broad cultural and socio-
economic context detailing the interactionswith individual
(biological) vulnerability. Reading it is both a humbling
and, simultaneously, a strangely reassuring experience;

humbling in the sense that while we may think we are
the informed generation and on to something novel, we
are not; and strangely reassuring in the sense that
there is perhaps some dubious comfort to be gained in
observing the consistency over hundreds of years in
clinical, scientific, public health and criminal justice
debates surrounding the issue of addiction as disease or
vice, that we are on the ‘right’—or at least the same—path
as our predecessors.

In this paper, I begin by describing the historical
context, nature and origin of the book and then outline
how Jellinek grapples with notions of purported accuracy
versus pragmatic utility of different definitions, including
that of ‘disease’, ‘illness’ and ‘disorder’. Then, placing the
construct of addiction as a ‘disease’ in our contemporary
context, I discuss Jelinek’s formative search for, and
description of, more homogeneous qualitatively distinct
clinical subtypes of alcohol disorders: a major contribution
of the book.

Importantly, the historical context for the writing of the
book was 1950s America, as the United States emerged
victorious from the Second World War, was enjoying a
prodigious industrial and economic boom and witnessing
a new liberation in youth culture that was epitomized by
the birth of rock and roll music. Indeed, America was
dancing quickly out of the shadows of prohibition with
the aid of a buoyant and reinvigorated alcohol industry
which probably fueled the party atmosphere of the
1950s. The industry was also more likely to support and
propagate the notion that ‘alcoholism comes in people,
not in bottles’. In other words, this jubilant and optimistic
Zeitgeist was conducive to much greater emphasis being
placed on individual vulnerability to the ‘disease’ than on
a broader public health model that places crucial impor-
tance on additional environmental variables (e.g. alcohol’s
availability, accessibility and price; socio-economics) and
the nature of alcohol itself (i.e. that is, causes harms beyond
addiction, such as toxicity and intoxication-related harms).
Consequently, the stage was set for an opening to entertain
a focus on a disease concept of alcoholism.

Clinicians and students of addiction are perhaps most
likely to have encountered Elvin Morton Jellinek in the
context of the widely known ‘Jellinek Chart’—a V-shaped
diagram constructed initially by British psychiatrist Max
Glatt at Warlingham Park detoxification unit in England,
but based largely on Jellinek’s work detailing the phases
of ‘alcoholism’ [2]. The chart depicted increasingly severe
consequences in the decent into severe alcohol addiction,
ultimately hitting ‘bottom’, before (hopefully) moving up
the other side of the V-shaped curve, marking the positive
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physical, mental and spiritual gains of recovery. In contrast
to this linear and quantitative view of ‘alcoholism’ as a
singular progressive ‘disease’, Jellinek’s classic text, ‘The
Disease Concept of Alcoholism’, published approximately
15 years later, was perhaps most famous for its delineation
of several qualitatively distinct subtypes of ‘alcoholism’,
only some of which he describes as meeting the criteria
for being a ‘disease’.

The book is well known among older addiction scholars
of taxonomy and researchers attempting to define and
refine the construct of ‘alcoholism’ or ‘addiction’ as well
as adherents to the disease model of addiction. Indeed,
the overall goal of the book is to discuss the ‘disease nature
of ‘alcoholism’ ([2], p. ix), and was commissioned by the
Christopher D. Smithers Foundation. As outlined in the
Preface, the book is focused and circumscribed in scope,
and Jellinek emits a humble and unpretentious tone
immediately from the outset: ‘The subject of this study
represents not more than a small section of the problems
of alcohol—a very small section indeed’. He also down-
grades, somewhat, the perceived central importance of
the topic of alcoholism as a ‘disease’ but acknowledges it
as significant nonetheless: ‘… I wish to state that the
question of the disease nature of ‘alcoholism’ is a part issue,
but as such a fairly important one’ ([2], p. ix).

Jellinek is a stickler for linguistic precision. He even
takes space in the Preface ([2], p. ix) to debate whether
the book should have been called the ‘Disease Concept of
Alcoholism’ or the ‘Disease Conception of Alcoholism’

before going on to discuss other issues in language choice,
accuracy and terminology more broadly. He begins the
book with a review and discussion of alcoholism and how
it should be labeled, raising the question as to whether
‘disease’, or alternative terms such as ‘illness’ or ‘disorder’,
may be more preferable. In this respect, I think he raises an
important point. He implies that describing alcoholism as
an ‘illness’ or ‘disorder’ may arouse less controversy
because many people may implicitly associate ‘disease’
with infectious disease, and thus may find it difficult to
accommodate the idea of ‘alcoholism’ as a disease. This
idea may have very current implications, as there has
been a concerted attempt by American federal institutions
[e.g. the National Institute of Drug Abuse (NIDA)] to
specify and describe addiction as a (brain) disease, in an
attempt to emphasize it largely as a medical and neurobio-
logical entity and thereby decrease stigma; however,
‘illness’ or ‘disorder’ may be more acceptable and equally
valid substitutes for ‘disease’, as they are meant as syno-
nyms, and do not reflect gradations of severity. The ques-
tion of whether use of the term ‘disease’ when referring
to addiction (as opposed to ‘illness’ or ‘disorder’) may
actually enhance or inhibit its acceptance as a truemedical
condition is an interesting one and, ultimately, one that
should be investigated empirically.

For the purposes of the book, he offers an operational
definition of ‘alcoholism’, perhaps somewhat surprisingly
arriving at a very broad definition of ‘alcoholism’ as: ‘…
any use of alcoholic beverages that causes any damage to
the individual or society or both’ ([2], p. 35). He then
immediately goes on to criticize it, stating that his definition
is so broad it borders on being completely useless; but then
comes full circle, to state that its vagueness is its strength,
in that it forces delineation of various subtypes across the
broad landscape of alcohol problems. Many may disagree
with this definition, but he states that he uses such a broad
definition for the purposes of the book only, and to force a
better delineated taxonomy.

He makes a noteworthy point about definitions as well,
again reflecting his keen linguistic interest. He points out
that there are more definitions of the word ‘definition’ in
the dictionary than alcoholism, and that this should
communicate that definition, of itself, is nothing sacred,
and cannot be disputed for correctness unless going
against the rules of the defining process, but a definition
can be argued about regarding its utility—an incisive and
nuanced distinction.

This issue of utility is an important one and not always
immediately obvious. However, it is largely the question of
utility that the notion of addiction (or ‘alcoholism’) as a dis-
ease concerns itself. This is particularly important when
substance addiction and related problems are among the
most, if not the most, stigmatized conditions in many
countries around theworld [3–5] and how such ‘problems’
are conceptualized both reflects, and affects, societies’
approaches to addressing them [5]; most notably, should
they be classified as criminal justice or public health and
clinical problems?

Arguably, all psychiatric illnesses fit the definition of
‘disease’ (according to common dictionary definitions of
disease), but the relatively greater emphasis that is placed
on alcohol/drug addiction as a ‘disease’, I believe, is be-
cause of the greater stigma and discrimination associated
with the issue of the initial choice to imbibe the substance
that necessitates this greater emphasis to be placed on dis-
ease terminology [5] in order to help dissolve the societal
stigma that accompanies it, by moving it out of the realm
of criminal justice and into the realm of medicine and
public health. Related to this, Jellinek discusses at length
himself, as well as through added appendices, the perennial
issues involved in the addiction debate regarding volition,
compromised will, vice, indulgence and primary versus
secondary alcoholism. That said, it is not clear that medi-
calization of addiction is successful at reducing all stigma-
tizing biases. Research suggests that while medicalization
may reduce personal blame for causing the condition, it
may increase pessimism about the chances of recovery
and increase perceptions of the need for greater social
distance from affected individuals [6].
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Discussions over language and the choice of terms,
their consistent use, and the clinical and scientific precision
of our concepts and definitions and the implications of
such, have been studied to some degree, and are still hotly
debated today in the addiction field [7–16].

Alcohol or other drug addiction described as a ‘disease’
or ‘chronically relapsing disease of the brain’ is recognized,
and fairly commonplace, although not universally
accepted [8,9,16]. This disease emphasis, in large part, is
due to increasing focus on the effect of addictive behavior
on structural and functional changes in the subcortical
reward pathways and pre-frontal areas of the brain [17].

Jellinek points out that this is not new. For at least
150 years ‘alcoholism’ and, more recently, other drug
addictions, have been conceived to be and described as
diseases [18,19]. In Trotter’s famous work published in
1804, An essay, medical, philosophical and chemical on
drunkenness and its effects on the human body [19], men-
tioned by Jellinek, for example, alcoholism is described as
‘a disease of the mind’.

One of the challenging aspects of treating complex
disorders, such as psychiatric disorders and including
substance use disorders, is that the onset, clinical course,
impact, presentation and recovery pathways are highly
heterogeneous and variable [20–22]. Substance use disor-
ders are not alone in their heterogeneity, and there is a con-
stant desire to find ever more precise phenotypes to
enhance clinical response and efficiency [23,24]. This kind
of more precise subtyping is a goal of all medicine and new
breakthroughs are even being made among diseases as-
sumed to be already medically well-delineated and mecha-
nistically subcategorized. Recently, for example, what was
considered to be a well-accepted disease with two sub-
types—diabetes (type 1 and 2)—has been re-classified as
consisting potentially of five different subtypes [25].

Subsequently, perhaps themost noteworthy and biggest
contribution of Jellinek’s work was the attempt to delineate
a typology to enhance understanding and clinical effective-
ness in treating the broad range of alcohol problems.
Indeed, the book became most famous for delineating five
different subtypes, or ‘species’, of alcoholism. These
subtypes were classified largely on surveys conducted on
more severe alcohol impaired people, including those early
participants in Alcoholics Anonymous (AA). The subtypes,
therefore, are not derived from ‘big data’ computer
software data reduction algorithms but, rather, are richly
clinically descriptive subtypes based upon the patterns,
symptoms, signs and phenomenology associated with the
heterogeneity of harmful and hazardous drinking patterns.
He described five subspecies of alcoholism: alpha, beta,
gamma, delta and epsilon alcoholism subtypes, using the
Greek alphabet merely for convenience and to not arouse
any formal associations with anything in particular. Alpha
alcoholism is described as what we might think of today as

‘self-medication’. It is described as a psychological subtype
to alleviate cognitive–affective distress. He proposed that
this may or may not lead to other subtypes (e.g. gamma/
delta), but by itself did not constitute a ‘disease’. His beta
subtype was consistent with what might be called chronic
heavy use with toxicity-related harm (e.g. liver cirrhosis).
Like the alpha and epsilon subtypes (described below), the
beta subtype did not exhibit loss of control over drinking
(gamma subtype) or the inability to stop (delta subtype),
but Jellinek posited that beta might develop into a gamma
subtype. It is Jellinek’s ‘delta’ and ‘gamma’ subtypes that
are what we might consider the classic ‘addiction’ sub-
types, the difference between the two being that the delta
subtype had an inability to stop (i.e. cannot abstain
whatsoever but is able to regulate to a large degree how
much alcohol is consumed on any given occasion), while
the gamma subtype exhibited loss of control once they
started (i.e. any alcohol consumption sets off a chain
reaction that rapidly escalates into severe intoxication
and the person is unable to adhere to any initial limit set
prior to starting to drink). He described these types as
having the requisite features to call them ‘diseases’,
including: (1) acquired increased tissue tolerance to
alcohol; (2) adaptive cell metabolism; (3) withdrawal
symptoms and craving (i.e. physical dependence); and
(4) loss of control. The epsilon alcoholism subtype is
described as what we might think of as an episodic ‘binge’
drinker, but someone who does not exhibit a constant
pattern of harmful or hazardous use.

This subtyping is interesting to read and arguably fits
with many clinical presentations seen in various treatment
settings across the levels of care, particularly out-patient,
but while Jellinek himself criticizes others for a lack of
empiricism and adequate explanation as to different
‘disease models’ in history, he himself lacks a clear empiri-
cal basis and detailing of causal mechanisms that might
explain his species or any potential transitions across the
proposed qualitative boundaries of the subtypes. While
differences in predominant drinking patterns are definitely
observed cross-culturally around the world, I also think he
stretches too far at times in allocating different subtypes to
occurring within certain national boundaries, assigning
‘gamma’ subtypes, for example, as the predominant species
in north America.What this does, however, is highlight the
notion of broad culturally influenced drinking patterns and
phenotypical expression throughout a range of alcohol
involvement and impairment. This is consistent with cer-
tain viewpoints regarding social–environmental influences
in the causes and course of addiction that view the brain
disease model as overly reductionistic [16].

For anyone who has worked with many alcohol use
disorder patients such phenotypes are likely to resonate,
especially in out-patient settings where clinical presenta-
tions are broad and highly heterogeneous. As noted,
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although the identification of more homogeneous subtypes
has been a consistent goal in the alcohol treatment field
[23,24,26–29], Jellinek’s specific subtypes have not been
followed-up systematically despite, I think, their clinical
descriptive accuracy and resonance. What is speculated
upon but cannot be addressed in the book is the relative
stability of these subtypes: whether or not some pheno-
types morph or progress into others. In other words, are
these subspecies really qualitatively different, or somehow
represent a quantitative continuum to some degree that,
given enough time, might all result in gamma/delta disease
types? This is an age-old question about which there is
surprisingly still much to learn.

The challenge of heterogeneity inherent in the addic-
tion syndrome itself and in related disorders and problems
have hindered efforts to find more precise treatment
matching for finer-grained addiction phenotypes to
create greater treatment effectiveness and efficiency.
Subtyping of substance-related conditions and problems is
of great interest, because greater precision in the applica-
tion of medical treatment is always the goal to maximize
patients’ response, and thereby clinical efficiency and
cost-effectiveness. Subtyping in current diagnostic
symptoms (e.g. DSM-5/ICD-10) stops short of qualitative
differences in substance use disorder, instead assuming a
single linear quantitative syndrome marked by degrees of
severity (‘mild’, ‘moderate’, ‘severe’) based solely on the
total sum of any of 11 different symptoms that may be
met. It emanated from the notion that the old ‘abuse’
criteria and ‘dependence’ criteria of DSM IV were corre-
lated highly, whereby those with more severe dependence
were the most likely to meet the abuse criteria and these
were both apparent at higher levels of alcohol consump-
tion. Thus, the notion was that ‘abuse’ was not prodromal
to amore severe ‘dependence’ condition but, rather, related
strongly to dependence; a supposition made by Edwards &
Gross [30] and Edwards [31] in their initial explications of
the dependence (addiction) syndrome at the start who
noted a bi-axial syndrome, with dependence on one axis
and its consequences (which became the DSM ‘abuse’
criteria) on the other. From epidemiological data [32],
however, as dependence severity increased it was shown
that so did its consequences (the ‘abuse’ criteria). This
meant that ‘abuse’ was not a precursor to ‘dependence’.
Arguably, however, just because the consequences of
‘abuse’ are correlated with dependence does not make it
the disease: no more so than the functional consequences
of cancer (e.g. having to miss work; having difficulty
climbing stairs) actually constitute ‘cancer’. They are
merely a consequence of the disease.

That said, in re-reading Jellinek’s landmark text one is
reminded of the immense benefit, not necessarily of any
enhanced definition regarding addiction that we think we
may have today—it is not that different—but of having

actual clinical criteria and psychometrically validated
diagnostic tools that were not present at the time of
Jellinek’s writings (e.g. the first DSM was published in
1952 and did not contain explicit criteria for addiction).
The Disease Concept of Alcoholism is still relevant. It evokes
the important notion of phenotype variability, of precision
medicine and of scholarly investigation with the best tools
available. Jellinek was a pioneer with perspicacity and a
rigorous and creative mind.

The debate of whether ‘addiction’ or ‘alcoholism’

should be classified as a ‘disease’ ‘brain disease/disease of
the brain’, ‘chronically relapsing disease of the brain’,
indulgence, willful misconduct or vice is still hotly debated.
Jellinek’s Disease Concept of Alcoholism [1] reveals that this
debate is nothing new. Furthermore, with clarity and
trenchancy he eloquently covers questions regarding the
etiology, epidemiology, typology and phenomenology of
the broad spectrum of alcohol problems through a bio-
psychosocial, cross-cultural and economic lens. Reading
or re-reading this classic text is likely to stimulate thinking,
generate new hypotheses and, as alluded to earlier, bring
comfort and discomfort. It may evoke some disquieting
thoughts. You may end up asking yourself, for example,
whether in the past 100 years we have really made that
much progress in understanding and addressing addiction;
and where should we look for fresh leads and new
answers? Somewhat ironically, dusting off a copy of
Jellinek’s Disease Concept of Alcoholism might actually be a
good place to start.
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