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Abstract

Accounts are statements offered by individuals when explaining questionable behavior.Cultures vary in the kinds of accounts they honor, and individuals who deny a problem with alcohol may be attempting to maintain congruence between self and culture. Within this context, health care professionals who challenge a patient's denial may be causing unnecessary harm. The author presents a concept analysis of alcoholic denial in relation to the concept of accounts to explicate cultural variations in the manifestation of denial. The author integrates findings of her own and others' research to advance an understanding of alcoholic denial and cultural accounts.


  Within the field of alcoholism, denial is the inability or unwillingness to admit that a drinking problem exists. There are many aspects of alcoholic denial, including denial of drinking, denial of the amount consumed, denial of the consequences of drinking, and denial that the consequences have any significant relevance. [1] Though the management of denial has been deliberated in the literature, with some advocating a direct, confrontational approach and others recommending a solution-focused therapy that excludes the mention of denial, [2,3] the undisputable fact remains that sustained, uncontrolled drinking poses a threat to both the individual and society. The preventive and curative goal is to help the alcoholic receive some type of assistance in overcoming the drinking problem. [1,4]

  The question that then arises is how to assist an alcoholic in reversing the dangerous situation if a problem with alcohol is neither perceived nor acknowledged. Moreover, as documented by several researchers, [1,5] denial of alcohol consumption and its untoward effects varies among cultural groups. A more fundamental presentation of this statement might be that the expression of denial results from cultural meaning about what is or is not appropriate behavior, as well as cultural variations in how individuals respond when confronted about their drinking patterns. This article analyzes the concept of alcoholic denial in relation to the sociological concept of accounts to explain cultural variations in the expression of denial. Even though the main consideration of this article is ethnic groups, the author extends the definition of culture to include other social groups that have similar norms in relation to alcohol consumption.
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  ACCOUNTS

  The term "accounts" was introduced in 1968 by sociologists Scott and Lyman [5] in their study of sociolinguistics. An account is used whenever an "action is subjected to a valuative inquiry." [5] (p46) It is a statement offered by an individual when explaining a questionable behavior, such as excessive drinking. Accounts can take the form of a justification, where responsibility for the behavior is accepted but defended ("Yes, I drink, but my life is so miserable that it's necessary to keep me going."), or an excuse, where one denies responsibility ("I don't drink that much. My wife blows things out of proportion."). Therefore, rationalizations for excessive drinking, or untoward behavior resulting from drinking, provide accounts that attempt to help the individual conform to culturally expected standards of behavior.

  Society responds to accounts by either honoring them or not honoring them. [5] If a person with an excellent work record explains that he was late for work because of heavy traffic, this account would likely be accepted and would restore a sense of congruence to the employer-employee relationship. However, if the person had repeated tardiness, smelled of alcohol, and stumbled into work, the account of a traffic delay would be called into question and most likely not honored. Refusing to honor an account can subsequently invoke a diagnosis of illness, for the individual's explanation does not conform to socially held norms of acceptable behavior. Consequently, the diagnosis of "alcoholic in denial" is assigned when an individual's account of aberrant behavior is associated with an event, object, or phenomenon other than alcohol.

  Cultures vary in the kinds of accounts honored, for every account is a manifestation of the underlying negotiation of identities. [5] A teenager may boast to her friends about her drinking exploits, deny the extent of drinking to her parents, and justify the reason for drinking to health care professionals. Therefore, the manifestation of denial can be fluid. In one social circumstance an individual may feel safe to admit that drinking is excessive, while in another circumstance, the individual may consciously or unconsciously deny drinking in any vast amount. Denial assumes different characteristics depending on role, and role is likewise determined by culture. The author [6] demonstrated this point in her research on the process of transcending alcoholic denial. One of the phases she identified, "peer affiliation," occurred when alcoholics changed cultures and started affiliating with recovering alcoholics instead of drinking friends. The common experiences and approval expressed by the new peers provided a powerful environment for replacing denial with acceptance, or for replacing one account with another.

  An individuals' perceived status of the person questioning the atypical behavior determines what kind of account is required, or whether an account is necessary at all. For example, an adolescent, feeling invulnerable with peers, may perceive no need to account for a failing grade, yet may feel compelled to justify or excuse the grade to a parent. This perception of vulnerability has implications for practitioners, for alcoholics will search for acceptable accounts for aberrant behavior. In a process that Scott and Lyman [5] referred to as "phasing," accounts change as each is challenged. The following patient-therapist interaction from another of the author's studies provides an example of phasing as the patient seeks the appropriate account:

  Question: Why are you here?

  Client: Because my life is a mess.

  Question: Why is it a mess?

  Client: Because my wife ... left me.

  Question: Why did she leave you?

  Client: I guess because I'm an alcoholic.

  Question: Why did she leave you? [not accepting account]

  Client: [Because] I hit her. [7] (p182)

  Before leaving this discussion on accounts, it must be emphasized that health care professionals also use accounts to explain behaviors that they find difficult to assimilate. For example, health care professionals who have moralistic views about alcoholism may have difficulty accepting the illness in a clergyman yet have no reservations acknowledging alcoholism among skid-row residents or gang members.
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  DENIAL

  Alcoholic denial is the sincere inability to recognize the amount of alcohol consumed, the dependence on drinking, and the problems that are a consequence of alcohol consumption. [1,2] Some researchers, analyzing denial from a biological perspective, postulate that alcoholics have a defect in the ability to perceive interoceptive stimuli and thereby lack the ability to appraise the seriousness of events. [8,9] It is this inability to realistically evaluate situations that causes the lack of recognition and insight. This biological theory and insight. This biological theory may explain why some alcoholics are able to overcome denial, while others with similar life experiences never pass this stage.

  More conventional explanations for alcoholic denial are found in the cognitive and psychoanalytic theories. Denial is elucidated as a learned process that is used to disavow disagreeable aspects of life and exclude threatening information from conscious awareness. Because alcoholics experience repeated emotional injuries as a result of drinking, inappropriate behavior that is used to protect the person is defended. [10] Denial is therefore used as a protective mechanism. [1,2,10] In their study of denial behavior, Wing and Hammer-Higgins [1] unearthed four determinants of alcoholic denial: external motivation for seeking treatment; cognitive defenses such as blaming, minimizing, and rationalizing; acting out behaviors including manipulation, irresponsibility, criticism, and rebelliousness; and behavior incongruent with affect. All of these behaviors serve to protect the ego.

  Another explanation for alcoholic denial is offered in the sociological literature by Denzin. [10] A basic assumption of his theory is that people have a need for personal power and control, and for some, drinking is able to create a false sense of both. Therefore, to maintain the delusion of personal power, one must deny the need for alcohol. As drinking continues, the individual struggles to "pass" as normal, not as one who is under the influence of alcohol. To do this, the drinker denies responsibility for personal actions, blaming others for the untoward behavior. The need for denial, then, is driven by a combination of craving for personal power and fear of not being accepted by others.

  This personal power theory of denial can be advanced by a discussion of accounts. As the individual struggles to pass as normal, the fear of not complying with cultural norms heightens, and the realization of the need for alcohol becomes obscure. The need for social approval, or rather the fear of social criticism, becomes overwhelming. When the perceived receiving of approval is threatened, the protective defense response is to blame others for misinterpreting the behavior (account). Therefore, the behaviors discussed by Wing and Hammer-Higgins [1] -cognitive defenses, acting out, and behavior incongruent with affect-are accounts that attempt to help the individual "fit in."

  In another study, this one of the recovery process, the author [7] found that alcoholic inpatients in denial had but one primary goal-to get through treatment so that no penalty was received such as incarceration, divorce, or job loss. Patients said the things that they believed health care professionals wanted to hear (socially acceptable accounts) and engaged in activities that made them appear responsible and serious about recovery. However, their actions were inconsistent with their statements. Peer pressure helped them overcome denial. Peers who were further along in recovery did not accept patient accounts for untoward behavior, instead confronting and challenging them. The change in culture (affiliating with recovering alcoholics instead of active drinkers) fostered changes in patients' perceptions of what was socially acceptable behavior.

  Within the field of nursing, denial is considered a coping mechanism that can be either effective or ineffective, depending on context. [3,11] Denial is an individual's attempt, encouraged by the external environment, to make some sense of what is happening-an affirmation of certain social relationships and a desire to behave appropriately. [1,12] Brissett [12] elaborated on this sociological interpersonal process. When an alcoholic behaves in ways not acceptable to others, certain judgments are made. If explanations for excessive drinking behavior are not accepted, then the person is considered to be in denial. The designation of denial is again fluid, depending on the interpersonal process. If the denial, an account, is accepted by a person or culture, then the individual in question is not considered an alcoholic, thereby eliminating the need to further defend the drinking behavior.

  According to some researchers, denial is overcome by a psychological change. [6,13] In her research of the basic social process of transcending alcoholic denial, the author [6] described a five-stage process: (1) reacting to a critical event, (2) role disaffiliation, (3) ambiguous anticipation, (4) peer affiliation, and (5) acceptance. Each stage is associated with sociolinguistic behavior as the individual attempts to account for behavior. These stages as they relate to accounts are in Table 1.
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  TIME-OUT THEORY AND CULTURE

  Until now, denial has been discussed as biological, cognitive, psychological, and sociological processes. A cultural perspective that needs to be discussed is the time-out anthropological theory introduced by Mac-Andrew and Edgerton [14] in 1969. Though not specifically a theory of denial, but rather a theory of drinking, the time-out theory is extremely relevant to the concepts of denial and accounts. The theory suggests that all cultures create time-out periods where its members take a reprieve from behaving according to socially acceptable standards and are safe from ridicule or unfavorable consequences. People learn, through experience, when, how, and in which cultural contexts time-out is appropriate. [10] For example, one may learn that a time-out period is appropriate with friends but not with the boss.

  Time-out, in itself, provides an account, and cultural perceptions determine to what extent a time-out is honored. In contemporary American society, one may accept profanity and flirtations during a time-out period but not physical violence. Other cultures may be more judicious in accepting outrageous behavior. The following statement, though historical, offers an excellent example of typically unacceptable behavior being forgiven during time-out. This passage is from the 1824 Constitution of the Muscogee (Creek) Indian Tribe: "If a man should kill another in a rum drinking, and it can be proven... that when he committed the act that he was out of his senses, and that he and all his people were friendly to the person killed previous to his death, then he shall not be punished but forgiven." [15]

  The following interaction, observed by the author while conducting research in England, provides a powerful example of cultural dissonance and the time-out theory. In this situation, a British man, "Bill," said some inappropriate things to an American woman, "Mary," one evening while they were in a pub. Bill and Mary reached an impasse in reconciling who was responsible for the inappropriate behavior. As indicated by bold type, Mary attempted to place responsibility on Bill, while he justified his behavior within the haven of time-out:

  Bill: I don't understand why you are upset with me.

  Mary: Because you said some pretty mean things.

  Bill: But I keep trying to explain...that was last Saturday night at the pub. I was drunk.

  Mary: I know, but you still said those things, and you don't seem to regret saying them.

  Bill: I keep trying to tell you, I was drunk.

  Mary: That doesn't matter. You said those things, and that was wrong. You are responsible for what you said.

  Bill: No, I'm not. I was drunk.

  Mary: But you said them.

  Bill: Of course I did, because I was drunk. If you don't like drunk behavior, then don't come into the pub on Saturday night.

  Two points are apparent from this interaction. First, there are two interpretations of culturally accepted behavior. Second, Bill is attempting to explain to Mary that the pub culture on Saturday night is one of time-out. The actors are in Bill's culture. In Mary's culture, Bill may be perceived as blaming. Bill's account was honored among his peers but not by Mary.
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  CULTURE, DENIAL, AND ACCOUNTS

  A review of the literature revealed that although the concepts of denial and accounts were not specifically explicated in any singular study, other studies of denial and culture provided fertile ground for integrating a discussion of accounts. For example, in several studies of drinking behavior and Hispanic men, [16,17] drinking was found to be a normative behavior, with parents often encouraging male adolescents to drink. The ability to consume large quantities of alcohol without displaying deleterious effects was associated with "machismo." Uncontrolled drinking, as occurs with alcoholism, was therefore denied, for admission of an alcohol problem was tantamount to admitting diminished machismo. Therefore, among Hispanic men, deviant behavior resulting from alcohol abuse was explained by culturally acceptable accounts such as an expression of anger.

  A similar perspective was provided by Arredondo and others [18] in their article on alcoholism and Mexican Americans. Though machismo provides a culturally acceptable account for men to consume large quantities of alcohol, alcoholism is viewed as a punishment from God for a wrongdoing. To admit alcoholism is to admit both loss of machismo and a wrongdoing. A somewhat extreme behavior observed among Mexican American alcoholics is the conversion from Catholicism to a Protestant faith where drinking is not condoned. Arredondo noted, "because of the strong social pressure to drink, which is acceptable to the Catholic faith, conversion to Protestantism provides a rationale [an account] to abstain." [18] (p182)

  In a study by the author and her colleagues [19] of traditional Muscogee Indians, they found that alcoholism was not perceived as the fault of the afflicted person, but rather as an evil placed on the individual by a "third party"-an evildoer, witch, or sorcerer. The third-party intervention placed the alcoholic in a victim role. With this understanding, the authors expected to find no reluctance among the Muscogee to admit alcoholism, because the individual was absolved of any wrongdoing. However, they found that, similar to the Mexican American belief, being vulnerable to the third party indicated lack of spirituality, for Creator would protect a spiritual person from evil. Accounts that indicate spiritual ruin are not culturally acceptable; therefore, aberrant behavior related to alcohol abuse was denied or accounted for by "bad whiskey."

  These findings are consistent with those of Beauvais and LaBoueff [20] in their study of drug and alcohol abuse intervention in American Indian communities. They found that nontraditional Native American views of alcoholism as a disease relieved the individual and society of responsibility. Hence, the disease concept of alcoholism provided a culturally acceptable account. What is interesting is their discussion of the cross-cultural dynamics between Native Americans and members of the dominant culture who hold the stereotype that most Native Americans are alcoholic. Though this expectation is fatalistic, it allows Native Americans to fit within the dominant culture, which views alcoholism as a socially acceptable account of Native American behavior.

  Denial of illness is not restricted to patients. Professional nurses have refused to acknowledge alcoholism among their colleagues. [21,22] This is not surprising, considering the fact that the domain of nursing is caring, which is antithetical to the narcissistic, self-indulgent behavior associated with alcoholism. The admission of alcoholism among the nursing profession is not congruent with socially held norms about how a nurse should function. The covering up, denial, and rationalization of alcoholism among nurses serve to maintain the professional image of health and caring. Accounts such as "She is very stressed right now and is not thinking clearly" or "He may drink heavily, but he doesn't come to work under the influence" help maintain congruence with the professional identity of nursing.
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  IMPLICATIONS FOR PRACTICE

  It is well documented in the literature that cultural competence is necessary to provide meaningful and effective care to clients from various backgrounds. [21,23,24] Health care professionals' poor understanding of cultural variations is one reason that cultural minorities do not use contemporary health care systems. [25] A match between cultural norms and culture-specific intervention strategies results in meaningful care.

  Unfortunately, many health care professionals in the field of alcoholism treatment continue to use standard approaches for challenging alcoholic denial, without considering the role that denial may play in providing cultural congruence. It is this author's conviction that health care professionals need to "roll with" the accounts rather than confront, avoid, or shatter them. The account, whether accurate or inaccurate, is the heart of reason for the alcoholic client.

  A common approach in treatment centers is to use direct, confrontational strategies when a client denies, minimizes, or rationalizes alcoholism. This approach could be counterproductive to a Mexican American man, for example, who may interpret confrontation as a challenge to his machismo. [18] Appropriate strategies would be those that allow the client to control the direction of the solution, while the health care professional gently guides him through the problem-solving process. Solution-focused therapy, where the client identifies personal goals, would be appropriate. The nurse then helps the client attain these goals within his own frame of reference, focusing on the goal, not the drinking.

  Health care professionals are frequently frustrated by what they perceive as Native American blaming. Instead of taking personal responsibility for drinking, alcoholism is often attributed to the work of an evildoer who placed the alcoholism on the unwilling victim. [19] In treatment, health care professionals can acquiesce to the account that alcoholism may have been placed by a third party, while exploring ways to "undo" what the third party did. After this is done, strategies to deal with the alcohol problem are addressed. For example, if the client believes that the alcoholism was placed because medicine (protection) was not taken, then calling on the medicine man to administer medicine would be a first step. Subsequently, the nurse and client would explore the importance of and strategies for abstinence once the evil has been removed.

  If alcoholism is accounted for as a punishment for a wrongdong, a question to ask might be, "What do you think you did wrong?" Whatever the identified wrongdoing, the first step is to address this problem (which may be related to alcohol anyway), then to focus on what to do to treat the alcoholism.

  In circumstances where the alcoholism is not accounted for, but blatantly denied, the focus should be on what the client is currently experiencing and how to manage present issues. For example, if a Hispanic male client says that his boss has it in for him and told him to get help for alcoholism, then the health care professional and client could discuss what needs to be done to avoid future problems with the boss: Not going to work under the influence of alcohol might be a strategy.
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  IMPLICATIONS FOR RESEARCH

  The author's review of the literature revealed few relevant studies on cultural variations of alcoholic denial. Unequivocally, further research is needed to unearth multicultural meanings of alcoholic denial. A related question that can help health care professionals understand the concept of cultural denial is, What is the meaning of alcohol? The author has conducted one such study of meaning in a specific Native American tribe. [26] The results provide insight into why Native Americans may deny alcoholism. Meanings of alcohol, alcohol abuse, and alcoholism can provide significant information that can help health professionals understand what negative consequences may await someone (or a society) that admits a problem with alcohol.

  The cultural consequences of social denial is another rich area for research. Questions to be asked are, For cultures where alcoholism is denied, what are the implications? How does the culture adapt to or accommodate for drinking behavior? What are the cultural definitions of normal behavior and deviant behavior? How long can a culture deny a problem? It is also necessary to determine at what point a culture becomes incapacitated by its refusal to admit alcoholism, and in what circumstances intervention becomes necessary. Nursing theories can assist in answering these questions. For example, an appropriate theory is Leininger's [27] theory of culture care diversity and universality, which provides a conceptual base for determining the balance between preserving the integrity of a culture and repatterning a cultural practice that may no longer be effective in sustaining health.

  The concept of accounts, independent of alcoholic denial, can be used to understand coping behavior. Among other illnesses, such as diabetes and heart disease, accounts need to be taken seriously, especially as they relate to culture. Some questions to ask may be, What explanations (accounts) are provided by chronically ill patients who do not comply with their plan of care? What meaning does the illness have to the patient (culture)? And most importantly, what happens when the patient's account is not honored by health care professionals?

  The historical management of alcoholic denial needs to be rethought in light of cultural variations. Cultural accounts that may be interpreted as alcoholic denial serve to maintain congruence between an alcoholic individual and his or her culture. Removing this important mechanism may cause unnecessary trauma for both the individual and society. By working from the client's frame of reference, the health care professional can provide care that is culturally meaningful to the client while protecting the individual's cultural identity. It is the author's hope that health care professionals in the field of alcoholism will use some of the methods discussed in this article to achieve this goal.
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Stage

Account

. Reacting to the

critical event

. Role disaffiliation

. Ambiguous

anticipation

4. Peer affiliation

. Acceptance

The event is perceived by the alcoholic as a threat to his or her self-perception.

The alcoholic attempts to explain questionable behavior, but accounts are not
accepted by culture. (Example: “I got fired because my boss doesn’t like my
creative style.”) The alcoholic feels disaffiliated from others.

The alcoholic experiences role confusion and does not know how to account
for questionable behavior.

The alcoholic is in a new culture. A change in self-perception occurs.

The new accounts provided by the alcoholic to explain questionable behavior
are now accepted. (Example: “I got fired because I'm an alcoholic and went
to work drunk.”)





