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ABSTRACT 
Alcoholism is a type of addiction, causing both physical and psychological dependence. It is a 
major social, economical and health problem. A total of 1560 cases of alcohol intake were 
studied at the office of Surgeon Medico legal Punjab. Most of them at the time of examination 
were showing visible clinical evidence of alcoholic intake. Victims were mostly males. Examina-
tion was conducted on the request of police. A wide range of symptoms of different duration was 
observed. Psychological element was also seen in some victims. 

 
INTRODUCTION 
Alcoholism is drinking alcoholic beverages at a 
level that interferes with physical health, mental 
health, and social, family, or job responsibilities.1 
It is a chronic disease that makes our body depen-
dent on alcohol. One may be obsessed with alcohol 
and unable to control how much one needs to dri-
nk, even though drinking is causing serious prob-
lems with our relationships, health, work and fina-
nces.2 It is divided into two categories i.e. alcohol 
abuse and alcohol dependence. 
 Alcohol abuse, means engaging in excessive 
drinking that causes health or social problems, but 
you aren’t dependent on alcohol and haven’t fully 
lost control over the use of alcohol. So, the alcohol 
abusers don’t feel the same compulsion to drink 
and usually don’t experience physical withdrawal 
symptoms when they don’t drink.3 Alcohol depen-
dence – alcohol addiction – occurs gradually as dr-
inking alcohol alters the balance of some chemical-
ls in the brain. Alcohol also raises the levels of do-
pamine in the brain, which is associated with the 
pleasurable aspects of drinking alcohol. Excessive, 
long-term drinking can deplete or increase the lev-
els of some of these chemicals, causing body to cr-
ave alcohol to restore good feelings or to avoid ne-
gative feelings.3 In addition, there are other factors 
that can lead to excessive drinking contributing to 
the addiction process. These include ceratin gene-
tic factors, stress, anxiety, depression and social 
factors.2 
 In the United States, a standard drink is any 
drink that contains 0.6 ounces (13.7 grams or 1.2 
tablespoons) of pure alcohol. Generally, this amo-
unt of pure alcohol is found in 12-ounces of regular 
beer or wine cooler, 8-ounces of malt liquor, 5-
ounces of wine, 1.5-ounces of 80-proof distilled 
spirits or liquor (e.g., gin, rum, vodka, whiskey). 
 Patterns of drinking alcohol are of two catego-
ries. Binge drinking; for women, 4 or more drinks 
during a single occasion. For men, 5 or more drin-

ks during a single occasion. Heavy drinking; for 
women, more than one drink per day on an aver-
age. For men, more than 2 drinks per day on an 
average. Excessive drinking includes heavy drink-
ing, binge drinking or both. Most people who bin-
ge drink are not alcoholics or alcohol dependent.4 
According to the Dietary Guidelines for Ameri-
cans, if you drink alcoholic beverages, do so in mo-
deration, which is defined as no more than one 
drink per day for women and no more than 2 drin-
ks per day for men.5,6 Alcohol intake also carries 
some health risks described as immediate and long 
term. Excessive alcohol use has immediate effects 
that increase the risk of many harmful health con-
ditions. These effects are most often the result of 
binge drinking and include unintentional injuries, 
including traffic injuries, falls, drownings, burns 
and unintentional firearm injuries.7 Alcohol use is 
also associated with 2 out of 3 incidents of inti-
mate partner violence.8 Studies have also shown 
that alcohol is a leading factor in child maltreat-
ment and neglect cases, and is the most frequent 
substance abused among such parents.9 Risky sex-
ual behaviours, including unprotected sex, sex wi-
th multiple partners, and increased risk of sexual 
assault. These behaviours can result in unintended 
pregnancy or sexually transmitted diseases.10,11 Mi-
scarriage and stillbirth among pregnant women, 
and a combination of physical and mental birth 
defects among children that last throughout li-
fe.12,13 Alcohol poisoning, a medical emergency th-
at results from high blood alcohol level suppress 
the central nervous system and can cause loss of 
consciousness, low blood pressure and body tem-
perature, coma, respiratory depression, or even 
death.14 
 As regard the long-term health risks, over a 
period of time excessive alcohol use can lead to the 
development of chronic diseases, neurological im-
pairments and social problems. These include: Ne-
urological problems (dementia, stroke and neuro-
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pathy).15,16 Cardiovascular problems (myocardial 
infarction, cardiomyopathy, atrial fibrillation and 
hypertension),17 psychiatric problems (depression, 
anxiety, and suicide).18 Social problems (unemplo-
yment, lost productivity, and family problems),19,20 
cancer of the mouth, throat, oesophagus, liver, 
colon, and breast.21 Liver diseases (alcoholic heap-
titis, cirrhosis,22 worsening of liver function and 
interference with medications used to treat this 
condition),23 and other gastrointestinal problems 
(pancreatitis and gastritis).24,25 
 There are approximately 79,000 deaths attri-
butable to excessive alcohol use each year in the 
United States.26 This makes excessive alcohol use 
the 3rd leading lifestyle-related cause of death for 
the nation.27 In the single year 2005, there were 
over 1.6 million hospitalizations and over 4 million 
emergency room visits for alcohol-related condi-
tions.28 
 Alcohol is a generic name of ethanol produced 
by the fermentation of many food stuffs – most 
commonly barley, hops and grapes. It produces 
intoxication because of it’s depressive effects on 
various areas of brain. It is highly soluble in water 
and is absorbed much less in fat. Liver metabolises 
about 90% whereas 5% is breathed out through 
lungs. People on alcohol dependence, need incre-
ased amount of alcohol to achieve intoxication or 
the desired effect. Approximately 20% of ethanol is 
absorbed from the stomach and 80% from small 
intestine. Consequently the longer it remains in 
the stomach, the slower it will be absorbed and 
lower will be the peak in the blood alcohol concen-
tration (BAC). Many drugs compete metabolically 
with alcohol for the mirosomal oxidizing pathways 
of the liver.29 Hence assessment of the hepatic 
functions should be a priority.30 The effects of the 
alcohol intoxication are greatly influenced by indi-
vidual variations among users. Some may become 
intoxicated at much lower BAC level than is sho-
wn.31 
 
MATERIALS AND METHODS 
The purpose of the study was to evaluate cases of 
alcohol intake, in a Muslim country where alcohol 
is prohibited by law for Muslims. These cases 
were examined from medico-legal point of view 
keeping in view their age, sex, occupation, reli-
gion, positive clinical signs and associated inju-
ries. Their stati were determined based upon the 
carefully taken history and the evidence of alco-
hol in blood and urine. 
 The study was conducted on the original data 
made available from the office of Surgeon Medico 
Legal, Punjab for a period from 10.01.1998 to 
31.12.2002. A total of 1560 cases were brought by 
police for medicolegal examination under Punjab 

prohibition (enforcement of hadud) rules 1979. 
The relevant history was obtained from the vic-
tims, their accompanying relatives and police per-
sonals and all police personals and all the details 
were mentioned on the medico legal form. As the 
blood alcohol concentration (BAG) remains the 
definitive standard for assessing intoxication hen-
ce blood samples were drawn and sent to the office 
of Chemical Examiner, Punjab. The values are ex-
pressed in milligram / deciliter, the legal intoxica-
tion level varies but it is 80 – 100 mg/dl (17.4 m-
mol/l – 21.7 mmol/l). 
 Blood Samples: The skin was washed with so-
ap and water and 5 cc of blood was collected, in it 5 
mg of sodium fluoride and 15 mg of potassium 
oxalate were used as preservative. 
 Urine samples: They were collected in large 
chemically cleaned, sterilized and screw capped 
bottle. Usually the second sample is taken and 30 
mg of phenyl mercuric nitrate used as preserva-
tive. 
 Parameters: The parameters studied included 
age, sex, occupation, authority, religion, backgro-
und – rural or urban, was he / she hand-cuffed, cl-
inical signs, orientation, associated injuries, clini-
cal opinion and the report of alcohol concentration 
from chemical examiner. 
 

RESULTS 
A total of 1560 subjects were received and exa-
mined at the office of surgeon medico-legal Pun-
jab. Among these 1560 cases, (all referred by police 
authority) 98.26% (n=1533) were males and only 
1.74% (n=27) were females. A large majority of 
cases i.e. 92.88% (n=1449) were between the ages 
of 16 and 45 years (Table 1). As regard their occup-
ation 45.32% (n=707) were labourers, and 22.82% 
(n=356) were in business (Table 2). The large maj-
ority i.e. 92.89% (n=1450) were muslims. Most of 
the cases were from urban setup 91.00% (n=1160); 
the others came from the rural areas around cities. 
The clinical signs noted included alcoholic smell 
from the mouth in 90.67% (n=1416); slurred 
speech in 78.65% (n=1217); congested eyes in 

 
Table 1:  Age of Victims. 
 

Age Group Number Percentage 

06 – 15 02 0.05% 

16 – 25 664 42.56% 

26 – 35 546 35.00% 

36 – 45 239 15.32% 

46 – 55 84 5.38% 

56 – 65 24 1.54% 

66 – 75 1560 100.00% 
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Table 2:  Occupation of the Victims. 
 

Occupation Number Percentage 

House hold 12 0.77% 

Labourers 707 45.32% 

Farmers 78 5.00% 

Business 356 22.82% 

Service 240 15.38% 

Un-employed 63 4.03% 

Students 98 6.28% 

Un-known 00.38% 6 

Total 1560 100.00% 

 

Table 3:  Positive clinical signs. 
 

Clinical signs Number Percentage 

Smell 1416 90.67% 

Speech Slurred 1227 78.65% 

Eyes congested 1440 92.30% 

Gait changes 1098 70.38% 

 

Table 4:  Chemical examiner’s reports. 
 

CE Report Number Percentage 

Positive 888 56.92% 

Negative 25 01.60% 

Pending 647 41.48% 

Total 1560 100.00% 

 

92.30% (n=1440); gait changes 70.38% (n=1098). 
Orientation in time and space was lost in 17.50% 
(n=273) and were intact in 82.50% (n=1287) (Ta-
ble 3). The associated injuries were minor in 3.5% 
(n=55) and the remaining over 96% (n=1505) had 
no evidence of injuries. The clinical examination 
based opinion was positive for alcohol in 84.04% 
(n=1311); and negative in 2.31% (n=36). The rema-
ining 13.65% (n=213) were kept pending because 
either they did not return to collect medical repor-
ts or they disappeared soon after the examination. 
The reports from the chemical examiner (i.e. al-
cohol levels in blood / urine) were received for our 
record in 59% cases, and among them 56.92% (n= 
888) showed evidence of alcohol in their samples 
whereas in over 41% (n=647) we did not receive 
the reports (Table 4). 
 
DISCUSSION 
Alcoholisms is a disease and it’s incidence is rising. 
Alcohol abusers are “problem drinkers” but their 
dependents have more serious problems.32 It is the 
most severe alcoholic disorder that develops over a 
period of years, following a consistent pattern. At 

first a tolerance develops, then people may lose 
control over drinking followed by severe drinking 
behaviour and then prolonged binges of drinking 
with associated physical and mental complicati-
ons.33 
 According to the present study having Mus-
lims culture and civilization, the incidence as com-
pared to the West is much less and males being 
98.26% (n=1533) are the most common victims, 
with a common incidence in the middle age group 
i.e. about 93% (n=1449). The higher percentage 
42.56% (n=664) of younger group brought for 
examination is because of their involvement in the 
evil for pleasure or company’s sake in the begin-
ning and later on became addict to it. The impor-
tant aspect of our study is that police apprehended 
all the alcoholics and about 91% (n=1460) of the 
cases were from the rural areas. The labour class 
has the higher incidence of about 45.32% (n=707). 
The higher incidence in the labour class brought 
by police for examination is probably due to the 
nuisance created by them at public places, as com-
pared to the people of higher social status having 
better tolerance and safer place to enjoy. 
 Clinically, the smell of alcoholic beverage in 
the breath is a definite sign of alcohol intake, fur-
ther evidence is provided by the combination of all 
or most of the other signs e.g. excitement, abusive, 
changes in eyes, dryness of tongue or excessive sal-
ivation, slurred speech, memory loss or confusion, 
disturbed co-ordination, tremours of hand, stagge-
ring gait and sluggish reflexes. The common labor-
atory tests included blood and urine alcohol levels. 
However in developed countries on the spot breath 
analysers (Alco meter, intoximeter, drunk meter) 
are used for this purpose. Contrary to the alcohol-
lism in the West, in our country mere presence of 
intoxicant in breath, stomach or blood stream ir-
respective of the amount is sufficient to prove the 
intake of alcohol, and for cognizance under the 
rule. 
 According to the Sec 5; of Pakistan prohibition 
(enforcement of Hadud) rules 1979; the nearest 
authorized medical officer should examine the per-
son referred to him under article 12(1) of the order 
with respect to the presence of an intoxicant in his 
breath or in his stomach or in his blood stream. If 
the authorized medical officer can presume the 
taking or influence of the intoxicant from any of 
the above-mentioned symptoms or other after ef-
fects he may dispense with the aforesaid examina-
tion. 
 During the study we found that only 17.50% 
(n=273) of the victims were oriented in time and 
space whereas 82.50% (n=1287) were in a state of 
confusion, and 3.53% also had associated injuries. 
The most unfortunate feature was the pending of 
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results due to non-availability of blood and urine 
reports from the office of Chemical examiner Pun-
jab. In about 42% (n=647) the cases such results 
were awaited, and despite the repeated reminders 
the reports were never received. 

 It is concluded that alcohol is a drug of addi-
ction and is responsible for many socio-economic 
problems, crimes, morbidity and mortality. It is 
contributory factor in many deaths. However in 
Pakistan, being a Muslim state prohibition law 
have been imposed to curb its use, in an effort to 
reduce the magnitude of the problem, but this has 
brought about its own complications. The relevant 
sections of the law in relation to drinking, drun-
kenness, possession of liquor, sale, illicit distilla-
tion, misuse of toxic preparation are in practice, 
but despite of best efforts alcohol intake cases do 
occur. 

 Evaluation of an intoxicated patient should be 
carried out with a meticulous care, repetitive exa-
minations and a quantitative assessment of intoxi-
cation wherever possible. The victim should be ca-
refully screened for comorbidities of chronic drin-
king, such as liver disease and infection. Interven-
tions and referrals to promote sobriety should be 
readily available, and discharge planning should 
include the assurance of a safe and monitored ho-
me setting. Only 15% of people with alcohol depen-
dence seek treatment for this disease but majority 
start drinking again after treatment. Therefore it is 
important to maintain support systems in order to 
cope with any slips and ensure that they don’t turn 
into a dependence again. 
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