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Al Greene Joins 
Commission Staff 

EFFECTIVE July 1, a new division 
has been created within the S. C. 

Commission on Alcoholism-Community 
Services. Heading this new division is Al 
Greene, A.C.S.W. , who, for the past three 
yea rs, has been director of a pilot dem
onstration project in the Sumter-Claren
don-Kershaw Mental Health Center. 

The bas ic objective of the Division of 
Community Services is to provide a 
closer, more meaningful liaison between 
the Commission and patient (client) 
centered agencies and groups through
out the state. 

south carolina and the nation 
1a roundup of alcoholism news 

problems to local menta l hea lth centers, 
Vocational Rehabilitation offices, Public 
H ealth Departments, Public Welfare of
fices, hospitals, and a ll other pub! ic and 
private agencies and groups dea ling with 
alcoholic patients; (2) providing state
wide consultant services to local com
munities in community organization re
lated to development or enhancement of 
services to alcoholics and their fam ilies, 
including planning and supervising pilot 
and demonstration projects at the local 
level; and (3) participation in education
al and training activities with service 
agencies and groups in communities 
throughout the state. 

Al is a graduate of W ake Forest Col
lege and the University of Tennessee 
School of Social Work. H e is married 
and has one child . A future issue of 
Lifelines will have a summary of his 
activities in the Sumter Center. 

NORTH CONWAY CONFERENCE 
FOCUSES ON PREVENTION 

WHAT role can churches play in the 
prevention of America's fourth 

largest public health danger: alcohol 
problems? 

Some 80 church and lay leaders from 
the U ni ted States and Canada plus a 
number of high school and college stu
dents addressed themselves to this ques
tion at a "pil ot conference" June 23-26 
at Stonehurst Manor, North Conway, N. 
H . Its theme: "The churches' responsi
bility in the primary prevention of alco
hol problems." 

Sponsoring the four-day "interaction" 
meeting was the Boston-based North 

The duties of the director include : ( I) Conway Institute, an ecumenical, inter-
serving as statewide consultant in alcohol disciplinary organization concerned with 
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planned social change toward the pre
vention of problem drinking and drug 
dependence. 

Attending this conference from South 
Carolina were Rev. Dermon A. Sox, Jr., 
Lexington, and Rev. B. B. Brown, Co
lumbia, both of whom are members of 
the S. C. Advisory Committee for the 
Pastoral Care of Alcoholics. 

CONFERENCE ON TREATMENT 
OF ALCOHOLISM IN THE 

GENERAL HOSPITAL 

ADMISSION to general hospitals and 
treatment of those persons in the 

acute withdrawal phase of alcoholism 
was the subject of a one-day conference 
in Columbia on May 15th sponsored by 
the S. C. Hospital Association, S. C. 
Nurses' Association, S. C. Medical As
sociation (Committee on Alcohol and 
Drug Abuse) , S. C. Blue Cross/Blue 
Shield and S. C. Commission on Alco
holism. 

Addressing the conference were Dr. 
Stanley E. Gitlow, Associate Clinical 
Professor of Medicine, New York Medi
cal College and Mount Sinai Hospital , 
New York City and Mrs. Marty Mann, 
Founder and Lecturer, National Coun
cil on Alcoholism. Approximately 50 
perso ns representing hospital administra
tors, directors of nursing, chiefs of staff 
and hospi ta liza tion insura nce carriers 
participated and made the following rec
ommendations: 

2 

J. Educational conferences such as the 
original conference should be car
ried on on a continuing basis, both 
on an interdisciplinary level as well 
as conferences with specific repre
sentative groups (doctors, nurses, 
hospital administrators, insurance 
company personnel). 

2. Curriculum covering medical man
agement and nursing practice of the 
alcoholic patient should be included 
in both undergraduate and graduate 
programs in all nursing and m edical 
schools, in residency and intern 

programs, and in in-service train
ing programs which reach these 
groups. 

3. Continued emphasis should be 
placed on public education which 
will bring about greater acceptance 
of alcoholism as a disease. 

4. Training teams (in-service training 
in alcohol and drug abuse) should 
be developed to go into local com
munities to work with local hospi
tal staffs and medical groups. 

5. State Commission on Alcoholism 
should work with the S. C. Hospi
tal Association and major carriers 
of hospitalization insurance to work 
out suitable and realistic insurance 
programs. 

6. Through legal m eans, requirements 
should be established for minimum 
co verage of alcoholism for all in
surance companies operating in 
South Carolina. 

POLICY STATEMENT RECENTLY 
ANNOUNCED BY BLUE 

CROSS-BLUE SHIELD 

IN the Blue Cross News, May 1969 is
sue, appears the following policy 

statement of the Blue Cross Association 
which should be of interest to all con
cerned with the problem of alcoholism. 

"Th e Blue Cross Association 
Board of Governors urged member 
Plans to conti nue to develop bene
fits for alcoholic patients in general 
hospitals. The Board also voted a 
rider to the National Account Con
tract deleting benefit exclusions for 
chronic alcoholism, mental dis
orders, drug addiction and pu lmo
nary tuberculosis. The Board acted 
after receiving a report by the As
sociation's Division of Professional 
Relations that a joint committee of 
the American Hospital Association 
and the American Psychiatric As-

Continued on Page 8 
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Normal Social Drinking -

What Is It? 

by 

0. Minovitz, M.D. 
Assistant Clinical Director, 

The Alcoholism Foundation of British Columbia 

WHY should we concern ourselves 
about normal social drinking? By 

definition, this is a pattern of drinking 
which results in no problems and a 
great deal of pleasure; but unfortunately, 
human behaviour often defies classifica
tion and definition, especially so-called 
"normal" behaviour. Only by studying 
the great range of reactions within the 
limits of "normal" can we hope to un
derstand abnormal drinking in general, 
and alcoholism in particular. This is not 
a comfortable process. Most of us, meas
ured against a physical standard, become 
assailed by doubts - too fat? too thin? 
out of condition? physically unattractive? 
. . . These doubts are multiplied in an 
area as emotionally charged as the con
sumption of alcoholic beverages, for the 
boundary between normal social drink
ing and abnormal drinking is ill-defined 
and difficult to measure. This is not sur
prising, when one realizes that ethyl alco
hol is a drug - and just because the use 
of a particular drug is accepted by 
society does not mean that problems of 
over-dosage and undesirable side-effects 
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will disappear. Because the safest course 
- total abstinence from alcohol - is 
followed by only a minority of usually 
very dogmatic people, it is easier to avoid 
the question than to examine the drink
ing habits of the majority. However, this 
is obviously no more logical than avoid
ing a critical analysis of smoking habits, 
dietary habits, exercise and leisure pat
terns, and the pollution of our environ
ment. Those of us in the field of alcohol
ism treatment constantly face the prob
lem of having to question the drinking 
behaviour of anyone referred to us for 
diagnosis, so that drinking problems can 
be identified in the early stage while 
physical, social and psychological dam
age from alcohol is mild and transient, 
and dependency upon alcohol is still only 
partial and therefore relatively easily 
broken. For people involved in alcohol 
education, there is the even more dif
ficult task of holding up a mirror to 
society - a mirror free from the distor
tions of traditional attitudes toward al
cohol, in order that the public health 
implications of existing patterns of drink-
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ing behavior can be properly examined. 
Over 70% of Canadians drink alcohol

ic beverages. Some consume only small 
quantities on very special occasions, but 
most of the rest drink convivially; that is 
to say, they use limited quantities of al
coholic beverages in social settings in 
utder to relax their inhibitions, thus en
abling them to converse more freely with 
others. 

But how does one judge "normal" 
boundaries of this behaviour? The stand
ards are so imprecise, and the boundaries 
so elastic, that it is a common experience 
to see alcoholics with complications so 
severe that they are within a year of a 
drunkard 's grave, yet are still insisting 
that they are "normal social drinkers"! 

Some common guidelines used to de
fine normal social drinking are: the 
quantity consumed ; the degree of effect 
alcohol has upon a person's behaviour; 
the appropriateness of the drinking occa
sion; comparison with the drinking of 
other people ; and , most important, the 
lack of dependency upon alcohol. 
Quantity consumed 

The quantity of alcohol consumed in
volves two elements: the quantity on 
each occasion, and the frequency of the 
occasions. The quantity on each occa
sion must be measured against the task 
facing the person in order to decide 
whether or not it is normal. For example, 
a relatively small amount of alcohol -
say, two highballs - acceptable to the 
normal healthy adult at a cocktail party, 
will begin to interfere with his ability to 
drive his car in heavy traffic; and even 
this small amount would be completely 
unacceptable to a commercial airline 
pilot, responsible not only for his air
craft but as well for the safety of over a 
hundred people. At high altitudes an 
amount of alcohol usually very easily 
tolerated could lead to intoxication. 

Other conditions must also be con
sidered, such as whether the person 
drinking is also taking other drugs (for 
example, tranquilizers, or even certain 
cold remedies); whether he is being ex-

4 

posed to certain chemicals (e.g., alcohol 
increases the risk of poisoning from car
bon tetrachloride) ; and whether he is 
suffering from certain diseases. Aside 
from the aggravation of ulcers and pan
creatitis, even small quantities may af
fect adversely the power of a diseased 
heart, according to recent experimental 
evidence; although to date we can only 
be sure of the damaging effect of larger 
doses producing intoxication . 

Although occasional alcoholic intoxica
tion is found acceptable among normal 
social drinkers in many segments of our 
society, not only are there obvious risks 
such as the increased probability of falls 
and other accidents, quarrels and subse
quent legal complications, but recent ex
perimental evidence suggests the possi
bility that there can be significant physi
cal damage if certain virus infections 
happen to be present in the drinker. 

Some alcoholics when intoxicated are 
subjected to a severe drop in blood sugar 
level, with transient mental effects, and 
occasionally brain damage or even death. 
Recent studies show that this dangerous 
complication can also occur in even 
moderate or occasional drinkers, and es
pecially in children. Therefore, on medi
cal grounds, even a single episode of al
coholic intoxication (like a single knock
out in boxing) lies outside the liimts of 
"normal" (even if some people consider 
it "social"!). 

A quantity of alcohol normally insuf
ficient to cause intoxication , if used con
tinuously and daily for many years, can 
still produce physical complications, and 
people can become abnormally depen
dent upon alcohol without ever having 
been grossly intoxicated; if they must 
stop drinking for some medical or other 
reason, they may exeprience a craving 
and even symptoms of alcoholic with
drawal usually only noted in the obvious 
excessive drinker. 

Degree of effect upon behaviour 
When alcohol produces a marked per

sonality change, there is an increasing 
likelihood that the drinker will continue 
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deliberately to seek this effect, and be
come dependent upon alcohol. Un
fo rtunately, only an unpleasant person
ality change, such as unusual belliger
ence, antisocial tendencies, and fee lings 
of persecution and guilt, will evoke much 
concern. Marked relaxation from a small 
amount of a lcohol taken by an anxious 
individual, passive withdrawal or pleas
ant verbosity in an otherwise withd rawn 
and uncommunicative person, can there
fo re denote an equall y great personality 
change and may constitute a foundation 
for addiction . 
Appropriateness of the occasion 

Appropriateness of the drinking oc
casion is difficult to measure, since it is 
based on extremely elastic standards, so 
that any occasion - for example, an 
uneven date that falls on a Friday - can 
be deemed an appropriate drinking oc
casion ; however, in judging the change in 
a person's drinking behaviour, his defini
tion of appropriateness may be a signifi
ca nt gu ideline. 
Comparison with the drinking of others 

Comparison with the drinking of oth
ers in the sa me setting is not as useful, 
since people who are in the process of 
developing drinking problems have a 
tendency to change their drinking as
sociates, so th at at any time they can 

point to the fact that others around 
them are drinking as much as they are, 
if not more. 
Lack of dependency 

The most important standard for nor
mal drinking, i.e., the lack of dependency 
upon alcohol, is the most difficult to 
appl y, since it can usually only be judged 
indirectly. T he only direct method of 
confi rm ing a Jack of dependency is to 
judge how well a person can get a long 
without alcohol after complete abstinence 
for a significantly Jong period of time; 
and people who are becoming dependent 
upon alcohol tend to show remarkable 
ingenu ity in avoiding carrying out any 
such trial period . 
The decision 

As long as alcoholic beverages remain 
with us - and they show no sign of dis
appearing in the forseeable future - we 
will face the problem of deciding 
whether drinking habits a re normal or 
abnormal. This decision will be made re
peatedly, by individuals about themselves 
and others, by groups of people attempt
ing to set standards, and by organized 
society attempting to impose the most 
widely accepted standards through legis
lation. The wrong decision will be made 
as often as the correct one, but this is 
better th an no decision at all! 

R eprinted from A lcoholism R eview, April-May issue, Volume V II!, Numb er 4, 
published by The Alcoholism Foundation of British Columbia . 

SC. Commiss ion Ol'J c-4/colo {;sm 
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The Alcoholic Mother 

ALCOHOLISM is a disease. The 
American Medical Association and 

Alcoholics Anonymous have established 
that many individuals may have alcoholic 
tendencies from birth, that there is no 
"typical" situation which breeds an al
coholic, but that there are common traits 
exhibited by alcoholics and by those who 
live with them. American society, how
ever, deals with alcoholism as a problem 
attributable to defects in the alcoholic's 
immediate environment and in the social 
structure as a whole. Drunkenness is a 
crime, and alcoholics are treated as 
moral degenerates by those who do not 
understand the complexity of the sick
ness. Although alcoholism in this country 
has reached such proportions that four 
and one half million individuals are now 
in its grip, few people understand its 
true nature. My purpose in this paper is 
to speak from personal experience, as 
well as knowledge of fact and authorita
tive opinion, in describing the effects on 
the family unit when the mother is an 
alcoholic. 

The alcoholic mother lives a day-to
day struggle against drinking. If she has 
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This article is an anonymous writ
ing which was created by a sociology 
class at the University of New Hamp
shire this past school year. Reprinted 
by permission from bulletin - a 
publication of the New Hampshire 
Program on Alcoholism. 

not yet admitted to herself and to others 
that she is an alcoholic, her life vacillates 
between recognition of the problem, 
sometimes even requests for help, and 
vehement denials of any degree of habit
ual drinking. In the more rational mo
ments of this cyclic behavior, the alcoho
lic may realize that her set of roles with
in the family is gradually slipping away. 
Her husband rejects her sexually because 
of her drunkenness, and refuses to take 
her to any social events where liquor is 
available, because of his own fear of em
barrassment. Thus, her role as a wife is 
disintegrating. Her children may be fix
ing the meals, doing the shopping, and 
in general, taking over the normal role 
functions of a mother. When the alcoho
lic mother realizes that her usefulness to 
the family is declining, she experiences 
guilt and humiliation, which leads to 
more drinking, and often the infamous 
"binge". 

Since the alcoholic problem may de
velop over a period of years, it is often 
hardest for the husband to recognize it 
in his wife. Certainly there are warning 
signals; empty bottles may be found 
thrown away or hidden, and the alcoho
lic may even confide in her husband 
that she is worried about her drinking. 
Tragically, however, the husband, be
cause of his own feelings for his wife, 
may refuse to admit that she is an alco
holic until her chronic drunkenness, ex
cessive spending, and attempts to hide 
her sickness through lying finally force 

LIFELINES 

.;, 

lim 
will 

It 
bane 
ing 
vine 
proJ 
cleri 
Whe 
the 
hers 
prot 
coer 
hers 
is t, 
ofte1 
and 
usin 

Si 
bane 
reali 
strm 
the , 
dreo 
stag, 
hum 
ness 
pro, 
beh, 
alco 
ratic 
norr 
burs 
ness 
pare 
velo 
divi , 
pare 

If 
beh, 
stag, 
is e: 
for 
actie 
sam, 
the 
cont 
fath 
twee 
situ: 

T 

JUL 



I 
1ers 
ates 
em, 
and 
tbit-
mo-
>ho-
rith-
vay. 
mse 
take 
,r is 
em-
e is 
fix-
and 
role 
Jho-
s to 
nces 

to 
lOUS 

de-
,ften 
:e it 
ning 
,und 
oho-
>and 
dng. 

be-
.vife, 
1lco-

ex-
bide 
orce 

\TES 

" 
I 
,/; 

iim into this admission. At this point, he 
will seek help. 

It is at this same point that the hus
band makes bis greatest mistake in deal
ing with his alcoholic wife. He is con
vinced that she can be "cured" if 
properly helped, and enlists the aid of 
clergymen, doctors, and psychiatrists. 
When he is given the expert advice that 
the cure must come from the alcoholic 
herself, through her recognition of the 
problem, he is frustrated, and may try to 
coerce her into admitting her problem to 
herself by constant nagging. This is what 
is termed the "alcoholic spouse", who 
often becomes violent out of helplessness 
and anxiety, and finds that his wife is 
using him as an excuse for her drinking. 

Surely, the disintegration of the hus
band-wife relationship is one of the harsh 
realities of alcoholism, but the most de
structive aspect of the problem lies in 
the effect on the children involved. Chil
dren, especially before the adolescent 
stage, rarely perceive their parents as 
human beings who are subject to weak
nesses and animal drives. A parent is a 
provider, a symbol of authority, and a 
behavioral model. When the parent is an 
alcoholic, the child is confused by the ir
ra tionality, the inability to carry out 
normal functions, and the violent out
bursts which are symptoms of the sick
ness. Even with the help of one lucid 
parent, the child will unavoidably de
velop into an incorrectly socialized in
dividual with a warped conception of 
parental roles. 

If the mother has displayed alcoholic 
behavior since the non-verbal or early 
stages of the child's development, then it 
is extremely difficult, if not impossible, 
for the child to recognize his mother's 
actions as anything but natura l. The 
same is true of the child's perception of 
the father's behavior. He is upset and 
confused by the tension he senses in his 
fa ther, and by the violence he sees be
tween his parents, but he internalizes the 
situation as normal parental behavior. 

The adolescent child who experiences 
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the growth of alcoholism within his own 
family suffers the most shock of all . He 
must face the sickness in his mother and 
the helplessness of his father, as well as 
his own inability to aid his mother. H e 
watches his parents destroying each other 
in a vicious cycle of nagging and physi
cal violence followed by heavy drinking. 
The result is that many adolescents 
alienate themselves from their parents 
and find refuge in brothers and sisters 
or friends. 

As the alienation of the children pro
ceeds, the family unit as a whole disin
tegrates. Considering the number of al
coholics in this country, this may have 
long-ra nge effects on the community. 
Children of alcoholic parents often find 
it difficult to function in school a nd other 
community organizations because of 
their anxiety over the problem and the 
fear that "everyone knows". When there 
are large numbers of children in this sit
uation, they may find help in sharing 
their si milar experiences. Organizations 
such as Al-Anon have been organized 
for this purpose. 

The drinking habits of the alcoholic 
mother may end when, in a lucid mo
ment, she realizes that she must never 
take another drink. This is the only 
known solution to alcoholism; there is 
no cure. In some isolated cases, individ
uals have been resocialized or "cured", 
but for the large majority of alcoholics 
the only hope lies in complete abstinence. 
When the alcoholic continually loses the 
battle against "just one more drink", the 
end of the sickness may come with death 
- either from physical conditions re
sulting from excessive drinking, fro m ac
cidents caused by drunkenness, or from 
suicide. The problem does not end here 
for the family of the alcoholic mother, 
however, for irreparable psychological 
and emotional damage remains. The 
fa mil y will continue as an "alcoholic 
fa mil y", each member dealing with the 
effects of alcoholism for the rest of his 
life . 

Anonymous 
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Continued from Page 2 

sociation recommended in 1968 that 
both parent organizations strongly 
advocate the elimination of ' the 
categorical exclusion' of alcoholism 
from coverage by health insurance 
plans 'and that this position be wide
ly disseminated to the Blue Cross 
A ssociation and other insurance 
carriers, and other interested parties.' 
The AHA General Cou ncil later 
adopted a similar resolution . In 
1969, an interim report of the Na
tional Committee on Alcoholism 
delivered to the Department of 
Health, Education and Welfare 
recommended that 'national guide
lines must be developed to assure 
prepayment and insurance coverage 
for alcoholism.' The BCA report to 
the Board of Governors contained 
a survey which showed that 58 Blue 
Cross Plans in the U.S. already 
provide coverage for a lcoholism 
under one or more of their group 
certificates. Fifty-six of these Pl ans 
provide the coverage in their most 
widely-held certificates." 

Mr. C. H . Walter, Director of Public 
Rel ations and Advertising, advises that 
Mr. William Sandow, Jr. , President of 
Blue Cross of South Carolina, is a lead
ing member of Blue Cross Association 
Board of Governors and hopes to demon
st rate in South Carolina a leadership role 
in this problem field . 

Southeastern School 
of Alcohol Studies 

TH E 9th Southeastern School of Al
cohol Studies will be held this year 

at the Center for Continuing Education, 
University of Georgia, Athens, August 
17-22. Of the 300 student quota, ap
proximately 90 professional and non-pro
fessional persons from South Carolina 
are expected to attend to seek a better 
understanding of the many problems re
lated to a lcohol and alcoholism. 
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SUMMER WORKSHOP IN 
SCHOOL HEALTH EDUCATION 

IN response to the need of teachers for 
factual information and instructional 

techniques related to important and time
ly segments of school health instruction, 
a sum mer workshop in school health 
education was held June 9-23 at the Uni
versity of South Carolina . SCCA was one 
of the participating sponsors and con
ducted an afternoon session on alcohol 
use and abuse. 

NEW SUBCOMMITTEE ON 
ALCOHOLISM AND NARCOTICS 

SEN. Harold E. Hughes (D-Iowa) has 
been named Chairman of a special 

10-man Senate Subcommittee on Alco
holism and Narcotics. Announcement of 
the creation of the new Subcommittee 
was made by Sen. Ralph Yarborough 
(D-Texas) , Chair.man of the Senate 
Labor and Public Welfare Committee. 

At a news conference, Sen. Hughes 
declared the principal objective of the 
Subcommittee would be "to focus na
tional attention on the magnitude of the 
problems our society faces as a result of 
alcoholism, drug abuse and narcotics ad
diction." 

"The corollary of this objective is to 
point up the mass ive moves which we 
must be willing to take for treatment, 
control and prevention of these diseases", 
sa id the Iowa lawmaker. 

True maturity implies one's abi lity to 

walk by himself without the need of 

being ashamed of what he says or does. 

Maturity comes through experience, the 

learning process. A person should react 

to his environment differently today 

from the way he did yesterday. 

Francis A. Soper-LISTEN, Jul y 1969 
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What Has Been learned 

By 

Robert L. Stevens 

PRODUCTION, in the usual V. R. sense of numbers of cases closed rehabilitated, 
has been small. Only twelve cases were closed rehabilitated between July I , 

1966, and July 1, 1968 ... three cases the first year and nine cases the second year, 
by the Clinic V. R. Counselor. There were extenuating circumstances that severely 
affected this production and made it perhaps half of what it could have been. 

However, from the beginning of the Georgian Clinic V. R . Program, another kind 
of production has been expected and needed, and this other production has received 
primary attention and cultivation by the Clinic Counselor. This production is best 
presented in terms of answers that now can be given to the question , "What has been 
learned about the Vocational Rehabilitation of Alcoholics?" The following state
ments, and the recommendations that follow in the last section of this report, at
tempt to display the productivity of the Georgian Clinic V. R. Program over the last 
two years. 

(I) The usual approaches to voca
calional evalua/ion of V. R. applicanls 
and clienls are not reliable when used to 
evaluate alcoholics. It is not at all un
common to receive rather glowing reports 
from evaluation centers, psychologists, 
and employment office evaluators when 
an alcoholic is referred to them for test
ing. Most alcoholics are very adept in 
creating a favorable impression in the 
minds of others when they are sober. 
Most will score as average or near aver
age on an I. Q. test, and a considerable 
number have definitely superior intelli-
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gence. Also, their work histories, on the 
surface may not reveal any obvious vo
cational problems. Many have worked 
at one or two jobs for ten years or more. 
Their skill appear adequate, and even 
their motivation for working usually ap
pears to be very high. Indeed , many eval
uators have been so impressed by the 
vocational adequacy, potential , and 
"readiness" of an alcoholic client that 
they have doubted the presence of any 
real disability. This apparent adequacy is 
often the alcoholic's downfall, for under
neath this facade of ability is a man who 
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probably is loaded with many fears and 
suspicions, many feelings of guilt, grief, 
and depression, and more than a little 
anger. For all of his seeming independ
ence, he tends to be, inside, a very de
pendent person, lonely; and isolated from 
meaningful relationships with other peo
ple. These other people see him as a man, 
an "adult", and respond to him accord
ingly, expecting him to be a man and 
assume the role and responsibilities of a 
man. But he may not feel like a man, 
and by drinking often and always to ex
cess, he allows us to see the way he feels 
inside . . . unable, "out of it", helpless, 
depressed . . . or angry, out-of-control, 
demanding, and frightened. Our usual 
testing instruments and interviewing tech
niques are not designed to be very relia
ble in separating apparent adequacy 
from real inadequacy. About the only 
way to evaluate an alcoholic is to "live 
with him" for a period of time in a rel
atively well-structured atmosphere and 
environment, where a number of trained 
people can be around him, respond to 
him, and elicit response from him. In 
short, we need to "get to know" him, 
and give him a chance to get to know us. 
For the biggest problem alcoholics have 
is the "people problem" ... living with 
other people successfully. The evalua
tion, then, requires that we involve our
selves in the life of this person long 
enough and closely enough to find out 
what effect he has on us and what effect 
we have on him. 

( 2) Work , in itself, is not therapeu
tic for alcoholics. At first glance, this 

At the time this report was written, 
Mr. Stevens was Vocational Rehabili
tation Counselor for Alcoholic Cases 
at the Georgian Clinic in Atlanta and, 
in the report, summarizes the lessons 
learned during his early years as a 
V. R. counselor at the Clinic. Mr. 
Stevens is now Director of Rehabilita
tion Services at the Apple Valley Cen
ter for Rehabilitation, Ellijay, Ga. 
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may sound like the ultimate expression 
of heresy to many V. R. Counselors and 
Supervisors, and other "work-oriented 
helpers" in our society. We are a work
ing, active, productive people who place 
great value on remunerative employ
ment. To work is good .. . not to work 
is bad. But, when we stop to think for a 
moment, we know that work is an activi
ty, usually associated with adulthood, for 
which we spend a good portion of our 
lives preparing ourselves. For example, 
chjldren and teenagers "work" at times 
and often for wages, but usually not with 
the same consistency and hardly ever 
with the same expectations associated 
with adult vocational activity. The latter 
kind of work-ability takes time to de
velop. It requires that a person "grow
up", emotionally, learn to withstand de
feat and keep trying, perhaps. after many 
fa ilures. It requires that we learn to get 
along with people, to be dependent on 
them at times and independent at other 
times. Adult vocational li fe requires that 
a person have a feeling of worth about 
himself ... a sense of having something 
to offer to others, and a freedom to con
vert that feeling of value into productive 
"doing", to be "good for something". 
As we talk to adult alcoholics, we get 
the strange feeling that we are talking 
to two people: The physically and chron
ologically adult person sitting in front 
of us, and the confused and bewildered, 
sometimes defiant, child inside that 
grown-up structure. How much in the 
way of grown-up-type demands and ex
pectations can that immature inner
foundation stand? Viewed from this per
spective, it should be hardl y worth de
bating that work, in itself, is therapeutic. 
If it were, most alcoholics would cure 
themselves, for they notoriousl y have lit
tle difficulty getting a job . . . it's 
keeping a job that presents (and exposes) 
the problem. Work is something for 
which they often are not prepared, and 
the frustrations they experience on the 
job, instead of being therapeutic, may be 
quite destructive and give them ample 
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reason for turning more often and more 
exclusively to alcohol as a well-known 
and (in its own way) a very reliable 
friend. 

However, when a sober alcoholic pre
sents himself to a V. R. counselor, clean, 
well-dressed, and exuding considerable 
motivation and confidence, and tells that 
counselor that all he needs is help in find
a job and he will never drink again, the 
temptation to accept this presentation at 
face value can be pretty overwhelming. 
The same can be said of the alcoholic 
who is not clean, well-dressed, etc., and 
who begs the counselor not to "send him" 
to that alcoholic clinic but just recom
mend him for a job and he will be 0. K. 
A quick closure for the counselor? Not 
usually! 

Work, preceded by and then accom
panied by a realistic and individually de
signed treatment program, can play an 
extremely important part in an alcoholic's 
rehabilitation, as can a special work eval
uation and adjustment program that 
functions as an integral part of a com
prehensive evaluation and therapy cen
ter. In such programs, the client's ex
periences at work find their way into 
counseling sessions and other interpre
tive, supportive, and reconstructive en
counters .. . and these latter encounters 
have a direct influence on the client's 
work performance. 

Real therapy necessarily involves 
"work" (of a kind) . . but work (as 
we commonly think of it) is not thera
peutic in itself. 

(3) The alcoholic needs the V. R. 
Counselor as a counselor and as a per
son more than he needs the counselor's 
purchased services. Alcoholic rehabilita
tion is relatively inexpensive in terms of 
purchased services (training, surgery, 
tools and equipment, etc.) , but expensive 
in terms of counselor time (V.R. pay
roll). 

Most alcoholics are not physically 
disabled. Most have some kind of job 
skill that can be "sold" to an employer. 
They do not require much, usually, in 
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terms of case service money. But they 
require a great deal in terms of personal 
relationships, counselor time and emo
tional energy, and inter-discipline and 
inter-agency communication. 

It is recognized that V. R. Counselors 
in the past have spent a lot of money 
on alcoholic cases, and are sti ll doing so, 
but much of this is due to lack of ade
quate orientation and training on the 
counselor's part. Inexperience and pro
fessional ignorance are expensive in most 
fields ... vocational rehabilitation of 
a lcoholics is no exception. It would be 
interesting to know how many training 
programs were begun, inappropriately, 
prematurely, and at V.R. expense, by 
alcoholic clients ... and never com
pleted ; or how many sets of tools were 
purchased and never really used ; or how 
many dentures provided and then lost or 
broken during a "spree". 

The alcoholic has a "people" problem, 
and alcohol is his solution to that prob
lem. If he is to learn another solution, a 
more constructive way of getting reason
ably comfortable with people and par
ticipating soberly with them in day-to
day living, he must be given the oppor
tunity to have a great measure of face-to
/ace time with persons who have de
veloped social-abi lities and less destruc
tive coping ski lls. 

( 4) Alcoholic rehabilitation requires 
interagency communication, community 
co-operation, and (ideally) a multidis
cipline "team" approach. These words 
don 't sound as new or creative as they 
once did. Most people agree now that 
any really effective rehabilitation effort 
with any disabled or disadvantaged per
son requires much sharing of informa
tion, time, and skills among medical, 
social-service, and rehabilitation "pro
fessionals", not to mention the many so 
called "sub-professionals". 

But, with alcoholics, such a communi
ty concept is not simply advisable or 
recommended ... it is essential. The 
alcoholic is a fragmented, isolated being, 
and he tends to fragment and isolate 
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other people, trying to relate to his com
munity not as a group but as a collec
tion of individuals who just happen to 
be (in some insignificant way) sharing 
the same geographical area. He sees no 
relation between his visit to his welfare 
worker and his V. R . Counselor, his in
terview with his boss and his minister, or 
his request for training and his marital 
conflicts. Every issue in life is a separate 
entity, unrelated to every other issue in 
life. So, he tells each helping person 
wh at he thinks that person (because of 
his role) wants and needs to hear, and he 
gets frustrated , eventually, because he 
has been to all of these experts ( who are 
supposed to know how to help people) 
and he still doesn't feel "helped" ! 

If we, as a community, cannot talk 
meaningfully to one another and gain 
strength and support in our individual 
tasks by investing ourselves in the activi
ties and interests of one another, what 
do we have to offer a person who is 
equall y disabled in his isolation? 

And mailing Xerox copies of reports 
and letters back-and-forth between agen
cies, while valuable, is not what is meant 
by communication! 

(5) An alcoholic's rehabilitation just 
begins when he has maintained sobriety 
for several weeks (or even m onths) and 
has returned to work. Those who Jive 
with alcoholics, and those who are in
volved with them as employers, min
isters, Jaw enforcement persons, relatives, 
friends, etc. , are inclined to feel thaf the 
life and vocational stability of any al
cohol ic would be improved , or even 
radica ll y changed for the better, if he 
would just stop drinking. They have seen 
so much pain and destruction, so much 
waste of personal potential , that is di
rectl y related to his drinking, it's not 
difficult to understand how they arrive 
at this conclusion . In fact , this is one of 
the most common assumptions made by 
our society in its thinking about alcohol
ism. 

However, it is an invalid assumption as 
applied to most alcoholics. Alcohol is an 

12 

anesthetic. It deadens sensation, numbs 
feeling. Taken in large quantities it lit
erally puts people to sleep. Because of 
its chemical properties that produce such 
an effect, it is used by social drinkers 
and alcoholics alike to "relax", to ease 
the stress and tension of daily living. But 
the alcoholic's needs, pain, loneliness, 
etc., are deeper, more acute than most 
people's, and / or his coping resources 
other than alcohol are either non-existent 
or markedly less developed than the 
social drinker's. Alcohol, slowly over a 
period of years (usually), becomes his 
one effective way of "getting away from 
it all". He ceases to engage in the kind 
of emotional, psychological, struggle and 
exercise by which more normal people 
develop their strength to lift the numer
ous small "weights" of daily living and 
the fewer but more demanding "bar-bell" 
type crises that come to all of us. His 
one "solution" to all problems, all stress, 
becomes alcohol. To him, alcohol is not 
a sickness, not a weakness, not a handi
cap. Quite the contrary! It is his 
strength , his "health", his way of sur
viving, his friend, and his most reliable 
defense against all discomfort of any 
kind and degree, physical and emotional. 

And society says to him: "Give it up! 
Just stop drinking and you'll be O.K.!" 
The alcoholic is smarter than that. He 
knows what he's like without alcohol. 
Sure, he hurts when he drinks (especial
ly during the hang-over), but he hurts 
more when he stops drinking. 

To put it another way, when the an
esthetic wears off, the pain returns. 
Awareness returns. Ugliness and guilt re
turn. Depression returns. People return. 
Feelings from deep within, too strong to 
ignore, too disturbing to live with, come 
back to the level of consciousness. And, 
simultaneously, and also because he has 
stopped drinking, people begin to expect 
more out of him. After all, he's "sober" 
now! He can assume more responsibility, 
they say. He has no reason now for not 
producing. He must make up for wasted 
time, pay the bills that have piled up, try 
harder. Thus, precisely at the point where 
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he needs the most support and the least 
pressure if he is to survive with bis flab
by psychological muscles, he finds him
self overwhelmed with greater expecta
tions, and the presence of people around 
him who are so relieved that he bas 
stopped drinking, and so exhausted by bis 
past drinking, that they are not responsive 
to his more subt le dependencies, his less 
obvious fee lings of worthlessness , and bis 
unchanged inability to be the "man" 
everyone wants him to be. 

Unfortunately, but quite understanda
bly, there is a tendency for V . R. Coun
selors to see a brief period of sobriety 
and a return to employment as evidence 
of an alcoholic's "rehabi litation". In 
reality , it is at that point that the a lco
holic needs a c lose and reliable friend 
the most .. . to replace the one he has 
"lost" and is trying to bury forever. 

(6) Self-employment (or unsuper
vised work) is not advised for most al
coholics. Most alcoholics both need and 
hate superv ision. They h ave severe dif
ficulty getting a long with authority fig
ures . As a consequence, many fee l that 
if they could become self-employed (be 
their own boss), the pressure they feel at 
work would be decreased. They a lso be-
1 ieve they would make more money, be 
ab le to set their own work hours, and 
control their future to a greater extent 
than by worki ng "for someone e lse". 
There is also the less-conscious (perhaps) 
be lief that they can drink when they 
want to without being fired and without 
being criticized. 

Much the sa me can be said about oc
cupations and job assignments involving 
little or only very general supervision 

such as many stra ight-commis
sion sales positions, especially those in
volving a lot of travel. In effect, such 
vocational thinking is simply one more 
expression of the a lcohol ic's isolation a nd 
difficulty in relating successfu ll y to peo
ple. His sol ution to people-pain is to 
get away from people, through a lcohol, 
or through his work if that can be ar
ranged. 
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Actually, some a lcoholics do become 
successfu l se lf-emp loyed and traveling 
salesmen ... but only after they have 
found some way of living with the feel
ing within themselves that made such 
work attract ive to them in the first place. 
When an alcoholic learns to share and 
trust, give a nd receive, fight and Jove in 
the presence of a group therapist (an 
authority figure) and his own peers ( the 
other group members) , he is more free 
to be more successful at most anything 

including supervised and unsuper
vised work. 

However, it should not be forgotten 
that the need for a strong, supportive, 
and firm "boss" is still present and con
sciously or unconsciously is recognized 
by many alcoholics. They do not really 
want to do away w ith that boss, as much 
as they want to learn to live with him 
and receive from him what he has to of
fer them. 

If the V . R. Counselor (also an au
thority figure) can help the alcoholic to 
live with supervision, be wi ll h ave pl ayed 
a very large role in the rehabilitation of 
his c lient. 

(7) If a "drinking problem" is pre
sent at all with an applicant or client, it 
probably is the primary disability , re
gardless of how many other disabling 
conditions the person has. The drinking 
problem must receive attention! It will 
not just "go away" if ignored, or if we 
provide any number of surgical proced
ures , training programs, tools , and job 
placement services to the addicted client. 
If we offer traini ng, and assuming he 
makes it through the course, he will be 
simply a trained alcoholic. Tf we pay a 
doctor to remove his hernia , he will be 
an alcoholic without a hernia. 

Alcoholism strikes a man at his "core". 
A well -adjusted, emotionally mature per
son who is involved in an accident and 
loses an arm, a leg, or is made paraple
gic, st ill has the inner-resources, the 
emotional strengths he had before his 
accident. Those resources may become 
more severely taxed or " used" than ever 
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Treatment Digest 
THE NURSE AND THE ALCOHOLIC PATIENT 

,oNE of the outstanding attributes of 
any nurse is the ability to develop a 

healthy and meaningful relationship 
with a patient, especially with an alco
holic patient. A large part of nursing the 
alcoholic patient is the nurse's attitude 
toward him; it is important that she un
derstand his emotional and social as well 

Continued from Page 13 

before, in order that the man may ad
just to the new crisis . . . but they are 
!here! With the alcoholic, it is this very 
foundation stuff that is missing or inade
quate. 

Therefore, it is unrealistic to try to re
habilitate an alcoholic without giving pri
mary attention to his inability to tolerate 
his own rehabilitation! To give an exam
ple: An alcoholic applicant comes to a 
counselor requesting vocational training, 
and say ing that if he had training (which 
may not be a bad thing in itself), he 
would not drink anymore because he 
would "know how to do something". 
What he fails to see is that an employer 
has a right to expect more from a trained 
employee than from an untrained man 
... and, besides, training itself is stress
ful and demanding. Does the applicant 
have the resources to successfuly com
plete the trai ning course and cope with 
the greater expectations of the employer? 

1f a counselor can help a man to face 
his drinking problem and "take arms" 
against it, rather than ignore it or try to 
"work around it", he will have made a 
valuable contribution to the construction 
of a foundation upon which a variety of 
vocational structures might be erected. 
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as his physical needs. How successful 
the nurse is in treating the alcoholic, ac
cording to Lillian Kendall, depends upon 
the recognition and understanding of her 
own behavior in relation to the patient 
and her ability as a therapeutic agent in 
his behalf. 

The role the nurse will play in treat
ing the alcoholic patient in the hos-

(8) It is unrealistic to expect most 
V. R. Counselors, especially !hose carry
ing large general caseloads and those 
who don't want to work wilh alcoholics, 
to be effeclive in alcoholic rehabilitation. 
Specialists are needed. Alcoholism is dif
ferent enough and demanding enough to 
justify the selection and training of coun
selors who have the interest and certain 
other qualities or trai ts needed to work 
with a lcoholics. Many counselors openl y 
admit they find no reward or satisfaction 
in working with alcoholics. Their feelings 
should be respected . The task of reha
bilitating alcoholics is difficult enough 
when the helping persons involved are 
fascinated by their work and satisfied 
with its compensations. 

Further, there is much research and 
experimentation th at needs to be done in 
the a rea of alcoholic rehabilitation. Such 
activity will require workers who can 
give full-time and concentrated effort to 
it. 

Finally, a lcoholics seem to respond best 
to '·specia l" attention ... a clinic for 
alcoholics, a counselor for alcoholics, 
etc. Many of them tend to get lost in 
comprehensive programs that attempt to 
meet their needs along with the needs of 
one or more other disability groups. 
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pita[ provides an important opportunity 
for advising and directing the patient 
into follow-up treatment, but if the 
nurse feels that there is no hope for the 
alcoholic, then there is no way she can 
help. The alcoholic must be accepted as 
he is, for what he is , which will require 
patience and understanding. To develop 
a meaningful relationship with such a 
patient will demand from the nurse a 
high degree of integrity and inner 
security and a constant awareness of her 
own feelings so that they will not inter
fere with what she is trying to do. The 
patient will be sensitive to any responses 
the nurse gives and will be aware of 
what her behavior can convey. Conse
quently her attitude will be reflected in 
his behavior toward her. The nurse 
should be familiar with the fears and 
anxieties of the patient and yet not over
identify with them or be impatient be
cause he does not get rid of such feelings 
in "normal" ways. He will continue to 
behave in ways that have meaning to him 
and give him satisfaction. 

The nurse will probably first see the 
patient in an admission or emergency 
ward, but whether drunk or sober he will 
be a frighten ed and anxious person. The 
nurse can help reassure and offer help 
as with any other sick person since she 
seems to represent a figure who can un
derstand him as a sick person, one who 
wants to help. But the nurse must make 
this known. The patient will probably 
see the nurse as the least threatening of 
the hospital staff. Many times she will 
be in a position of having to define for 
the patient the many aspects of his ill-

ness and its treatment, and these times 
will provide opportunities to introduce 
the patient to the various treatment 
facilities available to him. 

The patient shou ld be comfortable 
within the hospital setting. He needs to 
learn to communicate and be accepted 
by other people but he would be unable 
to do this if he were surrounded by an 
inexperienced staff and unsympathetic 
patients. The nurse should be flexible 
and ready to respond to patients' re
quests. The alcoholic is usually resentful 
toward authority and toward the enforce
ment· of rules and regulations so it is in
advisable to have a ward setting where 
the nurse is the authoritarian figure and 
patterns of conformity are strictly en
forced. The nurse should recognize that 
the patient will probably be hostile and 
will need to "put her on the spot" to see 
if she is like all the rest who have tried 
to help and have failed. The general 
nursing routines provide an excellent op
portunity for communication with the 
patient and provide the patient with the 
experience of being accepted. 

The nurse needs to understand that 
there will be relapses. But each period 
of sobriety needs to be emphasized as an 
improvement; she should point out to 
the patient that even though he did re
lapse, he returned for further treatment. 
But limits must be put on the patient. 
Admission is not always advisable if it 
is fostering a dependence on the hospi
tal or encouraging the alcoholic to re
peat performances. Consistency is a vital 
factor in putting limits on a patient who 
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is still drinking but in such a way that 
it will not be interpreted as rejection. A 
sense of caring should be conveyed but 
at the sa me time he should be made to 
understand that rehabilitation cannot be 
sta rted until sobriety has been regained. 

Any doctor or nurse should be able to 
approach an obviously intoxicated person 
and at least offer help. The patient m ay 

not be ready to stop drinking or he may 
reject the offer, not ad mitting that there 
is a problem, but with some interest and 
understanding from the nurse he will 
know that here is a place where he can 
be accepted as a sick person and where 
he can eventually receive treatment. 

-M. A. ZIMMERMANN 

ALCOHOLISM TREATMENT WITH METRONIDAZOLE: 
FURTHER STUDIES 

THE treatment of alcoholism with 
. metronidazole continues to be 

studied , with both positive and negative 
results. Among those who report benefi
cial effects of the drug are Ors. P . 
Friedland a nd M. Vaisberg of Meadow
brook Hospital , Long Isl and, N . Y.; by 
1968, when they published their latest 
results, they had treated 65 a lcoholic 
patients with metronidazole, 75 % of 
whom showed "significa nt improvement" 
during the 6- to 24-month observation 
period. A more detailed and better-con
trolled study was carried out by Ors. H . 
E . Lehmann and T . A. Ban at the Doug
las Hospital in Verdum, Quebec. In a 
double-blind test, 12 patients were given 
500 mg of metronidazole, 10 received 
250 mg and 8 received placebo for 12 
weeks. It was found that the highest 
dosage produced the most pronounced 
effects, namely, decreased desire for al
cohol , improved interpersonal relations 
and attitude toward responsi bility. At 6-
and 12-month drinking trials, half of 
each drug-treated group reported that al
cohol tasted bitter, left a bad taste or 
was tasteless; only 1 pl acebo-treated 
patient reported a similar experience. At 
the end of the trial patients in all 3 
groups reported that they were drinking 
less, a lthough none were abstinent, a nd 
the authors conclude that "on the basis 
of these findings , metronidazole is con
sidered a useful adjunct" to the treatment 
of a lcoholics. 

Similar conclusions were reached by G. 
Bonfiglio and G. Donadio working at the 
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Ita lia n lnstitute of AJcoholism in Rome. 
Using a higher dosage than ordinarily 
employed (750 mg per day for 15 days 
followed by 2 further 15-day periods of 
250 mg per day) , the authors found that 
52 of 60 patients felt a decreased desire 
for alcohol after 8 days of treatment. 
Alcohol tests at various stages of the 
study, using a half liter of wine, pro
voked a disulfira m-like reaction (stomach 
burn, hot flushes, pa llor, sweating, nau
sea, vomiting) in 49 patients. At a !
month follow-up 18 patients were still 
ta king metronidazole daily and were lead
ing normal lives; all cl a imed a decreased 
craving for and adverse reaction to al
cohol. Although Jess dramatic a lcohol 
reactions are produced than with disul
firam , Bonfiglio and Donadio feel that, 
in conjunction wit h psychotherapy, 
metronidazole is useful in the treatment 
of alcoholism. They caution , however, 
that therapeutic success requires pro
longed and constant treatment, since 
suspension of the drug for only a few 
days allows a return of craving for alco
hol. 

In spite of these promising studies, a 
number of researchers have failed to re
plicate the results. Dr. Goodwin, at the 
Malcolm Bliss Mental Health Center in 
St. Louis, studied 12 carefully chosen 
"good-prognosis" patients, the rationale 
being that if metronidazole failed to 
benefit these highly selected patients, 
then its usefulness for more deteriorated 
patients would be doubtful. Within 1 to 
6 weeks of the beginning of treatment, 
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l O of the 12 patients stopped taking the 
drug, 8 of whom promptly resumed 
drinking. Reasons for discontinuing 
treatment ranged from "forgetting" to 
side effects, such as bad taste and head
ache. A reduced desire for alcohol was 
reported by 5 patients, 3 of whom drank 
anyway; the remaining 2 were the only 
patients to maintain abstinence on 
metronidazole for 4 months, adamant
ly praising its effectiveness. Their en
thusiasm and sobriety persisted, however, 
when a placebo was substituted for 
metronidazole. Dr. Goodwin concludes 
that metronidazole is of little therapeutic 
benefit and that the findings raise the 
possibility that the drug may produce a 
"rebound" effect, observed also by 
Bonfiglio and Donadio, increasing alco
hol consumption when treatment is dis
continued. 

Directing their work toward the claims 
that metronidazole reduces craving for 
alcohol and produces a disulfiram-like re
action, Drs. M. G. Gelder and G . Ed
wards undertook a double-blind study 
with 10 alcoholics in London. For 10 
days each patient received 400 mg of 
metronidazole 3 times a day and placebo 
for another 10 days. At the end of each 
l 0-day period an alcohol test was given, 
during which patients were asked to as
sess their expectation and experience of 
the test drink (28 ml of alcohol as whis
key). Similar responses were obtained 
under drug and placebo conditions; the 
only difference observed was that the 
drug appeared to produce a mild seda
tion and bad taste. The patients were 
unanimous in regarding the effects of 
metronidazole as mild and extremely un
likely to deter drinking. 

Another negative report was published 
by Drs. W. P. Egan and R. Goetz who 
conducted a double-blind study with 46 
deteriorated alcoholic patients at the 
Douglas County Hospital and Alcoholic 
Treatment Center in Omaha, Nebraska. 
Of the 23 patients in both the drug and 
placebo group, 16 resumed drinking 
within 6 months, 6 dropped out of the 
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study and only 1 remained abstinent; 7 
in each group claimed a reduced desire 
to drink even though they could not 
maintain abstinence. None reported a 
disulfiram-like reaction. The results seem 
to confirm Goodwin's conclusion that 
metronidazole is of little benefit in the 
treatment of alcoholism. Egan and Goetz 
caution, however, that the drinking habits 
of severe Skid Row alcoholics, such as 
these, may be impervious to the effects 
of metronidazole. 

One of the most recent studies of the 
efficacy of metronidazole was conducted 
by [)r. S. La l at the Queen M ary Veter
ans Hospital in Montreal. In a single
blind test, 11 alcoholic outpatients 
(Group A) and 27 former inpatients 
(Group B) were given metronidazole 
for 2 to 4 months, followed by a place
bo substitution in J 3 patients for 4 to 12 
weeks. A group of 38 former a lcoholic 
inpatients not treated with metronidazole 
served as controls. All 11 patients in 
Group A continued to drink, including 
1 patient who had received 1 g of the 
drug for a month. Of the 27 in Group 
B, 22 relapsed ; the 5 who remained 
abstinent continued to do so on pl acebo. 
No patient developed an aversion to a l
cohol. The duration of abstinence was 
similar in the control group. On the 
basis of these findings, Lal questions the 
claim that discontinuation of metroni
dazole treatment produces a heightened 
craving for alcohol. If pretreatment crav
ing is not curbed by the drug, as was 
found in Lal's sample, omission of medi
cation is unlikely to create a greater 
craving. 

Obviously, the effectiveness of metro
nidazole has not yet been proved or dis
proved, in spite of the great amount of 
research being done in an attempt to 
find the answer. Even those researchers 
who have obtained only negative results 
concede that further study is necessary, 
not only to discover if it works and how 
it works, but also whether it is of any 
value in treating alcoholics. 

-J. SIEGRIST 
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ALCOHOLISM IN THE AGED 

DESPITE the numerous sophisticated 
treatment methods available to the 

alcoholism therapist, the aged alcoholic 
remains neglected . Essentially the prob
lem is one of definition: Should he be 
treated by an alcoholism unit, a geriatric 
unit or a combination of both? The lat
ter, of course, is almost nonexistent, 
since most public and private institutions 
for the aged are reluctant or do not have 
the fac ilities to treat the elderly alcoho
lic. 

The difficulties specific to therapy of 
the elderly are complicated. Dr. D. E. 
Cameron, for example, has cited three 
main difficulties: First, certain motiva
tions which operate in the younger alco
holic, such as high hopes for an expand
ing future and for social rehabilitation, 
are lacking. Second, it is much more dif
ficult to conduct depth psychotherapy 
with the older person due to his de
creased mental capacity, sometimes ac
centuated by damage to the central ner
vous system caused by excessive drink
ing. Finally certain methods of rehabili
tation such as conditioned reflex and 
disulfiram treatment must be used cau-
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tiously, bearing in mind the danger of 
cardiovascular collapse. In addition, one 
must distinguish two general types of 
alcoholism in the elderly - one result
ing from prolonged drinking, the other 
from a traumatic experience relatively 
late in life such as retirement or be
reavement. In either case, experienced 
therapists recommend psychosocial treat
ment, with a strong emphasis on a psy
chotherapy adapted to the age of the 
patient and a general de-emphasis on 
drugs. 

Lately an increasing body of literature 
has shed interesting light on the possibi
lity of spontaneous recovery in the alco
holic; the inherent implications here for 
the treatment of the elderly are vast. Dr. 
L. R. H. Drew of Australia has found 
that after the age of 40, there is a grad
ual and unexplainable decrease of alco
holic patients in treatment facilities . 
Several hypotheses have been suggested 
for this. It has been demonsrated that the 
preference and tolerance for alcohol 
gradually decrease with increasing age. 
The reason may be psychological as 
well-Drew, for example, feels that in--
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creasing maturity and responsibility (in
cluding a more responsible attitude to
ward alcohol), decreasing drive, increas
ing social withdrawal , changing social 
pressures, reduced financial resources 
and the onset of psychiatric disturbance 
are all factors which may contribute to 
this reduction of alcohol problems with 
increasing age. Seen in a psychoanalytic 
perspective, the self-destructive motiva
tion for drinking which exists in the 
younger person may possibly lessen with 
age for the simple reason that the older 
persons feels death more imminently. 
Treatment therefore should play on the 
impressionable nature of the patient -
the emotional and physical side effects 
of excessive drinking (cirrhosis, poly
neuropathy) can be used as levers in 
"convincing" him. Finally, the alcoholic 
60 years and over should be placed in an 
environment which is conducive to such 
persuasive treatment. Herein li es the 
dilemma. 

At present the brunt lies on the should
ers of government institutions. In a sur
vey conducted at a Y .A. Hospital in 
Mississippi, Drs. L. G. Harrington and 
A. C. Price found 22 % of the patients in
terviewed to be alcoholics. At present, the 
V.A. type of hospital is the best possible 
answer to the homeless, penniless a lcoho
lic with no future . But many old people 
fall outside of this group, particularly 
those pat ients with a family and some 
retirement income. For them the day 

hospital is ideal , for there clinical treat
ment can be combined with a type of 
therapy involving the family. In more 
simplistic terms, the time the patient 
spends at the day hospital is time which 
might otherwise have been passed in 
idleness and boredom. Pa ramount here 
is the problem of activity. No one is 
rea lly prepared for retirement and the 
shock due to its onset certainly can ag
gravate if not precipitate excessive drink
ing. Drs. Favre and deMeuron in 
Switzerland continually stress the impor
tance of the elderly patient taking on a 
hobby .. 

Old people can no more all receive the 
same treatment as people of a ny other 
age. The fallacy so far perh aps has been 
to think of old people as a homogeneous 
group requiring a specific type of treat
ment when in fact they must be individ
ually examined and recommended for 
various forms of treatment. The present 
policy of institutions for the aged (apart 
from government facilities) to reject any 
one but "normal" patients is justifiable 
only if their equipment cannot accom
modate them. The acutely ill person 
could be received at the hospital and 
once his condition is stabi lized could be 
taken on by the geriatric institution. This 
type of cooperation between the general 
hospital and the geriatric faci lity, as sug
gested by Dr. W. C. Twigg, seems to of
fer the most rewarding approach for the 
elderly alcoholic. - J. SIMONDS 
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DIRECTORY OF OUTPATIENT SERVICES BY COUNTY 
-for ALCOHOLICS and/or THEIR FAMILIES 

Key to Facilities 
Menta l Health Centers: Provide direct services of consultation, emergency 

care, day care, in-patient service, out-patient service, education, referral 
and fami ly counseling. 

Vocational Rehabilitation: Application forms for in-patient treatment centers 
in Florence and Greenville, direct service of follow-up, vocational coun
seling, vocational guidance and vocational placement. 

Local Councils and Commissions: Coordinate activities, information and 
services regarding alcoholism. 

Family Service: Provides direct services of individual and family counseling. 

AIKEN 
Aiken County Mental Health Center, 

140 ewberry St. , N.W., Aiken 29801; 
Tel: 648-0481. 

Vocational Rehabilitation Office, 107 
Che terfield St. , Aiken 29801; Tel: 648-
3221. 
A DERSON 

Anderson - Oconee - Pickens Mental 
Health Center, 1501 N . Main St., An
derson 29622; Tel: 226-6074. 

Vocational Rehabilitation Office, Box 
1776, Station A, 1103 orth Fant St., 
Anderson 29623; Tel: 224-6391. 
BEAUFORT 

Coastal Empire Mental Health Cen
ter, P.O. Box 610, Beaufort 29902; Tel: 
524-3378. 
BERKELEY (See Charleston) 
CHARLESTON 

Trident Cou ncil on Alcoholisrri, P.O. 
Box 475, Moncks Corner 29461; Tel: 
899-2159. 

Charleston Area Mental Health Cen
ter, 275 Calhoun St., Charleston 29401; 
Tel : 723-4878. 

Family Service Agency of Charleston 
County, 13 Wentworth St., Charleston 
29401 ; Tel: 723-4566. 

Vocational Rehabilitation Office, 34 
George St., Charleston 29401; Tel: 
723-7428. 
CHESTER (See York) 
CHESTERFIELD (See Marlboro) 
CLARENDON (See Sumter) 
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COLLETON 
Coastal Empire Mental Health Center, 

115 Benson St., Walterboro 29488; Tel: 
541-2026. 

Vocational Rehabilitation Office, 
Drawer 110, Walterboro 29488; Tel: 
549-2506. 
DARLINGTON 

A lcohol ic Rehabilitation Office, Agri
cultural Bldg., Hartsville 29550; Tel: 
332-5740. 

Vocational Rehabilitation Office, Box 
446, 1604-B W. Carolina Ave., Harts
ville 29550; Tel: 332-2262. 
DILLON (See Marlboro) 
DORCHESTER (See Charleston) 
FLORENCE 

Florence Council on Alcoholism, Gar
land Drive, Florence 29501, Carl H. 
Wohlfeil, Chairman. 

Pee Dee Mental Health Center, Rt. 2, 
Box 332, Florence 29501; Tel: 662-1401. 

Vocational Rehabilitation Office, Box 
3904, 1550 W. Evans St., Florence 
29501; Tel. 662-8114. 
GEORGETOWN 

Georgetown - Horry Mental Health 
Clinic, 104 Screven St., Georgetown 
29440; Tel: 546-4332. 
GREENVILLE 

Greenville County Commission on 
Alcoholism, 608 Hudson Bldg. , Green
ville; Tel: 242-4782, Bonner R. Kidd, 
Chairman. 

Greenville Area Mental Health Cen-
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ter, 715 Grove Rd., Box 8835, Station 
A, Greenville 29604; Tel: 239-1011. 

Information and Referral Center, 
Room B-6 ,County Office Bldg., 130 S. 
Main, Greenville 29601; Tel: 239-5730. 

Vocational Rehabilitation Office, 301 
S.C. National Bank Bldg., Greenville 
29601; Tel: 239-9074. 

GREENWOOD 
Greenwood County Council on Alco

holism, Box 163, Greenwood 29646 
Rev. W. L. Hicks, Chairman: Tel: 223-
5426. 

Beckman Center for Mental Health 
Services, Corner Phoenix and Alexander 
Sts. , P. 0. Box 925, Greenwood 29647; 
Tel: 223-8331. 

Vocational Rehabilitation Office, 605 
S. Main St., Greenwood 29647; Tel: 
229-5827. 

HAMPTON 
Coastal Empire Mental Health Cen

ter, 205 First St., NE, P.O. Box 515, 
Hampton 29924; Tel: 943-2828. 

HORRY (See Georgetown) 

KERSHAW 
Kershaw County Commission on Al

coholism, 1105 Broad St. , Camden 
29020, Thomas Cooper, Chairman; Tel: 
432-6034. 

Alcoholic Information Center, 1714 
Mills St., P.O. Box 382, Camden 2902\J ; 
Tel: 432-5081. 

Sumter - Clarendon - Kershaw Mental 
Health Center, 19 E. Calhoun St., Box 
1486, Sumter 29151; Tel: 775-4522. 

LANCASTER (See York) 

LEXINGTON 
Vocational Rehabilitation Office, 1420 
Lady St. , Room 302, Columbia 29201; 
Tel: 758-3406. 

MARLBORO 
Tri-County Mental Health Center, 

The Whitner Bldg., 114 S. Marlboro 
St. , Bennettsville 29512; Tel : 479-6422. 

OCONEE (See Anderson) 

ORANGEBURG 

Vocational Rehabilitation Office, Box 
361, 396 St. Paul , N .E., Orangeburg 
29115 ; Tel: 534-4939. 

PICKENS (See Anderson) 

RICHLAND 

Mid-Carolina Council on Alcoholism, 
1412 Bull St., Columbia 29201; Tel: 
779-4450. 

Columbia Area Mental Health Cen
ter, 2550 Colonial Drive, Columbia 
29203 ; Tel: 758-3503. 

Vocational Rehabi litation Office, Main 
and Heyward Sts., Columbia 29201; 
Tel: 758-3381. 

SPARTANBURG 

Spartanburg County Council on Alco
holism, 737 Union St., Spartanburg 
29301 ; Tel: 582-6776. 

Spartanburg Family Service, 168 Oak
land, Spartanburg 29302; Tel : 582-7214. 

Vocational Rehabilitation Office, 622 
Montgomery Bldg., Spartanburg 29301; 
Tel: 585-3693. 

SUMTER 

Sumter - Clarendon - Kershaw Mental 
Health Center, 19 E. Calhoun St., Sum
ter 29151 ; Tel: 775-4522. 

Vocational Rehabilitation Office, Box 
98, West Calhoun St., Sumter 29151 ; 
Tel: 775-4394. 

WILLIAMSBURG 

Vocational Rehabilitation Office, 117 
South Jackson St., Kingstree 29556; Tel: 
354-7743. 

YORK 

York-Chester-Lancaster Mental Heal th 
Center, 103 Sedgewood Dr., P.O. Box 
2933, Cherry Road Sta. , Rock Hill 
29732; Tel: 327-2012. 

York County Council on Alcoholism, 
P.O. Box 180, Rock Hill 29730, M. H. 
Carroll, Jr., Chairman; Tel: 328-1866. 

Vocat,onal Rehabilitation Office, Box 
5286, Cherry Rd . Sta., 756 Cherry Rd., 
Rock Hill 29730; Tel: 327-7106. 



EDUCATION AND INFORMATION SERVICES 

LIFELINES----bimonthly magazine which makes available articles on alcoholism 
and related subjects to those working in the fields of treatment and 
prevention and to those personally concerned with the problem. Published 
and distributed without charge. 

FILMS-The Columbia office maintains a library of the best films available in 
the field of alcoholism. They are loaned free to interested organizations 
and groups. Write or call for list and description of films. 

PAMPHLETS-Many educational and informative pamphlets are available 
dealing with every aspect of alcohol and alcoholism. 

SPEAKERS-Members of the Commission and staff are available for personal 
talks before civic, religious and professional groups. 

LIBRARY-Reference books by leading authorities in alcoholism may be had 
on a loan basis from the office in Columbia. 

CONSULTANT SERVICE-Community Councils and state organizations are 
encouraged to use our facilities in establishing and operating their pro
grams on alcohol education and alcoholism treatment. 

EXHIBITS-Exhibits on alcoholism for meetings, conventions, fairs, etc., are 
available. 

EDU CA TI ON-Courses of instruction and seminars are conducted for student 
groups, organizations, and other agencies interested in or working with 
alcohol ism and alcoholics. 

S. C. COMMISSION ON ALCOHOLISM 
2414 Bull Street 

Colu mbia, S. C. 29201 
Phone 758-2521 


