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JAMES A. NEAL 

JAM ES A. N ea l has bee n na med to the 
position of Assistant to th e Di rector 

of Educa ti on a nd Info rma tion and Co
ord inato r of Drug A buse Ed uca tion and 
Progra mm ing with the SCCA. T he lat
te r ful f ills the terms of a. contract re
cently signed between SCCA a nd the 
Commissioner of Na rcot ics and Con
t ro ll ed Substances fo r the State of South 
Ca rolina. 

The provisio ns of the contract are 
that SCCA will cont inue its acti vities in 
the area of drug a buse o ther tha n alcohol 
a nd develop additiona l co mmunity pro
gra ms a imed at the p revention or trea t
ment of drug abuse so as to provide ad- · 
ditional resources which will a id the 
Commissioner of N a rcotics a nd Con
tro lled Substa nces in ca rrying out his 
responsibilities. • 

Mr. Nea l has been with the staff of 
the Commission since 1968 as Commu-
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south carolina and the nation 
a roundup of alcoholism news 

nity E ducationa l Representative and has 
ga ined considera ble knowl edge and ex
perti se in th e drug abuse fie ld . 

Mainliners 

. . . : E. C. "Tad" Ridgell has been 
named Industria l Consul tant for SCCA 
. . .. Ellen Cantwell and Janet Sharwcll, 
graduate students in th e U niversi ty of 
South Ca rolina School of Social Work, 
will receive their fie ld tra ining as m em
bers of the SCCA staff during this school 
yea r . . .. Gene Hall of Greer has been 
selec ted as di rector of the Appalachia n 
P roject ( Lifelines, Ju ly-August, 197 1) . H . 
R. (Rick) Barwick, Jr., wi ll be the F ield 
Representat ive .. .. Resea rch Ass ista nt 
for SCCA's Division of Research and 
Planning is Davis D. Moise of Sum ter. 
D av is succeeds Bob Ma her who resigned 
in Jul y .... A lso joining the staff of 
SCCA as Community Ed ucati ona l Rep
resenta tive is Mark Brannon of At la nta. 
... . A workshop on Alcohol and Drug 
Abuse in Industry will be held Novem
ber 17-18 in Sumter and will include 
representa ti ves from Sumter, C la rend on, 
Kershaw a nd Lee counties .. .. "Is He 
or Isn't He?", a. fi lm on alcoholism in 
industry, a nd "Thinking About Drinking" 
have been added to the SCCA fil m li 
bra ry .. . . Additions to the staff of the 
Alcohol Safety Action Project a re 
Thomas F. Hall as Assista nt D irector, 
Charles A. Weagly, Jr., as Public ]nfo r
m a.tio n and Medi a Director, and John 
Milling as F iscal Off icer ...• Jim Neal 
of the SCCA staff a ttended the N a
tio na l Tra ining Institu te for Drug Studies 
a t the University of Mia mi in Cora l 
G ables October 29-November 7 .... 



DRUG ABUSE PROJECT 

A Drug Abuse Education Project for 
the metropolitan area of Columbia 

has been awarded to the Columbia Ur
ban Service Center which became opera
tional October 15th. 

Funded by federal monies from the 
Department of Education, local funds 
from the Columbia Area Mental Health 
Center, and the Mid-Carolina Council 
on Alcoholism, the project has three 
primary objectives: 

First, to provide target groups of ac
tive and potential drug abusers the best 
factual information regarding drugs (in
cluding alcohol) and their abuse, and 
information on and assistance in securing 
services or treatment relative to these mat
ters; seco11dly, to create throughout the 
community experiential learning oppor
tunities in which target groups of adults 
and youth can develop understa,nding and 
ski lls in human interaction; and thirdly, 
to provide a focal point for all drug 
abuse information, education and re
ferral. 

To achieve the first objective, a Walk
in Center staffed by persons trained in 
street and community work will be es
tablished. 

A MASTER'S DEGREE 
IN ALCOHOL 

COMMA DER Gordon E. Paulson, a 
Navy chaplain, became the first man 

in the world to be awarded a master of 
arts degree in alcohol studies, reports 
the San Francisco Chronicle. 

The degree was awarded to the teeto
taler on July 20, 1971 by the Pacific 
School of Religion in Berkeley, an in
terdenominational graduate theological 
institute. 

Its Center for Alcohol Studies, fi
nanced by a three-year-old $300,000 
gra nt from the National Institute of 
Mental Health , was the fi rst program of 
its kind in the world leading to the highly 
specia lized degree. 
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SEVEN STEPS TO STAGNATION* 

1. We're not ready for that. 
2. We've never done it that way be

fore . 
3. e're doing all right without it. 
4. We've tried it that way and it 

didn't work. 
5. It will cost too much. 
6. That's not our responsibility. 
7. It just won't work. 

* Borrowed from another source. 

NIMH INFORMATION 

INTERCHANGE 

PLANS for a forthcoming public ser
vice campaign ai med at changing the 

attitudes of Americans toward drinking 
practices were presented at an Informa
tion Interchange sponsored by the Na
tional Institute of Mental Health at the 
Univers ity of Maryland August 24-27. 
Using the theme "If you need a drink to 
be social, that's not social drinking", 
proposed TV and radio spots, magazine 
and newspaper ads, posters, brochures, 
etc. were presented for discussion and 
critique. 

The material, prepared by Grey-North 
Advertising of Chicago, was well re
ceived by those a ttending the conference 
and the campaign is expected to begin 
in November. The materials will be sent 
directly to the media and local alcohol
ism programs and other interested per
sons are asked to contact the media in 
their a rea to urge its use. All will bear 
the NIAAA logo, but can be tagged for 
local identification. Any questions or re
quests can be directed to SCCA. W 

''If you need a drink to be social, 
that's not social drinking". 

. .. and you can quote NIAAA * 
on that! 

*National l nsti!llte on Alcohol Abuse 
and Alcoholism 
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1 PROJECTION AS RESISTANCE 
TO THE TREATMENT 

OF THE ALCOHOLIC PATIENT 

by 

Kenneth P. Trogdon, Ph.D. 

PROJECTION is the attribution of one's 
own feelings, motives, ideas, or 

behaviors to another per~on. I am not 
talking here about pathological psychotic 
projections, i.e., delusions of persecu
tion that the paranoid has, such as the 
idea that the C.I.A. and the F.B.I. are 
conspiring against him. Rather, I am 
talking about a much more subtle pro
cess that comes out of our own lack of 
awareness of ourselves. When we disown 
behaviors and feelings within ourselves 
during our development, we become 
fragmented. The result of this frag
mentation is that we have holes in our 
personalities and from these blind spots 
come our projected fantasies of the 
alcoholic individual. It is as if we see in 
the alcoholic those disowned parts of 
ourselves that we have given up, have 
alienated, because they were una~cept
able to us. 
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A recent article in Lifelines com
mented on the hostility that physicians, 
nurses, and other professional helpers 
feel toward anyone who resembles the 
popular notion of a "hippie". A popular 
stereotype is that all "long hairs" are 
dope fiends and scoundrels and are of 
little social value. Brenner (1970) in 
Cambridge, Massachusetts, reports in 
this article that such patients were often 
denied treatment for their illness or 
when treatment was offered it was ac
companied by obvious attempts to make 
the patient feel guilty for his behavior or 
appearance. This situation in Cambridge 
is no different than many other emer
gency rooms around the country. Simi
larly, this is not new to alcoholics who 
have felt such rejection and disparage
ment from professional helpers. Pittman 
and Stem ( 1962) found hospital at
titudes toward alcoholics to be marked 
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by ambivalence, moralism, and pessi
mism. Similar attitudes of rejection, re
sentment, prejudice, and discrimination 
have also been reported on the part of 
therapists as Chafetz (1970) has pointed 
out. 

I believe we need to be aware of what 
we bring to the therapeutic relationship. 
We need to have more awareness, more 
integration within ourselves as profes
sional helpers and care givers if we are 
to relate effectively to the alcohol-de
pendent patient or drug-dependent pat
ient. My own therapeutic bias is ex
istential and gestalt oriented, and I want 
to elaborate on this process of fantasy 
projection of what other people are like 
within this frame of reference. It is 
really true that most of what we see in 
other people is some function of our
selves. We have fantasies of people and 
respond to these fantasies. This is the 
reason that we need to be aware of 
what in ourselves we avoid lest we 
project these very feelings to the alco
holic and in our resentment drive him 
away or allow him to continue in his 
avoidance trip. 

I want to discuss a related process that 
goes on within all of us. We are all 
made up of polar opposites. One of our 
polar opposite processes is our top-dog 
versus our under-dog (Perls, 1969). Now 
top-dog in our head is pretty much like 
a Jewish-mom or tyrannical superego. 

Top-Dog 

Top-dog says inside your head, "you 
shouldn't have that angry fantasy, you 
shouldn't have those sexual thoughts 
much less engage in any kind of sexual 
behavior, angry behavior, jealous be
havior, aggressive behavior, or whatever; 
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you shouldn't have those fantasies much 
less those behaviors." If you are an alive, 
responsive person, top-dog may beat you 
right into the ground with his club. Then 
there is another part of yourself, your 
under-dog. Under-dog always starts his 
statements with, "Yes, but, you see". 

U nder-Dog 

Under-dog is a very passive manipulative 
guy as he has to work against the 
tyranny of the top-dog who is just full 
of shoulds and oughts and impossible 
expectations for what you should be and 
all those goals that he sets for you. Top
dog is made up of "mamma" and "daddy" 
and the finger is pointing critically 
at you every minute. Then there is 
under-dog who has to sneak around and 
say, "Maiiana, maiiana, I'll do it; but I 
try so hard; but you don't really under
stand; I'll do better next time". The 
under-dog usually wins, and under-dog 
will get your needs met in some pretty 
sneaky ways if you aren't aware of these 
two parts of yourself. Now an alternative 
to this kind of inner struggle is to try to 
integrate and reconcile these opposing 
processes. I think most of us don't know 
that it is really all right to be strung-out 
on ourselves. We learn in this culture 
that it is bad to love yourself, to really 
do nice things for you, to be flamboyant 
if you are, to be a rascal if you are, you 
know that this is bad because top-dog is 
in there saying you should not be this 
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way. If, however, you can achieve more 
awareness of these parts of .yourself, 
then you can give much more to others 
because you can give more to yourself. 
You know you can't give anything to 
anybody - others can take what they 
want, but you will have much more 
there available to you if you are in touch 
with these parts of yourself that you 
have alienated and disowned. All of this 
is not to say that alcoholic individuals 
do not play games, because they do. 

When we confront the alcoholic pa
tient, what do we see in this person? Is 
he playing a dependent clinging-vine 
game? He may well be but it may also 
be your fantasy too, particularly if you 
are out of touch with how you handle 
your own dependency problem. Within 
all of us there is dependence and inde
pendence, and there is adequacy and 
inadequacy. We need to know what we 
are doing with our own dependency 
needs and how we respond to them be
cause we may well be resentful of the 
alcoholic who presents dependency if 
we have projected and disowned our 
own dependency. If your top-dog says 
'you shouldn't be dependent and it's bad 
to be weak and you see this in this 
person you may be resentful and, cer
tainly, this is going to be picked up by 
the alcoholic individual who is very 
sensitive to rejection. Within all of us, 
as I have said, is weakness and strength; 
in all of us there is aggression and pas
sivity. There is maturity and immaturity 
in all of us, and if you see individuals 
who abuse alcohol as just severely im
mature people, take a look at yourself 
because this may well be some alienated, 
disowned part of yourself you are seeing 
there. I think the same is true with feel
ings of depression and despair in life 
because certainly many alcoholics come 
to this point in their existence when life 
has little meaning and hope. If we are 
struggling with this kind of void within 
ourselves, then the chances are good 
that we also are going to be phobic of 
an encounter situation with the a)cohol 
abusing patient who is avoiding coming 
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to terms with this emptiness in himself. 
Research has been cited indicating that 

many professionals see alcoholics as 
morally bad people which is a pretty 
fuzzy term. Someone who is morally 
bad can't, according to many, have a 
great deal of worth and value as a 
human being. If we relate to him in this 
fashion, if we can't accept that part of 
ourselves that is a little immoral, how 
are we going to deal with the alcoholic 
individual? If we are frightened by our 
sexual fantasies, if we tell ourselves, "I'm 
married, I shouldn't have such fantasies 
about that secretary, that woman at the 
next table", if this makes us anxious, if 
this is what we are avoiding in ourselves, 
then we are going to see sexual prom
iscuity in the alcoholic patient who 
presents himself for treatment. We may 
have the fantasy that he has been out on 
a drunk with some wild, wild woman, 
drinking wine and indulging his sensual 
appetites. Again this ma& generate tre
mendous resentment in us that will be 
communicated in some way. Why not 
let yourself have any kind of fantasy 
you want to have about yourself? You 
don't have to act on a fantasy, just let 
it come through and go on out; you 
don't have to have an attack of moral 
anxiety, you don't have to suppress your 
fantasies, you don't have to control your 
fantasies. Be open to your experiences, 

Dr. Trogdon received his degree in 
Clinical Psychology from the University 
of South Carolina and is currently on 
the staff of the Columbia Area Mental 
Health Center. He is also engaged in 
part-time private practice. This article 
was adapted from an address presented 
at a workshop: "The Hospital Care of 
the Alcoholic", co-sponsored by the 
South Carolina Hospital Association, 
South Carolina Medical Association, 
South Carolina Commission on Alco
holism, and the American Hospital As
sociation, May 5 & 6, 1971. 
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to your feelings, and it can be truly 
growth producing. 

How do we respond to helplessness in 
these individuals? A person who is very 
debilitated physically may be a helpless 
wreck right at that moment. Do we 
have trouble within ourselves asking for 
help or accepting things from other 
people? Are we into a self-sufficiency 
trip? Are we frightened by our own 
needs for support at times? If so, this is 
going to have some influence on how 
we relate to the alcohol-abusing patient. 

I think, particularly, the problem of 
losing control is very relevant to the 
admission of alcoholics to general hos
pitals. Do we see the admission of the 
alcoholic as someone who is potentially 
going to run amuck and destroy a whole 
ward? Do we see a person whose ag
gression is going to be completely un
leashed on helpless sick, really sick peo
ple? Is this a part of the resistance to 
admitting the alcoholic to the general 
hospital? The fact is that behavior can 
be controlled through appropriate psy
chotherapeutic and chemotherapeutic 
measures. How about ourselves? Are we 
avoiding coming to terms with much of 
our own anger, do we deny these feel
ings? I believe we often disown these 
feelings within ourselves and say, "this 
is not a part of me", and consequently, 
see this potential outburst of aggression 
and hostility in the alcoholic patient. If 
so, it seems to me that we would be re
sistant to working with this individual 
because of our projected fantasies. 

A salient characteristic of the _ alco
holic syndrome is denial and the phobic 
attitude of avoidance. I believe we 
should ask ourselves about our own 
drinking behavior. Are we denying some
times getting drunk and do we help the 
alcoholic to continue his denial system 
when he could possibly be involved in a 
treatment program at an earlier point in 
the development of the alcoholic synd
rome? With earlier intervention the po
tential alcoholic may not reach the bot
tom and have to come the long trip 
back. So, I maintain that we need to 
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become aware of how we deny, parti
cularly in this area. The alcoholic, as 
every other normal neurotic, plays 
phony games. They say what they don't 
feel, don't say what they do feel; they 
don't •1evel with us in our human trans
actions. Therefore, it is going to take 
honest human encounter to help the 
alcoholic begin to come to terms with 
his own feelings and to develop the 
awareness that he is the only one that 
can be responsible for his behavior and 
life. 

My own bias is that I don't "help" 
people, or save them from themselves 
because, to me, that is very smug. Many 
professional "helpers" set themselves up 
in a rather omnipotent position and put 
the patient in a "one down" situation 
that generates resentment. When people 
say, "I want to tell you this for your 
own good", I want to run. If somebody 
is going to do something for me that is 
for my own good because they know 
better than I what I should do, I dis
trust that. My own belief is that thera
pists need to be aware of how they 
foi;ce their own expectations on patients. 
In a therapeutic relationship that is 
honest, in which an individual can come 
to some self-discovery, in which he can 
develop awareness of those parts of him
self he has disowned, he can grow and 
assume responsibility for his life. I be
lieve these assumptions will be effective 
elements in a treatment model for alco
holic patients. 

A note of caution about our own ego
trips. We have to be careful, particularly, 
of the bear-trapper alcoholic patient. 
This is the guy who says, "I know you 
are the greatest 'shrink' there ever was. 
I have heard all these good things about 
you and I am sure you are going to cure 
me. I have been to all these others but 
they weren't any good, and I know you 
are going to cure my drinking." Depend
ing on what your belief system and 
needs are, you may think, - "Ah, he's 
been to Dr. X and I can one-up him by 

(Continued on Page 16) 
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ON THE NATURE 

OF 

ADDICTION 

Gary E. Miller, M.D. 

Rochester, New York 

THE word "addiction" suggests many 
kinds of drug abuse, from mainlin

ing heroin to use of hallucination-pro
ducing agents like marijuana and LSD, 
to smoking ordinary cigarettes, to drink
ing alcoholic beverages and, of course, 
to alcoholism. In this discussion, I would 
like to consider problems in defining ad
diction and to look at alcohol and other 
related drugs in the light of varying 
meanings given the word "addiction." 
First of all, it is important to remember 
that alcohol is a drug. It deceives us into 
thinking it is something special or non
pharmacological because it comes in a 
martini glass rather than in a pill or 
capsule, but it is nevertheless a power
ful drug-a member of the broad class 
of agents called psychotropic or psy
choactive drugs. This group includes not 
only the legally defined narcotics, such 
as morphine, heroin and cocaine, but 
also the groups of drugs known com
monly as tranquilizers; the drugs used 
for treating mental depression ; many 
sedatives and sleeping pills; and the 
agents known for their distortion of per
ception and thought-the hallucinogens 
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such as LSD, mescaline and psilocybin. 
When we speculate about the nature 

and extent of the drug-abuse problem, 
it is important that we keep in mind 
both the simil arities and the differences 
between addiction to the various classes 
of drugs. Recognition of the common 
social, psychological and medical fea
tures of addiction to alcohol and to cer
tain tranquilizers and sleeping pills is of 
particula r value in planning comprehen
sive treatment and rehabilitation pro
grams. In the discusssion which follows, 
alcoholism will be compared to these 
other addictions and to opiate addiction . 

The concept of addiction has a lways 
caused many logical difficulties. It is 
hard to make a meaningful distinction 
between "physical" addiction and "psy
chological" addiction or habituation. Is 
there really a fundamental difference be
tween behavior of the addict toward 
morphine and that of the alcoholic 
toward alcohol? There are probabl y more 
similarities than differences, one of the 
chief differences being the rel atively 
greater degree of personal , social and 
physical deterioration which the alco-
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holic may uffer as contrasted with the 
morphine addict, particularly if the ad
dict i a physician or a nur e and can 
obtain hi drug with relative ease and 
administer it in a known concentration 
with a sterile syringe. Because of dif
ficulties in defining addiction, the pre
vailing practice is to avoid this term and 
use expre ions such as "drug abuse" and 
"drug dependency". Although these 
terms are, in a general way, descriptive, 
they have the disadvantage of lumping 
together a variety of different kinds of 
social and medical problems and carry
ing different expectations for recovery. 

Actually, the classical pharmacological 
definition of addiction is still valid and 
u eful. Addiction to a drug occurs when 
its repeated ingestion produces two spe
cific phenomena: (1) tolerance, the need 
to take continually higher dosages to 
produce the desired effects, and (2) the 
development of a major withdrawal 
syndrome on stopping the drug. By "ma
jor" 1 mean something more than the 
mild nervousness, restlessness, jitterine 
or fatigue that occurs when certain sub
stance are discontinued, such as ciga
rettes, amphetamines ("pep pills") and 
caffeine, the active ingredient of coffee. 
Delirium tremens (D.T.'s) is an example 
of a major withdrawal syndrome. 

This definition of addiction is reason
ably objective and based on readily ob
servable clinical findings. When we rely 
on the artificial dichotomy of mind and 
bod y, breaking addiction into physical 
vs. phychological (or social), we get · into 
all sort of logical difficulties which con
found the definitions and render them 
useless. The confusion is caused by bas
ing definitions on theories of the cause 
of alcoholism, that is, on whether "psy-

8 

Thi paper was presented at the 
21 st Annual Meeting of the orth 
American Association of Alcoholism 
Program September 27-October 2, 
1970 in San Antonio, Texas and is 
reprinted with permission. 

chological" factors or "phy iological" 
factors or "social" factors are or are not 
visible at some particular point in the 
cour e of the illness. 

My • talk at the Tenth Annual Uni
versity of Texas Institute of Alcohol 
Studies in July, 1967, was concerned with 
this issue, and I should like to briefly 
summarize my position, the identity 
theory of mind and body. According to 
this view, a given mental event in an 
alcoholic- say, a thought of inferiority 
or a feeling of anxiety, regardless of how 
it is produced or by whom-is identical 
to some event in his brain which might 
someday be described in physiological 
or possibly even chemical terms. In other 
words, psychological, social and physical 
explanations of alcoholism are languages 
which describe events that take place in 
and between people, but they are not the 
events themselves. So alcoholism is 
caused not by physical or psychological 
factors or by physical plus psychological 
factors, but rather by factor which are 
at the same time psychological and phy
siological. This means that (1) there is 
no sound basis for considering mental 
and physical explanations of alcoholism 
as competing with each other; (2) there 
is no sound basis for dividing addictions 
into physiological and psychological cat
gories; and (3) there exists no real con
tradiction in the use of psychological 
treatment methods for an apparently 
physical or chemical illness, and vice 
versa. 

Having defined addiction as the in
teraction between a person and a drug 
which has led to tolerance and with
drawal symptoms on stopping the drug, 
we can proceed to divide addicting agents 
into two general classes. The first class 
consists of the so-called "bard" narcotics. 
The second class includes alcohol and a 
number of other agents which produce a 
true addiction according to the above 
definitions but are not covered under the 
Harrison Narcotic Act. Finally, I will 
mention some miscellaneous categories 
of drugs which are non-addicting but 
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which nevertheless have the capacity for 
producing varying degrees of damage to 
individuals and society. These agents 
have caused a great deal of social con
cern in recent years. They include hallu
cinogens such as marijuana and LSD 
and stimulants like dextroamphetamine 
(Dexedrine) and methamphetamine (Me
thedrine, "speed"). 

The hard narcotics have certain fea
tures which contrast sharply with the al
cohol group of addicting agents. Hard 
narcotics consist of derivatives of the 
opium poppy, such as morphine, heroin, 
codeine, and dilaudid and synthetics, 
such as Levo-Dromeran and Demerol. 
The first feature is that it is easy for al
most anyone to get hooked, and on a 
relatively short trial of the drug- that 
is, the drug seems to be more important 
than the individual in the development 
of addiction. Second, providing the ad
diet's supply is maintained and infection 
and accidental overdosage are avoided 
through the use of sterile syringes and 
needles and accurately determined con
centrations, there is relatively little in
herent social or personal handicap con
nected with hard narcotic addiction as 
compared, for example, to barbituate ad
diction. Third, cures-complete absti
nence-are hard to come by. The best 
success rates have been achieved by self
help groups like Synanon. Fourth, in 
terms of the numbers of people af
fected , narcotic addiction is a relatively 
minor public health problem when com
pared, for example, to alcoholism. The 
total number of addicts is estimated to 
be about 70 thousand, most of them dis
advantaged individuals and members of 
minority groups living in large coastal 
cities. 

The other class of addicting agents
the alcohol and alcohol-like group
does represent one of the major public 
health problems in the United States
a problem of high morbidity and mortal
ity which affects millions. Now, by. "al
cohol-like", I mean that the nature and 
pattern of addiction to these other drugs 
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(commonly known as "pills") are very 
similar to what we see in alcohol addic
tion. The characteristics I will list are 
generally as descriptive of addiction to 
each of the other drugs as they are of 
alcoholism. There are differences be
tween the drugs in this group, but the 
differences are no greater than those be
tween the hard narcotics, for example 
between heroin and codeine and metha
done. 

The first feature of this group is that 
most people can be exposed to these 
agents and take them, even on a regular 
basis, and not become addicted. Alcohol 
consumption by most people does not 
grow into alcoholism. Most people can 
take potentially addicting drugs for sleep 
and tranquilization indefinitely without 
developing problems. Only a relatively 
small percentage of users get hooked; 
or, stated differently, the individual is 
more important than the drug in the de
velopment of addiction. Getting addicted 
to these drugs is a gradual insidious pro
cess which takes many months or years. 
The addiction can remain hidden and 
unapparent to others for much of its de
velopment stage. The withdrawal syn
drome from these drugs consists of 
shakes, delirium (D.T.'s) with horrifying 
visual and auditory hallucinations, con
vulsions, and, not infrequently, death. 
There is a tendency for withdrawal symp
toms from the pills to be delayed follow
ing stopping of the drug longer than 
withdrawal from alcohol, but this is not 
always true. 

Although it is, so to speak, difficult to 
get addicted to these agents, once hooked, 
you're well hooked. As contrasted with 
the hard narcotics, addiction to these 
drugs gradually deprives the addict of 
his ability to function in a family, oc
cupational, or social setting. Also, they 
cause significant physical deterioration 
of many organs in the body. Alcohol, 
for example, can damage the heart, the 
liver (cirrhosis), and the brain (Korsak
off's and Wernicke's syndromes); they in
crease the incidence of death from all 
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SOUTHEASTERN SCHOOL OF ALCOHOL STUDIES '71 
THE largest contingent yet of South 

Carolinians attended the Southeast
ern School of Alcohol Studies. Held 
again at the University of Georgia in 
Athens, 121 students and 11 faculty 
members from South Carolina partici
pated in the School. Alumni from this 
state now number over 700. 

Those in attendance were: 

R. S. Allen, Anderson; Bettianne An
derson, Bennettsville; C. J. T. Anderson, 
Columbia; R. W. Anderson, Greenville; 
Jamie B. Baldwin, Greenville; Claire B. 
Barnett, Columbia; H. R. Barwick, Jr. , 
Columbia; Elizabeth L. Bates, Sumter; 
Ruby L. Bellinger, Florence; Yvonne 
Bender, Orangeburg; C. M. Blackmon, 
Greenville; Joan Blankenship, Columbia; 
R. E. Bozard, Greenwood; Margaret A. 
Bradley, Charleston; Fran Brannon, Co
lumbia; Mark L. Brannon, Columbia; 
and A. T. Buchanan, Rock Hill. 

Also: Nell D. Burn, Rock Hill ; D . P. 
Cantey, Sr., Columbia ; Ellen Cantwell, 
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Columbia; P. C. Carter, Bennettsville; J. 
T. Colones, Sumter; W. G. Conrad, Jr. , 
Chester; L. A. Cooper, Greenville; W. 
E. Crawford, Brunson; R . M. Cross, 
Aiken; R. Doty, Gaffney; R. C. Doyle, 
Marion ; Mary A. Easterling, Bennetts
ville; M. 0 . W. Edens, Columbia; M . J. 
Edge, Columbia ; Ellee Edmondson, 
Charleston; J. Elliott, Spartanburg; and 
C. B. Elmore, Aiken . 

Also: Ann H . Elvington, Florence; J. 
F. Foster, Columbia ; T. L. Geddings, 
Sumter; N. R. Gehm, Bennettsville ; J. L. 
Gowan, Columbia; Gladys H. Grantland, 
Anderson; Kathryn C. Gray, Green
wood; Hariett A. Hall, Anderson; 
Charles W. Hammond, Timmonsville; 
Laurel V. Henderson, Sumter; Alene 
Hill , Sumter; Paul Hogan, Charleston 
Heights; J. D. Jennings, Columbia; 
Nancy Johnson, Charleston; C. H . Jones, 
Manning; Thelma M. Kent, Sumter; and 
D . G. Kilpatrick, Charleston. 

In addition: D. Lake, Columbia; Leah 
Lake, Columbia; M. F. Lally, Columbia; 
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R. D. Lee, Spartanburg; D. Lindsey, 
Clemson; Dorothy Liston, Columbia; I. 
Lovett, Columbia; W. B. McCaskill, 
Charleston; J. McCullough, Aiken; J . 
McElveen, Lynchburg; N. R. McElveen, 
Rock Hill ; Cornelia A. McNeil, Green
ville; D . A. Madden, Greenville; E. U. 
Mallett, Dillon; J. R. Martin, Spartan
burg; Jean S. Mathias, Cayce; and Delle 
L. Middleton, Bennettsville. 

Also: J. E. Mincey, Hartsville; Donna 
Minor, Anderson; D. D. Moise, Jr., Co
lumbia; G. Moore, Clemson; J. A. 
Moore, Fork; Vicki T. Myers, Sumter; 
Mary D . Naff, Aiken; Florine Orf, Co
lumbia; W . A. Owens, Sumter; Judy L. 
Perkerson, Columbia; C. W. Perry, Co
lumbia; B. H. Porcher, Columbia; Doris 
Powell, Florence; J. M. Pruett, Colum
bia; Warren Rader, Columbia; Juan ita 
S. Radical, Columbia; and Barbara C. 
Rhodes, Florence. 

Also: Bobbie W. Ridgell, Columbia; 
Vivian L. Roach, Florence; Marianna K . 
Roberts, Charleston; Gil Ross, Rock 
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Hill ; Milton D . Scarboro, Gaffney; Annie 
M. Sexton, Anderson ; Janet D . Shar
well , Columbia ; D . D. Sides, Taylors; 
LaMaris E. Simons, Columbia; P. 0 . 
Slice, Anderson ; E . L. Smith , Greenville; 
Eloise H. Smith, Columbia; Joyce A. 
Smith, Columbia; R. W. Smith, Colum
bia; C. E. Spencer, Columbia; Cheryl H . 
Spencer, Columbia; and R. Stoudemayer, 
Columbia. 

Also: C. N . Straney, Charleston; T . 
Sullivan, Rock Hill ; H. Summerall, 
Simpsonville; Hazel E. Switzer, Colum
bia ; D . A. Thames, Jr., Sumter; H. D. 
Tindel, III, Sumter; Dorothy Townsend, 
Greenville ; H. R. Triber, Columbia; J. L. 
Tyler, Garnett; Mary M. Vinson, Co
lumbia; Janet D. Waggett, Columbia; 
Frances Wannamaker, St. Matthews; C . 
White, Sumter; J . D . Wiggins, Jr. , Co
lumbia; L. M. Williamson, Columbia; T. 
B. Wilson, Spartanburg; C. W. Woodard, 
Columbia; J. A. Wrenn, Columbia; and 
Florence T . Youngblood, Columbia. w, 
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causes and significantly reduce life ex
pectancy. The well-known principle that 
add icted alcoholics seldom can use alco
hol again moderately is also true for the 
pills. The danger of "one pill" to the 
abstainer is entirely comparable to the 
danger of "one drink" to the non-drink
ing alcoholic. 

All of the agents in this group have a 
common capacity to produce pleasure, 
euphoria, relaxation; to lessen anxiety; 
and to permit the user to do things that 
anxiety and guilt would ordinarily pre
vent him from doing. Some of these 
agents are marketed as sleeping pilJ.s, but 
when taken while remaining awake, they 
produce the same mild intoxication and 
euphoria. 

Whereas the hard narcotics claim a 
relativel y small number of add icts 
(mostly members of the medical and 
paramedical professions and large-city 
dwellers) , addicts to pills and alcohol 
are found everywhere. We can guess 
that there are perhaps six to six and a 
half million alcoholics, but there's no 
guessing about pill addicts. The number 
could be almost as large. In 1965, 123 
mill ion prescriptions were written for 
drugs in these groups (another 24 mil
lion for amphetamines). This means 
enough medicine was dispensed to pro
vide 24 doses of these sedatives and anti
anxiety tranquilizers for every man, 
woman and child in America! 

ow we know what alcohol is; Jet's 
ta lk about the alcohol that comes jn 
tablets and capsules! I should mention 
th at there is a great deal of cross-reac
tion between these agents. Although 
chemically they represent several dif
feren t groups, pharmacologically- that 
is, wi th respect to their effects on the 
person-they are quite similar, so that a 
person booked on one of them, say al
cohol, can easil y get hooked on any of 
the other without a long period of de
veloping a new addiction. Although we're 
grouping the alcohol-like drugs in a com
mon "family" with alcohol, they are 
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traditionally divided into the three classes 
which I will now describe: 

1. Barbiturates. This is a whole series 
of chemically related compounds rang
ing frorp. Jong-acting barbiturates like 
barbital and phenobarbital to the ultra
short-acting ones like thiopental (Pento
tbal) and methohexital (Brevital), which 
are broken down so quickly in the body 
that they have to be given by vein. The 
ones which cause most of the problem 
with addiction are the moderately short
acting barbiturates which can be taken 
by mouth . The most frequent offenders 
are pentobarbital (Nembutal), amobar
bital (Amytal) and secobarbital (Seconal). 
Aside from the addiction problem, 3,000 
people die each year from suicidal or ac
cidental barbiturate overdosage. 

2. So-called non-barbiturate sedatives 
or sleeping pills. It was originally 
thought th at these agents lacked the ad
dicting properties of barbiturates; this 
was soon proven wrong. The principle 
agents in thi.s group are gluetethimide 
(Doriden), ethchlorvynol (Placidyl), meth
prylon (Noludar), and ethinamate (Val
mid). Older drugs in this category in
clude paraldehyde and chloral hydrate. 

3. The minor tranquilizers. These are 
now usually called anti-anxiety agents to 
distinguish them from the anti-psychotic 
agents (major tranquilizers) used for 
treating schizophrenia. The potentially 
addicting anti-anxiety agents include 
meprobamate (Miltown, Equanil), chlor
diazepoxide (Librium), diazepam (Val
ium) and oxazepam (Serax). 

It is important that we clearly distin
guish between minor and major tran
quilizers. First of all, the minor and 
major designations refer to the kinds of 
illness being treated and not to the 
potency or danger of the drugs. The 
major tranquilizers or anti-psychotics, of 
which chlorpromazine (Thorazine) is the 
prototype, have brought about a world
wide revolution in psychiatry. These 
drugs have played a major role in reduc
ing state hospital populations in the last 
fourteen years and in permitting thou-
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sands of people who might have spent 
years in mental hospitals to lead active 
and productive lives. As a direct result 
of the anti-psychotic drugs, most mental 
hospital wards can remain unlocked; 
seclusion rooms and physical restraints 
need be used rarely, if ever; shock treat
ment is required less frequently; and 
hospital stays for major mental illness 
can be reduced from months or years to 
days or weeks. Seldom can one say "al
ways" or "never" in medicine-but with 
the anti-psychotic drugs, one can safely 
say that addiction never occurs; it has 
never been reported despite fourteen 
years of extensive use. If, for this rea
son alone, one should always avoid 
lumping together as "drugs" or "tran
quilizers" the many different agents we 
have discussed, either in collective con
demnation or in praise. 

I would like to say a word about cer
tain non-addicting drugs which create 
problems. I am tempted to group the 
stimulants such as dextroamphetamine 
(D ex e d r in e) and methamphetamine 
(Methedrine) with the hallucinogens such 
as LSD, since, when taken in high dos
ages or for prolonged periods, the stimu
lants produce LSD-like hallucinations 
and delusions-toxic psychoses requiring 
hospitalization. The stimulants produce 
tolerance but no true withdrawal. As I 
mentioned, they can produce a psychosis 
with delusions of persecution, hallucina
tions and sometimes suicidal attempts. 
They prevent sleep and so can result in 
severe exhaustion. People hooked on 
one of the alcohol family of addicting 
drugi; frequently get into a vicious cycle, 
taking stimulants to counteract the ef
fects of the addictive drug and vice 
versa . The most dangerous form of stim
ulant abuse is intravenous injection or 
large dosages of methamphetamine, 
which can cause brain and liver damage 
and severe stress on the heart. 

Marijuana is a mild hallucinogen with 
millions of users throughout the• world. 
Like alcohol, it produces lightheaded
ness, relaxation and increased sociabil-
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ity, but it also causes mild distortion of 
perception. Unlike alcohol, marijuana 
seldom causes users to become obnox
ious to others or to behave in an aggres
sive or anti-social manner. If there are 
serious hazards to occasional or moder
ate use of marijuana, they have yet to 
be established. Addiction of the type 
seen with alcohol does not occur. Pro
longed extensive marijuana use, how
ever, can reduce drive and ambition; 
and, particularly in young people, it can 
have a retarding effect on personality 
development. Although it is often pointed 
out that most users of hard narcotics 
previously smoked marijuana, it should 
also be noted that only a small minority 
of marijuana smokers "escalate" to the 
opiates. 

LSD has many more potential dangers, 
including precipitation of lifelong psy
choses, suicide and terrifying auditory 
and visual hallucinations which resemble 
those of D.T.'s. In a recent study of 155 
reasonably well-adjusted graduate stu
dents given a single experimental dose of 
LSD, 58 percent reported disturbing af
ter-effects six months later. Findings of 
this nature argue strongly against sam
pling the widely available bootleg sup
ply of the drug. 

The miscellaneous category includes 
sniffing of ether, toluene, or the volatile 
chemicals contained in airplane glue, 
gasoline, lighter fluid, lacquers, paint 
thinners and enamels. There is evidence 
for true addiction with some of these 
agents, but this is rather academic since 
they are so toxic they can produce severe 
brain, liver and kidney damage even with 
a single episode of sniffing. 

Bromides, which are available in cer
tain over-the-counter preparations, are 
eliminated very gradually from the body 
and tend to build up to toxic amounts 
when they are taken for long periods. 
The symptoms are general mental de
terioration, delirium and sometimes 
mental illness with delusions and hal
lucinations. 

In closing, I would like to stress what 

13 



I feel is a most important point, some
thing I have already touched on several 
times. There is both pharmacological and 
clinical justification for viewing alcohol
ism as a major element in a famil y of 
close ly rel ated addictions. Not only is 
tl)ere a great simil arity between alcohol 
and the other drugs in the clinical fea
tures of the addictions, but even the 
general personality characteristics of the 
addicts are similar. In many cases, these 
agents are interchangeable and can be 
readily substituted one for the other. 
Mixed addictions are becoming distress
ingly common. A rapidly growing pro
portion of A .A. membership represents 
addiction to pills, either in addition to 
or instead of alcohol. 

Most encouraging is this fact ; that 
trea tment methods which work for al
coholism also tend to work for addiction 
to other members of the drug family. 
Medical treatment of the withdrawal 
syndrome has certain similarities. The 
empirically successful methods of reha
bilitating alcoholics-Alcoholics Anony
mous and its subsidiaries, Al-Anon and 
Alateen; practically all methods of group 

therapy, family therapy and psychodrama; 
some conditioning therapies-all of these 
methods seem to work for the pill addict 
as for the alcoholic. 

It is v ital th at the ph ysicians, agencie 
and lay groups providing services to al
coholics, or planning them, continue the 
trend already begun- the extension of 
services to people addicted to the other 
drugs in the alcohol famil y. The abuse 
of alcohol and alcohol-like drug rep
resents a fa r greater danger to the na
tional health in terms of numbers af
fected, lost productivity, morbid ity and 
mortality than narcotic addiction or the 
spectacular and highly publicized use of 
hallucinogens on college campuses. We 
are ta lking about millions of people of 
all economic classes, professionals and 
non-professionals, residents of small 
towns, of suburbs and of big city slums. 
Abuse of the alcoholic family of drugs 
is the most serious facet of the national 
drug problem, and, for this reason, it 
should receive high priority in compre
hensive community mental health and 
drug abuse programs. ;t 

Treatment Digest 
DEPENDENCY PROBLEMS IN ALCOHOLISM 1REATMENT 

MASCULINITY in American society 
implies the ability to be indepen

dent, competent, decisive. To need some
one to lean on-emotionally or finan
cially-is taboo. AJI adult men are ex
pected to compete and to succeed. There 
is no acceptable way to express depen
dency needs, not even a compromise. 

What happens to these needs, so par
ticularly evident in the human species 
because of the long period of infantile 
and childhood helplessness? As Howard 
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T . Blane (University of Pittsburg) writes, 
"man in Western society has had to de
velop ways of satisfying [them] without 
seeming to be dependent or, alternatively, 
to behave as if they didn't exist. The 
young boy learns this quickly." 

Some are unable to learn. Especially 
those who, as children, are emotionally 
deprived or excessively pampered, find 
it nearly impossible to mature: the need 
to rely on others is never modified, de
manding immediate gratification- "the 

SEPTEMBER-OCTOBER 1971 

ins 
a n< 
thi: 
ver 
M~ 

l 
pli< 
cat 
co~ 
to 
is I 
ma 
are 
up 
pm 
der 
are 
ual 
sor 
act: 
ach 
is 
loo 
wri 
cha 

j 

the 
ing 
tun 
pa il 
in< 
ibil 
wel 
Thi 

l 
coh 
sun 
usu 
a " 
for 
app 
sicit 
ical 
pon 
resf 
anc, 
ab!( 
"in 
prol 

It 
limi 

SEP 



:ia; 
ese 
lict 

:ies 
al
the 
of 

1er 
llSe 

ep
na
af-
1nd 
the 
of 

We 
of 

ind 
tall 
11S. 

LJgS 

nal 
it 

,re
tnd 

w 

tes, 
de
out 
ely, 
[he 

i lly 
illy 
'ind 
eed 
de
'the 

971 

insatiability that characterizes infancy 
and ea rly childhood." In the adult world, 
this need is inevitably frustrated , yet the 
very fact of frustration keeps it alive. 
Make-Believe He-Men 

Unresolved dependency has been im
plicated as a primary psychological 
cause of alcoholism. Dependence on al
cohol itself is obvious; passivity, the need 
to be cared for and constantly reassured, 
is Jess obvious, but it is there. However, 
many alcoholics in their surface behavior 
a re not in the least dependent. One cover
up of this condition is to go to the op
posite extreme, called counter-depen
dency, in which all dependency needs 
are forced underground. These individ
uals want to "drink like men" and con
sort with men; they pride themselves on 
acts of physical prowess and masculine 
achievement. Openly dependent behavior 
is studiously avoided-anything not to 
look like a sissy. "Counter-dependence," 
writes Blane, "is highly defensive, easily 
challenged and threatened." 

A th ird group falls midway between 
the extremes, fluctuating between deny
ing and displaying dependency. Still in 
turmoi l, these men experience conscious 
pain and anxiety more often than those· 
in either of the other groups. Their flex
ibility and lack of rigidity can augur 
well for the future. 
The Too-Good Patient 

In treatment the openly dependent al
coholic can be either a source of plea
sure or f rustration. As an in-patient he is 
usuall y uncomplaining and acquiescent
a "good" patient, being fed and cared 
for without the need for guilt. Nurses 
appreciate his cooperation; only the phy
sician may feel fretful for lack of med
ical progress. The patient tends to post
pone weaning. To handle this regressive 
response, Blane recommends "firm guid
ance" and the establishment of reason
able limits with respect to discharge
" in general , an impersonal, but warm 
professional attitude." • 

It is even more important to delineate 
limits carefully, in out-patient settings, 
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else the dependent alcoholic will return 
again and again for help, advice or 
material aid, " to a point where staff 
members feel sorely abused." Highly de
pendent attachments to a particular psy
chiatrist or social worker should be dis
couraged . Group therapy circumvents 
these problems to some extent. Treat
ment of the dependent alcoholic does 
not usually involve insight psycho
therapy-rather, his proclivity to form 
dependent attachments is utilized to keep 
him in treatment. 

The counter-dependent alcoholic is 
just as difficult to work with-perhaps 
more so-because he has to be railroaded 
into treatment under external and often 
unrelated pressures and he will resent 
every aspect of his temporarily dependent 
status. Typically he defies routines that 
his physician has ordered and dismays 
the nursing staff; but "The nurse who 
understands and acts accordingly finds 
that things go smoothly, and frequently 
the patient has a salutary effect on the 
entire ward." Indicating to him, for 
exampl e, that following ward routines 
and the doctor's advice is not easy but 
requires self-discipline, th at other pa
tients a re finding it equally difficult and 
need morale-boosting, may be the kind 
of approach that appeals to the counter
dependent's wish to assume the guise of 
independence and responsibility. 

Seldom does the counter-dependent 
a lcoholic arrive at a treatment facility of 
his own volition, since he is convinced 
that he has no drinking problem. When 
he is forcibly sent, however, the pastor, 
the medical industrial service, the court 
clinic, will be well advised " to enlist 
and enhance the alcoholic's tenuous mo
tivation while not abruptly challenging 
his counter-dependent defense." This is 
best accomplished , for example, by 
sympathetically hearing his grievances, 
approving of his independence, inquir
ing into the means he employs to avoid 
difficulty with a lcohol, or asking how 
he views the situation th at led to his 
present confrontation. Puzzlement often 
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brings forth more helpful material than 
accusation. 

But what of the dependent-indepen
dent who vacillates between the two posi
tions? According to Blane, he is more 
amenable to treatment and more likely to 
benefit from it than either of the others. 
He seeks treatment voluntarily, as a rule, 
and readily admits having a serious 
drinking problem. This is not to say that 
he is necessarily easier to handle. On 
the contrary, he can show the more try
ing qualities of both without the redeem
ing features of either. When hospitalized, 
he is likely to complain about everything. 
"Neither appeals to his dependent nor 
counter-dependent side have any notice
able effect on him." The staff can merely 
accept his behavior and, above all, adopt 
a ki ndly professional attitude that does 
not vary, avoiding the traps that the man 
unconsciously sets. 
Striking a Balance 

Some of these patients alternate in 
their conflictual demands, rather than 
expressing both sides simultaneously. 
This doesn't make it any easier for the 
staff who are trying to use the patient's 
needs therapeutically, whether dependent 
or independent. The only answer is not 
to cater markedly to either side of the 
conflict. "An almost extreme consistency 
of attitude and response ... is beneficial 

for these patients." Otherwise the patient 
attempts to play one staff member off 
aga inst another and, by this manipulation 
exerts a divisive influence. 

Alth~ugh the dependent-independent 
alcoholic seems so contrary in treatment, 
he is the best candidate of the three types 
for psychotherapy. All alcoholics are 
afraid to take the first step in the direc
tion of treatment, but the latter type 
least so. "When a professional person 
broaches the subject to them, it fre
quently has the effect of being just the 
impetus the alcoholic needs." 

In summation, then, Blane sees the 
personality of the alcoholic man as re
volving around three compromises, the 
choice of which is influenced by Western 
society's negative attitude toward de
pendency in men, equating independence 
with masculinity. Two of the compro
mises bury the conflict, and the thera
peutic community must settle for limited 
goals with men in these groups. The 
third compromise is elected by less rigid 
persons "who still actively cope both 
with demands to be dependent and with 
strivings for independence. Men in this 
group have a higher chance of benefit
ing from psychological methods of treat
ment than those in either extreme group." 

--S. S. Jordy 
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-PROJECTION ... 
(Continued from Page 6) 

really curing this guy that he failed 
with." Right away you have lost be
cause you have just waded into a bear 
trap and he is in control and you are 
neutralized. For this reason, I believe, 
we need to be aware of this kind of 
sabotaging technique and know what our 
omnipotent needs are in our psychother
apeutic efforts. 

I have been talking about the develop
ment of awareness of polar opposites 
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within ourselves. In my opinion, this is 
particularly important in the helping re
lationship because we have to be able to 
be both mother and father. I feel we have 
to be capable of involving ourselves in 
an intimate human relationship which is 
essentially, in this culture, a mothering 
function. We have to give caring, but I 
feel we also have to have the "fatherly 
strength within us to honestly confront 
the alcoholic patient's games. We do be
cause just giving support alone is going 
to feed dependency and, if that is what 
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your trip is, you are probably not going 
to be able to help the patient make the 
transition from environmental support to 
self support. Fritz Perls (1969), who was 
the founder of gestalt therapy, sees the 
therapeutic task as helping the patient 
"learn to wipe his own behind". What 
this means is that you help the patient 
to regain responsibility for his behavior 
and for his life. Now this person did not 
give up responsibility for his life and 
behavior over night. Therefore, it is 
going to take a treatment program to 
allow him to regain responsibility for 
himself. An essential element of such 
a humanistic treatment model must in
clude leveling with the alcoholic individ
ual in an authentic human relationship. 
If we do not model this kind of behavior 
in the therapeutic relationship ourselves, 
then it is going to be difficult to help 
these individuals. So, within all of us, 
there is strength and weakness as polar 
opposites; there is aggression and pas
sivity; there is mothering and fathering; 
and I believe we need to be in touch 
with all of these parts of ourselves if we 
are going to be effective. When we see 
our manipulative, controlling selves in 
the personality of the alcoholic, we may 
avoid confronting this in him and, to 
me, this is the essence of the therapeutic 
task with these individuals. Conse
quently, we may attribute these motives, 
behaviors, fantasies, and feelings to the 
alcoholic thus creating tremendous re
sistance to working with him in hos
pitals and treatment programs. 

We know that many alcoholics like 
most other normal neurotics are manip
ulative and controlling people and they 
want someone else to do "it" for them. 
Everyone is familiar with the why and 
because game of the alcoholic. These 
games go something like, "I drink be
cause my wife did this to me, I drink 
because of my work, and I drink be
cause ... " This is why my own bias is 
toward a "here and now" model of treat
ment where we deal with what Jhe per
son is doing right now in the situation 
and stay out of the "there and then". 
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When we dredge up old memories about 
being beaten with chains by daddy, we 
are playing blame games and avoiding 
responsibility for our behavior. By stay
ing with what is happening in your ex
perience and feelings right now, you 
can avoid all that verbage. By staying 
with the here and now you can avoid 
the computing, rehearsing, and blaming 
that ,you somehow have to get beneath if 
the person is to become fully integrated 
and responsible for his life. I believe 
confrontation of the phobic-avoidance 
attitude of the alcoholic can only happen 
in an involved human relationship; a 
caring human relationship in which the 
therapist is aware of his needs and 
what he wants from his p a t i e n t. 
Maturation then, within the frame 
of reference that I have been talk
ing about, is the transition from 
environmental support to self support 
(Perls 1969). In the neurotic, this process 
is arrested and the adult manipulates 
to get his wants met thus taking little 
responsibility for himself and running 
very few risks. As I have said, the alco
holic did not give up responsibility for 
his life over night, and he will not re
gain it in one weekend of hospitaliza
tion to be detoxified, either. We know 
that many alcoholics once entering a 
treatment facility get lost in the referral 
process, so if we are going to help him 
confront this avoidance· attitude, this 
transfer of blame style of life, then we 
must work out appropriate referral 
sources so that he does not become lost 
in the shuffle. 

In conclusion, a brief "knot" from R. 
D. Laing's (1970) collection: 

"She, has started to drink 
as a way to cope 
that makes her less able to cope 

the more she drinks 
the more frightened she is of 

becoming a drunkard 
the more drunk 
the less frightened of being drunk 
the more frightened of being drunk 

when not drunk 
the more not frightened drunk 
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the more not frightened drunk 
the more she destroys herself 
the more frightened of being 

destroyed by him 
the more frightened of destroying him 
the more she destroys herself . . . " i;tt 
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DIRECTORY OF OUTPATIENT SERVICES BY COUNTY 
-for ALCOHOLICS and/or THEIR FAMILIES 

Key to Facilit ies 

Mental Health Centers: Provide direct services of consultation, emergency care, 
day care, in-patient service, out-patient service, education, referral and family 
counseling. 

· Vocational Reh abilitation: Application forms for in-patient treatment centers in 
Florence and Greenville, direct service for follow-up, vocational counseling, 
vocational guidance and vocational placement. 

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

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

ABBEVILLE 
Beckman Center for Mental Health 

Services, Greenwood; Vocational Reha
bilitation Office, Anderson. 

AIKEN 

Aiken-Edgefield Counties Council on 
Alcohol and Drug Abuse, Box 518, 
Aiken. 

Aiken County Mental Health Center, 
140 ewberry St., N.W., Aiken 29801; 
Tel : 648-0481. 

Voca tional Rehabilitation Office, 107 

Chesterfield St., Aiken 29801; Tel. 648-
3221. 
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ALLENDALE 
Coastal Empire Mental Health Center, 

Hampton; Vocational Rehabilitation Of
fice, Walterboro. 
ANDERSON 

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

Vocational Rehabilitation Office, Box 
1776, Station A, 1103 North Fant St., 
Anderson 29623; Tel. 224-6391. 
BAMBERG (See Orangeburg) 
BARNWELL (See Aiken) 
BEAUFORT 

Coastal Empire Mental Health Center, 
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P. 0 . Box 610, Beaufort 29902; Tel: 
524-3378; Vocat ional Rehabilitat ion Of
fice, Walterboro. 
BERKELEY (See Charleston) 
CALHOUN (See Orangeburg) 
CHARLESTON 

Trident Council on Alcohol and D rug 
Abuse, 297 King St., Charleston 29403; 
Tel: 722-3811. 

Charleston Area Mental Health Center, 
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. 
CHEROKEE (See Spartanburg) 
CHESTER (See York) 
CHESTERFIELD (See Marlboro) 
CLARENDON (See Sumter) 
COLLETON 

Coastal Empire Mental Health Center, 
115 Benson St., Walterboro 29488; Tel: 
541-2026. 

Vocat ional Rehabilitation Office, 
D rawer 110, Walterboro 29488; Tel: 
549-2506. 
DARLINGTON 

Alcoholic Rehabilitation Office, Agri
cultural Building, Hartsville 29550; Tel: 
332-5740. 

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

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

DORCHESTER (See Charleston) 
EDGEFIELD 

Beckman Center for Mental Health 
Services, Greenwood; Vocational Reha
bilitation Office (Lexington County). 
FAIRFIELD (See Richland) 
FLORENCE 

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. 

SEPTEMBER-OCTOBER 1971 

GEORGETOW 
Georgetown - Horry Mental Health 

Clinic, 104 Screven St., Georgetown 
29440; Tel: 546-4332. 

Vocational Rehabilitation Office, 634 
Front St., Georgetown 29440; Tel: 546-
4332. 
GREENVILLE 

Greenville County Commiss ion on 
Alcoholism, 608 Hudson Bldg., Green
vi lle; Tel: 242-4782, Bonner R. Kidd, 
Chairman. 

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

Information Center on Alcohol and 
Drug Addiction, Room B-6, County 
Office Bldg., 130 S. Ma in, Greenville 
29601; Tel: 239-5370. 

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 . 0. Box 515, 
Hampton 29924; Tel: 943-2828. 

Vocational Rehabilitation Office, 
Walterboro. 

HORRY 
Horry County Council on Alcoholism, 

Conway; Judge Winston W. Vaught, 
Chairman. 

JASPER 
Coastal Empire Mental Health Center, 

P. 0. Box 610, Beaufort; Vocational Re
habi litation Office, Walterboro. 

KERSHAW 
Kershaw County Commission on Al

coholism, Southside Baptist Mission, 
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Camden 29020, Rev. Robert Cloninger, SPARTANBURG 
Chai rman . 

Alcoholic Inform ation Center, 1714 
Mills St., P. 0. Box 382, Camden 29020; 
Tel: 432-5081. 

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

Vocational Rehabilitation Office, Main 
and Heyward Sts., Columbia 29201; Tel: 
758-338 1. 
LA CASTER (See York) 

LEXINGTON 
Mid-Carolina Council on Alcoholism, 

J900 Hampton St., Colu mbia 29201; Tel: 
779-4450. 

Co lumbia Area Mental Health Center, 
2550 Coloni al Drive, Columbia 29203; 
Tel: 758-3503 . 

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

MARJON (See Florence) 

MARLBORO 
Tri-County Menta l Health Center, The 

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

Vocational Rehabilitation Off i c e, 
Hartsville. 

McCORMICK (See Greenwood) 
EWBERRY (See Greenwood) 

OCONEE (See Anderson) 

ORANGEBURG 
Orangeburg County Mental Health 

Clinic, 304 St. John St., P. 0 . Box 688, 
Orangeburg 29115; Tel: 536-1517. 

Vocational Rehabilitation Office, Box 
36 1, 396 St. Paul, N. E., Orangeburg 
29115; Tel: 534-4939. 

PICKENS (See Anderson) 

RICHLA D 
Mid-Carolina Co unci l on Alcoholism, 

1900 Hampton St., Columbia 29201 ; Tel: 
779-4450. 

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

Vocational Rehabilitation Office, Main 
and Heyward Sts. , Columbia 29201; Tel: 
758-3381. 
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Spartanburg Area Mental Health Cen
ter, 149 E. Wood St. , Spartanburg 29303 ; 
Tel: 585-0366. 

Spartp nburg Alcoholism Information 
and Referral Center, 151 E. Wood St., 
Spartanburg 29303; Tel: 582-5655. 

Spartanburg Cou nty Council on Al
coholism, 143 Clevel and Park Dr., 
Spartanburg 29303 . 

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, 31 E. Calhoun St. , Sum
ter 29151 : Tel: 775-4522. 

Sumter Cou nty Cou ncil on Alcoholism, 
11 E. Canal St., Room 9, Sumter 29150. 
John F lanagan, Executive Secretary, Tel : 
775-85]4. 

Sumter County Court Program, 11 E. 
Cana l St., Room 9, Sumter 29150. Tel: 
775-8514. 

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

U IO (See Spartanburg) 

WILLIAMSBURG 
Georgetown - Horry Mental Health 

Clinic, Georgetown. 

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

YORK 
Alcoholism Inform ation and Referral 

Center, 113 Hampton St., Rm. 8, Rock 
Hill 29730; Tel: 327-4119. 

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

York Cou nty Council on Alcoholism, 
P. 0. Box 180, Rock Hill 29730, Ted 
Henry, Chairman. 

Vocational Rehabi litation Office, Box 
5286, Cherry Rd . Sta. , 756 Cherry Rd ., 
Rock Hill 29730; Tel: 327-7106. 'if 
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S C. Commission on Afcoho{;sm 

D. Ceth Mason, Jr. , Charleston, Chairman 
Roswell N. Beck, M.D., Florence 
Jesse M. Corbett, Cayce 
James C. McDuffie, Jr., Sumter 
Harold W. Moody, M.D. , Spartanburg 
Robert S. Solomon, M.D., Moncks Corner 
Fred D. West, Jr. , Abbevi ll e 

William J. McCord, Director 

REGISTRATION FORM 

I plan to attend the Second Working Conference on Alcohol Use and 
Abuse and the Religious Community January 26-28 at LaTai Inn, Fripp 
Island, S. C. . 

(Name) 

(Street Address) 

(Ci ty) (State) (Zip) 

(Representing) 

Conference Cost: 

Package cost is $37 per person based on double occupancy per room and 
includes 5 meals (Wed. Dinner through Fri. Br~akfast), 4% Sales Tax and 
15 % gratu ity. Single rooms are avail able on request at additional cost. Rooms 
have two double beds each . 

Enclose $7.00 pre-registration fee with this form. This fee is deposited 
toward total package cost and is refundable up to one week prior to 
the conference. Remainder of package is payable at registration desk. 

Return this form and check payable to SCACPCA for pre-registration to: 

Earl W. Griffith, Conference Coordinator 
S. C. Commission on Alcoholism 
1611 Devonshire Drive 
Columbia, South Carolina 29204 

Additional Information: 

Roommate preference may be made up until registration time January 
26th. Conferees without roommates at that time will be placed by the 
conference staff. 

(Roommate preference if known) 



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 loar,ed 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. 

CONSULT ANT 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 TION--Courses of instruction and seminars are conducted for student 
groups, organizations, and other agencies interested in or working with 
alcoholism and alcoholics. 

S. C. COMMISSION ON ALCOHOLISM 
24 I 4 Bull Street 

Columbia, S. C. 29201 
Phone 758-2521 
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