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STATE PLA 

IN compliance with PL 91-616, Com
prehensive Alcohol Abuse and Alco

hol ism Prevention, Treatment, and 
Rehabilitation Act of 1970, on April 12, 
1972, SCCA submitted to NIAAA (Na
tional Institute of Alcohol Abuse and 
A lcoholism) "The South Carolina State 
Plan for Alcohol Abuse and A lcohol
ism." This plan, directed at (1) preven
tion, and (2) com muni ty based services, 
was developed by SCCA with the advice 
and consent of the fo ll owing State 
agencies: Corrections, Education, Public 
Health, Mental Health, Vocationa l Re
habilitation, Public Welfare and the 
Governor's Office - Division of Admi n
istration. 

Upon approval of the Pl an by 
NlAAA, South Carolina wi ll be e ligible 
to receive federal funds of $428,626 for 
implementation. A total of $30,000,000 
has been appropriated nationally for 
formula grants and allocation to states 
is based on population and "need". 

A copy of this plan is avai lable for 
review in the offices of SCCA, 1611 
Devonshire Drive, Columbia. 

ADPA CONFERENCE 

THE 23rd Annual Conference of the 
Alcohol and Drug Problems Asso

ciation of North America is schedul ed 
for September 10-15, I 972 at the Re
gency Hyatt House in Atlanta. The 
official host is the Southeastern Con
ference of Alcohol and Drug Programs 
in cooperation with the Georgia Depart
ment of Public Health and Georgia Nar
cotics Treatment Program . 
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south carolina and the nation 
a roundup of alcoholism news 

William J. McCord, director of SCCA, 
is the c1:1rrent president of ADPA and 
we are anticipating that a large number 
of South Carolinians will be in attend
ance to lend their support. Regi stration 
forms can be secured from the SCCA 
office iri Columbia. 

COMMUNITY SERVICES SEMINAR 

THE format for the Commu ni ty Serv
ices Seminar bas been changed. A 

quarter ly 2-day meeting will replace the 
1-day meeting previously held monthly. 

The first quarterly meeting has been 
scheduled for June 19-20 at the Francis 
Marion Hotel in Charleston. Al Greene, 
coordinator of the seminar, outlined the 
following agenda: presentation and dis
cussion on the planning process for com
prehensive services in the community, 
training model s for paraprofessio nals 
and newcomers to the field , in-depth 
discussion of two treatment models and 
an exercise in community organization. 

Also in the planning stage is a 
monthly orientation day for new work
ers in the field to provide them with an 
overvi<iw of the total state program . 

N JAAA MEDIA CAMPAIGN 

A nation-wide media campaign to 
change A merican social drinking 

habits has been launched by the Na
tional Institute on Alcohol Abuse and 
Alcoholism and has as its slogan, "If 
you need a drink to be social, that's not 
social drinking." 

The campaign was created by Grey
North Advertising of Chicago and, as 



stated by Ed Holzer of that agency, 
"The main objective is to change atti
tudes, myths, and folklore that surround 
the drinking patterns of the average 
American. We hope to substitute more 
responsible drinking patterns in healthy 
soc ial contexts." 

I 0-, 30- and 60-second spots have -
already been mailed to all te levision sta
tions and the radio announcements will 
be sent in the near future. Newspaper 
and magazine ads also have been pre
pared for use by the printed media. 

The campaign can be successful only 
if the materials are used. As they are 
being sent directly to the media involved , 
SCCA requests that those interested 
make personal contact with the media 
to urge their use. 

Mainliners . . . . . 

..... "Alcohol and the Negro: Explo
sive Issues" and "The Prevention of 
Drinking Problems" are new books 
added to the SCCA library .... .The 
York County Council on Alcohol and 
Drug Abuse now publishes a quarterly 
newsletter. To subscribe, write: Ed itor, 
P. 0. Box 836 CSS, Rock Hill 29730 
. . . . .The Mid-Carolina Council on 
Alcoholism has a new address - 2215 
Devi ne St., Columbia 29205. Telephone 
number: 256-0511. .... The Sumter 
County Council on Alcoholism and its 
Court Program has moved into the 
Cou nty Court House ..... 
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..... A sense of responsibility 
must be developed in purveyors of 
alcohol, including hosts. Just as one 
wouldn't serve poison to his guests, 
servers of alcohol must learn to heed 
responsible 
drinks." 

limits m providing 

. . . . . and you can quote Dr. 
Morris Chafetz, director of N IAAA, 
on that! 

DffiECT SERVICES PERSONNEL -

BILI:; Belvin, d·frector, has · completecl 
the staffing of the Direct Services 

Project (Lifelines, March-April, · I 972) : 
Counselor-Coordiri!tt6r.s . a.re ;-- Craig D . 
Bell and Warren T. :Greene ; Educational 
Representative is Dale T. Gurne ll ; Evalu
ation Analyst is Herb Mattocks; and 
Secretaries are Mrs. Linda C. Boyer and 
Miss Debbie Dunnavant. 

LEGISLATIVE PROFILE 

SEVERAL bills have been introduced 
in the So uth Carolina Legislature 

which are of considerable interest to 
those in the field of alcohol and drug 
abuse. They are: 

(1) H-3188 and S. 2-15 provide for a 
state policy relating to employees of the 
State of South Carolina who have the 
illness of alcoholism. Under this bill , 
the State recognizes that a lcoholism is a 
treatable illness and insures that State 
employees having the illness or a drink
ing problem will receive the same care
ful consideration and offer of assistance 
presently extended to employees having 
any other illness. This will set a uniform 
policy among State agencies to allow 
the use of sick leave for the treatment of 
this illness. 

Action: 

Had second reading in the House May 

16th and final approval is expected May 

17th. Will then be sent to the Senate 

for action. 

(2) H-2911 and S-922 provide addi
tional members to the Advisory Council 
for Comprehensive Health Planning. 
These additional members (one of which 
is the director of the S. C. Com mission 
on Alcoholism representing that agency 
and the Commissioner of Narcotics and 
Controlled Substances) are necessary to 
comply with the amendments contained 

(Continued on page 12) 
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THE IMPACT OF FEDERAL 

LEGISLATION ON 

STATE ALCOHOLISM PROGRAMS 
by 

Foster M. Routh 

THERE was a story-the authenticity 
of which I am unable to verify

about a very poor child who wrote a 
plaintive letter to Santa Claus pleading 
for a gift of $100 in order to buy shoes 
and clothes and a Christmas meal for 
an impoverished mother, a sick father 
and six younger brothers and sisters. 
The letter was dutifully posted in a 
mailbox addressed to Santa Claus, North 
Pole, and it wound up in the dead letter 
section of the Post Office Department 
in Washington. There it came into the 
hands of a postal worker who was so 
touched he took up a collection among 
his office co-workers. They raised $50 
which be immediately sent on to the 
child who bad authored that poignant 
note. 

A couple of weeks later another let
ter arrived in the dead letter section in 
the Washington Department, in that 
same handwriting, addressed again to 
Santa Claus, North Pole. When tpe 
postal worker opened it, he found a 
message that said "Dear Santa, I thank 
you for the money you sent but next 
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time I hope you won't send it through 
Washington. It loses an awful lot in the 
translation." 

Some of us beneath the federal level 
are inclined to agree. We read in the 
newspapers about so many millions of 
dollars appropriated for such-and-such 
but when we try our best to obtain some 
of this funding, we encounter experi
ences that almost defy description. 
Since examples may help to clarify my 
point here, perhaps I should try to de
scribe a few of these situations that to 
me are almost indescribable. 

In February, 1970, our office (the 
South Carolina Commission on Alcohol
ism), got a call from a regional office 
administering a federal program. This 
call solicited our applying for project 
funds. We had had previous contact 
with this program in search of support 
for an alcoholism program in this area 
and this time they told us that our pro
posal was high on their priority list. 
"Just get it in within ten days," they 
told us, "and we can almost assure its 
approval." 
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Mr. Routh is Director of Plan
ning, Research and Grants, S. C. 
Commission on Alcoholism. This pa
per was presented at a joint meeting 
of the American Psychological As
sociation and Mental Health Sec
tion, APHA, at the American Public 
Health Association Annual Meeting 
in Minneapolis, Min,:z., October 14, 
1971. 

(That's one of the mysteries of fed
eral funding in my opinion. You're 
never told with any assurance to send 
in a project within a year, or six months, 
or even ten weeks, and have a good 
chance of getting it funded. Ten days. 
two weeks, maybe three weeks is about 
it to have a chance at these-I guess
leftover funds. But whatever the source, 
it's difficult to entertain the idea of re
jecting the offer and also difficult, if 
not impossible, to do any sort of good 
job of planning, data gathering and 
writing under such a deadline.) 

But, back to my example, we man
aged to get our project into the regional 
office within .that ten day deadline. A 
month later they advised us that it was 
certainly a good project but it couldn't 
be funded because they didn't have any 
money left for that fiscal year. The 
only thing we could assume was that 
they had called several other programs 
soliciting projects and somebody had 
written faster than we. 

Interestingly enough, our agency re
quested that this project be reviewed for 
funding during the next fiscal year, and 
sure enough, last February they called 
us and again said it look:s like we have 
a great chance for funding but the ap
plication should be rewritten so we can 
get it to them in a month. We did, but 
then they wanted new letters of support 
from other community agencies within 
a week. We managed this also. Now the 
good news! Last month we were funded 
for about 40% of what we had re
quested and were told we have a good 
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chance for the remainder being funded 
if we get more letters of community 
support and do a little more rewriting 
toq. 

Another eJ1ample is a project written 
by the Commission on Alcoholism three 
years ago which was approved but not 
funded. Two weeks ago we heard that 
new funds are available and we have a 
good chance at approval if we touch it 
up a bit and get it in during the next 
three weeks. I think you can agree that 
touching up a three year old proposal 
in this rapidly changing field is a bit 
like adding an automatic transmission to 
a model-T Ford, but we still hope to 
observe this deadline with a good pro
posal. 

I could go on with additional ex
amples but they all add up to one of 
the three major points I had hoped 
to make today. In describing the 
impact of federal legislation on state 
alcoholism programs, it has been 
my experience that the impact upon 
states can best be seen through the use 
of three words, and the first one of 
them is what I've been talking about
frustration. It is frustrating to hear the 
siren's wail offering Federal financial as
sistance to programs so urgently needed, 
and then to find yourself crashing on 
the rocks of rejection, or partial fund
ing or rushed revision that may change 
the thrust of the entire effort. 

It is frustrating to encounter harsh 
deadlines, either those too short to al
low adequate planning and preparation, 
or those too long because of endless 
months involving the review process. It 
is frustrating to tangle with bureau
cratic red tape and guidelines that at 
times appear unrealistic to existing situ
ations. It is frustrating to have sugges
tions from federal sources when appear
ing in print that take the form of com
mands in implementation, such as one 
federal agency which insisted upon the 
employment in its programs of recover
ing alcoholics instead of the employ-

(Continued on page 12) 
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OBJECTIVES 

IN 

DRUG EDUCATION 
by 

Douglas R. Slavin, Ph.D. 

THE purpose of this paper is to raise 
some issues concerning what objec

tives we are working toward in drug ed u
cation. Some definitions of terms are in 
order so we are all talking the same 
language. Goals refer to long range out
comes of a program. What do we ex
pect the target population to be like if 
we are successful? Objectives are short 
range steps along the road to a goal. 
For example, our goal in drug education 
may be the reduction of drug related 
problem behaviors. Our objectives to 
reach. that goal may be total drug ab
stinence or it may be the teaching of 
responsible or si tuational drug use. Most 
of us either as program directors, educa
tional or treatment staff or even just as 
pla in citizens have articulated our goals 
for drug education and the objectives we 
think we need to obtain in order to 
reach these goals in one way or another. 
During this conference we hope to have 
vigorous discussion about the objectives 
and goals in drug education, and we 
have asked you to actual ly write them 
down for sharing and discussion . 
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The goals of any society do not 
spring from a vacuum. Rather they are 
an outcome of history, social forces, 
political concerns and the emotional 
needs of the citizens a t any point in 
time. This is no less true of goals and 
objectives for drug education. To under
stand where we are, we have to look 
where we have been. As Santayana 
points out, "Those who ignore history 
are bound to repeat it." 

Drug education did not become an 
issue in this country until the early 
1800's. Previously, alcohol which was 
the major drug avai lable to society was 
consumed primarily through the use of 
non-distilJed beverages such as ales, beer 
and wine and was considered an accept
able part of fam ily and religious life. 
However, during this period a major 
shift in preference to distilled alcoholic 
beverages resulted in drinki ng becomi ng 
an increasingly all-male, out-side-the
family, unrestrained activity. Such a 
pattern of use was considered to be a 
definite threat to a society which was 
fa mily centered , pragmatic, and fou nded 
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on the ideals of the protestant work ethic 
of self-reliance and individual achieve
ment. 

Local forces were mobilized; organiza
tions sprang up to defend the homeland 
and the family from this insidious evil, 
a lcohol. In 1882 Vermont passed the 
first statute requiring instruction about 
alcohol and narcotics as units of psy
chology and hygiene courses. By 1902 
a ll of Lhe states had similar laws . The 
essentia l ingredient of these educational 
programs was the conveying of informa
tion which on closer inspection turned 
out to be distorted or false, but which 
had been organized around a strategy 
of fear with the objective being total 
abstinence. This approach was continued 
until after the repeal of prohibition. By 
some criteria prohibition was successful. 
There were more people abstaining and 
a lcoholism admissions to state hospitals 
decreased . However, the social conse
quences of the development of organized 
crime and the loss of respect for Jaw and 
the police were too high a price to pay 
for legalized abstinence. A new philoso
phy evolved based on an unbiased trans
mission. of the facts about alcohol. 
Though the objectives had changed the 
goal was the same. To quote from the 
Rockefeller Survey on Alcohol Use, 
"Whatever line temperance instruction 
may take, its chief emphasis ... should 
be on life and health. . . . The nec
essity of keeping fit for work and 
sport .. . " The productivity value of the 
protestant ethic and the value of good 
citizenship still rang loudly. 

With minor variations alcohol educa
tion has continued to the present to rely 
on a transmission of knowledge model. 
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This paper was presented to th e 
Conference on Objectives and Co
ordination of Drug Education Pro
grams, Atlanta, Georgia, Novemb er 
30-December I , 1971 and is reprinted 
with permission . The author is Asso
ciate Director of th e Commission on 
Mental lllness and Retardation of th e 
South ern R egional Education Board. 

With the advent of the 60's and society's 
fear that non-alcoholic drug use on the 
part of young people was destroying the 
family and was counter-productive, alco
hol education was expanded into drug 
abuse education. The mandate from so
ciety was clear: stop those crazy kids 
from smoking marihuana, and taking 
drugs. The old time alcohol education 
people must have been surprised and 
confused with all the sudden new money, 
new organization, new professionals and 
old approaches that sprang up so fast. 
Just like in the l 820's, shrill cries calling 
for strategies of fear and abstinence were 
heard throughout the land. Unlike the 
early alcohol programs the hysteria was 
short lived. It became clear that the 
problem was not restricted to youth, but 
that we already lived in a drug culture. 
That is not to say that an abstinence ob
jective is still not strongly held by many 
drug education groups and even by some 
of you here today. Clearly it is still 
the major objective of the mandate given 
to us by society for its young people, 
even though they would probably be 
annoyed if it were applied to society 
at large. We are paying you to stop 
those kids from taking dope not to tell 
me I should stop taking sleeping pills or 
a couple of drinks at lunch. It is a 
mandate of hypocrisy which as drug 
educators we must be acutely aware of 
least we get caught in the middle and 
are scape-goated by each side. Absti
nence as an objective of course has its 
roots in the early temperance movement 
of the middle 1800's, and even though 
the educational methodologies are not 
quite as shrill as the WCTU, and even 
though our approaches are more in 
sophisticated guise, youth are still warned 
of the dire consequences and tragic re
sults of drug use be they legal, social, 
emotional or physical. These "facts" 
presented in a tone of objective nega
tivism run counter to the experience of 
many people. Yes, grass is illegal and 
some get caught, but not everybody does, 
and it is no more than drinking beer 

(Continued on page I 5) 
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Treatment Digest 
IDENTIFYING ALCOHOLISM IN A FAMILY SERVICE AGENCY 

CONCERNED a.bout the devastating 
effects which an alcoholic husband 

and father have on family life, the 
Family Service of the Cincinnati Area 
undertook in 1962 "to explore, develop 
and define" treatment regimens which 
would effectively hold in treatment the 
wives of alcoholics, promote treat
ment of the alcoholic husband and 
retard or reverse disintegration of the 
family. The staff felt that many of the 
traditional casework techniques used to 
ameliorate marital distress were not 
proving successful when a lcoholism was 
the primary problem. In all, 298 fam
ilies were assigned to the project, some 
of them to serve as controls. 

At the outset, the project caseworkers 
assumed that their caseloads would be 
composed of families in which the wife 
or the referral source reported the man's 
drinking as the presenting problem. In 
many cases, however, the woman never 
mentioned her husband 's alcoholism at 
the time of application for help unless 
the intake worker asked the right ques
tions; many cases might have escaped 
notice. Some wives were so unknowl
edgeable about the illness that they were 
not even aware of its presence or of its 
influence on the problems for which 
help was being sought. Some who were 
aware were too ashamed to mention it. 
As caseworkers became more experi
enced, however, they discovered that 
clients often gave clues which could lead 
to a correct diagnosis if followed up with 
certain kinds of questions. 

Clues to the Existence of 
Problem Drinking 

If the wife mentioned a wide gap 
between income and indebtedness, that 
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it was hard to account for the discrep
ancy, or that she was the one who dealt 
with creditors, the worker would ask if 
the husband drank heavily, explaining 
that alcoholism was often a factor in the 
kind of indebtedness described. 

Jf freq·uent job changes or absences 
from work were reported, or the husband 
had taken a job with lower status and 
wages, the worker asked for more details 
about his work habits. Were his ab
sences usually on Mondays? Were they 
becoming more frequent? Which one of 
them notified the employer? Were the 
husband 's excuses other th an genuine 
illness or family emergency? lf any 
of the answers suggested a drinking 
problem, the worker sympathetically ex
pl ai ned that the employment pattern de
scribed was a familiar one in fa milies 
with an alcoholic spouse. 

lf the wife mentioned gambling, infi
delity, or both , the intake worker in
quired where he gambled and with 
whom, or under what circumstances he 
had met the other woman. Sometimes 
the wife would make such a comment as 
"She'll do things with him that I won't." 
Further questioning often revealed that 
the mistress was meeting him at bars. 
When an extramarital affair was in
volved, however, the wife was more 
reluctant to discuss the extent of his 
drinking si nce his infidelity concerned 
her most. The worker would then have 
to insist that the two problems were in
terrelated and that it was essential to 
explore the alcohol problem further. 

The complaint most frequently made 
when the wife sought help for a marital 
conflict was that her husband was away 
from home too much and leaving her 
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with most of his normal responsibilities. 
If these absences were unexplained and 
seemed illegitimate, the worker asked 
questions designed to uncover a drinking 
problem. How long had this behavior 
been going on ? Was the length of his 
absences increasing? Did he come home 
for dinner on time? Did he seem hun
gry when he came home? 

When the presenting problem was 
the children's behavior, the wife was 
asked whether the father shared in de
cision making, in their discipline, and in 
the handling of family crises. Did she 
have to rely on relatives and neighbors, 
for example, in case of an accident or 
when she gave birth? Sometimes simple 
questions like these would help her to 
open up and express her anger and bit
terness that he took little or no respon
sibility because he was too "boozed up." 

Other clues to the husband's drinking 
habits were furnished also by discussing 
how the family celebrated holidays, what 
activities were planned as family activ
ities, the kinds of responsibilities the 
older children were being asked to as
sume because so much of the mother's 
energy was expended in trying to cope 
with the husband's drinking. "Her tone 
of voice and her way of expressing her
self, which often revealed her feelings 
of depression and hopelessness, were as 
important as the factual information she 
gave." 

1t was usually the presence of more 
than one of those clues that motivated 
the in take personnel to explore further 
whether the man was really a problem 
drinker. The worker stated firmly that 
it was essential for the agency to know 
if he was an alcoholic before the family 
service requested could be granted. 

A Special Form for 
Identifying Alcoholism 

Additional information was sought by 
means of a special questionnaire de
veloped by the research department 
which inquired about the amount of 
beer, wine or distilled spirits the man 
usuall y drank, whether the family bad 
alcohol in the home, who bought it, and 
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how much. Answers, of course, were 
meaningless if the husband was drinking 
surreptitiously or away from home. In
formation about changes in the drinking 
pattern, however, was more reliable 
since these changes affected his social 
behavior, work adjustment and the fam
ily's financial situation. The wife could 
describe also his drinking at inappropri
ate times (e.g. , when a baby was born, 
when she or another family member was 
seriously ill, when he was seeking em
ployment) or inappropriate places (a 
child 's graduation, a hospital , etc.) . 

When asked whether he ever seemed 
to have a temporary loss of memory, 
she might recall that blackouts had oc
curred, especially if the forgotten events 
had affected them both. Sometimes a 
casual comment by the caseworker that 
amnesia is a common indication of 
alcoholism enabled the wife to view 
his behavior differently and discuss it 
more freely. Frequently she provided 
useful information about his inability to 
stop once he had taken the first drink, as 
well as "benders" when he would drink 
all week-end, spend all his pay on liquor, 
or retreat from the family to a bar or the 
basement to drink alone. 

Accurate data on medical treatment 
were hard to secure because many of 
these men resisted medical care and 
rarely had been hospitalized unless their 
alcoholism was severe. Generally the 
wife would report whether her husband 
had tried to abstain , but she was vague 
about the number and length of occa
sions. She was more apt to remember 
the events that had led to these attempts, 
such as her threatening to leave him or 
his losing a job. Questions were asked 
al so about withdrawal symptoms, 
whether he had ever been under a doc
tor's care or contacted Alcoholics Anony
mous. 

Rarely was an alcoholic man the ap
plicant for service. If one did ask for 
help, it was usually in connection with 
a marital problem for which he held his 
wife responsible- her nagging, her in
fidelity. 
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Attitudes of the Intake Workers 
Initially the intake workers were be

set with doubt and discouragement about 
their role in the project. The rigorous 
approach to identifying alcoholism, im
posed on them by the research design, 
forced them to be much more aggressive 
than was customary in application inter
views. Furthermore, the feelings of the 
wife were in general exceptionally in
tense and exhausting; many were con
vinced that the husband's drinking was 
a hopeless situation, aggravating the 
worker's own anxieties about the agency's 
ability to help. In addition, "The wife's 
complaints, her need to control, and her 
insistence that something be done to 
change her husband's behavior made the 
workers angry because she seemed un
willing to examine her own part in the 
problem and appeared to be a poor risk 
for casework help." The pressure to 
elicit the wife's concern about her hus
band's drinking also troubled some of 
the workers, who feared that the barrage 
of questions on this one topic might 
cause suggestible applicants to exagger
ate the extent of the alcohol problem 
or even put the idea into their minds 
without sufficient cause. On the opposite 
side were the wives who remained reluc
tant to expose the problem and persisted 

in their pattern of denial, or who were 
unable to acknowledge any connection 
between the drinking and other family 
problems. 

These fears and doubts on the work
ers' part gradually dissipated as a result 
of frequent staff discussions and individ
ual conferences with the project super
visor who reassured them that the 
method was proving to be effective. 
"This assurance did much to make it 
possible . . . to deal with their feelings 
of hopelessness. Their doubts did not 
vanish, but their ability to express these 
doubts led to further examination of t:1e 
difficulties for caseworkers in modifying 
attitudes· that have long pervaded the 
profession's efforts to deal with the alco
holic and his family." Most rewarding 
of all , as the workers gained experience, 
was the discovery that their asking about 
excessive drinking was so often a relief 
to wives who had hesitated to mention it. 

Albertson concludes that in a general 
family service agency the importance of 
caseworkers' learning to identify alcohol
ism (sometimes in its early stages) and 
developing attitudes and interviewing 
skills that encourage both the alcoholic 
and his wife to seek help cannot be over
emphasized. 

-S. S. Jordy 
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WHY ALCOHOLICS SLIP AFTER HOSPITAL TREATMENT 

ALCOHOLICS have two kinds of con
flict s, according to Dr. Earl X. 

Freed, of the Lyons (N. J.) Veterans 
Administration Hospital: on the one 
hand, they are confronted with their un
derlying psychological conflicts which 
they have learned to assuage with alco
hol, and on the other, they are in a 
continuing dilemma of whether to dri_nk 
or not to drink, a dilemma which in it
self produces anxiety which may lead 
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to drinking. Yet when the alcoholic is 
in the hospital, these conflicts seem to 
disappear, or at least he does not feel 
them. 

It is no wonder, writes Dr. Freed, that 
hospital personnel regard the alcoholic 
as a malingerer-he doesn't appear to be 
ill or in need of a drink, so it becomes 
easy for the staff to consider his former 
drinking as mere weakness or immoral
ity. The same alcoholic who may have 
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been a "model patient" while in the 
hospital often starts drinking the very 
day he is discharged and, much to the 
dismay of the hospital staff, he is soon 
readmitted. Dr. Freed explains that, in 
one sense, the hospital may denote an 
act of surrender because it can represent 
the external control which the alcoholic 
has come to need to "solve" his dilemma 
of whether or not to drink. While in the 
hospital, with the enforced abstinence, 
institutional routine and supervised act iv
ities, he is not confronted with his de
bilitating conflict over self-control, nor 
with his underlying conflicts which fester 
in the "outside world." Thus, the alco
holic has learned that the way to solve 
his drinking problem is to go to the 
hospital , creating the destructive cycle 
of ad mission-drinking-read mission . Ob
viously, whatever therapy he received 
while in the hospital was not transferred 
to that portion of his life which has 
been associated with alcohol. 

A number of years ago, Drs. Smart 
and Storm, of the Ontario Addiction Re
search Foundation, described "state
dependent learning" in alcoholics-what 
the alcoholic learns whjle intoxicated 
cannot be transferred to a non-intoxi
cated state ; thus, they suggested, a lco
holics might be treated more effectively 
while they are intoxicated. 

Dr. Freed believes that, in addition 
to state-dependent learning, there is un
doubtedly milieu-dependent lea rning. 
The alcoholic who drinks as soon as he 
is discharged has not learned how to 
control bis drinking in the face of 
threatening and anxiety-producing situa
tions. He bas learned only that the way 
to stop drinking is to return to the 
hospital. In order for hospital treatment 
to have any effect at all on the drinking 
patterns of alcoholics, techniques must 
be devi sed which will minimize the dis
sociation of stress-free and stressfu l 
environments. -J. Siegrist 
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DEPENDENCY IN ALCOHOLICS-PERSONALITY CHARACTERISTIC OR 
ROLE EXPECTATION 

TH E a lcoholism literature abounds 
with attempts to define personality 

traits peculiar to a lcoholics; one theory 
that has received wide attention is that 
a lcoho lics are overly dependent persons. 
The validity of this dependency concept 
has been recentl y questioned by M. 
Trem per of the U niversity of Maine. 
After observing and interviewing the 
patients and staff in a sta te mental hos
pital 's alcoholism treatment program, 
Tremper concludes that "perhaps this de
pendent behavior is a product of the 
socia l situation of the alcoholic patient." 

The treatment unit Mr. Tremper ob-

served had a 52-bed capacity : 12 in a 
medical ward and 40 in a sepa rate cot
tage. Patients were admitted voluntarily 
to the ward for "drying out" but were 
screened by an admissions staff for mo
tivation and ability to participate in the 
program before cottage ad mission. Those 
in poor physical or mental health were 
not admitted to the cottage. 

Different professions were represented 
among the cottage staff - psychiatric 
aides, social workers, psychiatric resi
dents, a psychologist-but Tremper felt 
that there was a collective staff att itude 
toward alcoholics: that they were child-
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ish, immature and dependent. These 
characteristics were attributed by the 
staff to the personality structure of the 
alcoholic. Mr. Tremper postulates, how
ever, that even though the alcoholic does 
behave dependently while in the cottage, 
it is not necessary to rely on "psycholo
gistic" explanations of dependency; ra
ther, there are social factors inherent in 
the situation which induce the patients 
to act dependently. 

Generally, the sick person in Ameri
can society is not expected to function 
as a fully adequate adult; he is excused 
from many of his normal responsibilities 
and expected to let others care for him. 
The hospitalized patient is forced to 
accept an extreme version of the sick 
role; he is isolated from all his normal 
resources and much of his ,Personal 
autonomy must be sacrificed to the re
quirements of hospital management. Re
ferral agencies tell alcoholics they can 
get help at the hospital and this view 
is reinforced during the admissions inter
view when the patients are told "what 
the [alcoholism treatment] program has 
to offer you." The implication is that 
the patients will pass ively receive benefits 
from the hospital. 

ln addition, several structural features 
of the alcoholism treatment unit demand 
dependent behavior. For example, the 
men are not allowed to have more than 
a small amount of cash on hand; the 
rest may go into an account at the 
business office or be used to purchase 
coupons good at the patient store. Re
quests for money or coupons must be 
handled by the cottage staff-a bother
some, time-consuming task which the 
staff resents as it conflicts with other 
demands. Also, the patients must rely 
on the staff to help them through the 
maze of bureaucratic red tape of insur
ance forms, welfare payments and the 
like. "When it is considered that some 
pat ients face the prospect of leaving the 
hospital with no money, no place to 
stay, no family a.nd no job, it is under
standable that they will seek aid . . . 
These patients are indubitably depend
MAY-JUNE, 1972 

ent, but it is unnecessary to invoke 'per
sonality disturbance' as an explanation 
for the dependency." 

All the staff of the alcoholism treat
ment program are responsible to multiple 
supervisors and must respond to multiple 
demands for their time. For example, 
the social workers are responsible to the 
head of the cottage, the unit and the 
hospital social-work su pervisors and 
must also satisfy hospital-wide adminis
trative and record-keeping demands. 
Then there are the demands made by 
those outside the hospital, e.g., future 
patients, the families of patients and 
other professionals the social worker 
must deal with concerning clients, which 
exceed the capacity of the staff. Trem
per is careful to point out that this is not 
a reflection of staff abi lities but of the 
nature of the demands, which sometimes 
conflict. 

In allocating their resources, the socia l 
workers first meet the most powerfu I 
demands, those of the cottage head and 
ad ministration. As patients are a rela
tively weak group, their demands tend to 
be sli ghted. Mr. Tremper suggests that 
in order to alleviate the conflict between 
the professional ethics of satisfying the 
patients and the more practical dem ands 
of satisfying more powerful members of 
the therapeutic community, the staff 
"have resorted to defining many of the 
patients' demands as illegitimate-that 
is, they have defined the patients as 
overdemanding and overdependent. " Jf 
this overdependency is part of the pa
tient's illness, then, the staff rationalize, 
it is therapeutic to refuse to comply 
to their demands. 

The concept of dependency can be 
used at times to describe the hospital 
behavior of alcoholics. Mr. Tremper 
feels , however, that general social atti
tudes and expectations concerning the 
role of patients have combined with the 
hospital structu re to produce dependent 
behavior. Much of the "dependency" 
observed in alcoholics may be a response 
to the environment rather than an under
lying personality treat. 

- l\'1. Zimmermann 
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(Continued from page 2) 

in PL 91-616. The pertinent amendment 
reads "Section 3143 ( 4) (2) of the Pub
lic Health Service Act is amended .. . .. 
(L) provide for ervices for the preven
tion and treatment of alcohol abuse and 
alcoholism, commensurate with the ex
tent of the problem." 

Action: 

Signed into law by Governor West 

on May 16th. 

( 3) S. 2-8 is a bill to create the 
"Uniform Alcoholism and Intoxication 
Treatment Act". Under this bill alco
holics and intoxicated persons may not 
be subjected to criminal prosecution be
cause of their consumption of alcoholic 
beverages but rather shou ld be afforded 
a continuum of treatment in order that 
they may lead normal lives as productive 
members of society. 

Action: 

Introduced in the Senate on April 4th 

and referred to the Medical Affairs Com

mittee which added the following amend

ment to Section I: "This section shall not 

be construed so as to absolve any per

son of guilt for the commission of a 

crime while under the influence of alco

holic beverages". Referred to the Judi

ciary Committee on April 27th and is 

now on its calendar. 

( 4) H-3142 authorizes the S. C . Com
mission on Alcoholism to initiate and 
continue an accountability study of alco
hol use and abuse as it relates to the 
present and future system of alcoholic 
beverage distribution in South Carolina 
and provide for the cooperation and as
sistance of other State agencies in the 

12 

collection, exchange and evaluation of 
data. This is a 5-year study during 
which time the Commission will annually 
report its findings to the General Assem
bly and to the people of South Carolina. 

Action: 
Had second reading in the House on 

May 16th and is now up for third read
ing. 

FEDERAL IM PACT 
(Continued from page 4) 

ment of qualified persons who may or 
may not have had a problem with alco
hol. And it's frustrating to funnel vast 
amounts of data and periodic narratives 
of progress to funding agencies whose 
representatives frequently convince us 
they never see much of th is considerable 
contribution to periodic evaluation. 

But enough of frustration. I suspect 
many of our local program people look 
to our state office with much the same 
feelings at times, and I'd guess that 
many of those about whom I'm speak
ing who occupy federal positions have 
their own frustrations in their deali ngs 
with us State people, probably with real 
justification. But frustration is one of 
the results of the impact of federal legis
lation on the States. 

Confusion is another result. That is 
my second word. Confusion. 

We find it very confusing to hear the 
federal government insist upon stringent 
and meticulous coordination between 
agencies and groups at state and local 
levels, and see evidence of little or oc
casionally no coordination between agen
cies in Washington and between a fed
eral agency and its own regional office. 
We find it confusing to have one mem
ber of a federal agency staff advise us 
on a matter of policy interpretation and 
have another member of that same 
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Federal program advise us to the con
trary on that same question, and this 
happens in my opinion, far too fre
quently. It leaves me with the feeling 
that I should either make my own 
interpretation and act accordingly in 
planning or drafting a project proposal, 
or I can consult a third member of that 
office, abide by the majority opinion 
and hope for the best-assuming the 
third interpretation isn't an entirely dif
ferent one from the first two. 

It's also a source of confusion to deal 
with guidelines that are seemingly overly 
rigid and unrealistically restrictive in
terpretations of the legislation they are 
supposed to clarify. Some of these in
terpretations in my mind actually appear 
to change the intent of the legislation 
or throw up a barrier to the most ef
fective implementation of the program. 
A case in point is our experience with 
an alcohol safety action project funded 
this year by the Department of Trans
portation to our agency. 

This program as we understand it is 
a unique opportunity for real innova
tion in reducing alcohol-related traffic 
problems. Even though there is a sub
stantial amount of data linking alcohol 
with deaths and injuries and also some 
on the relationship of DUI arrests to 
problem drinking, there is practically 
none we know of on the actual extent 
of alcohol involvement in minor traffic 
offenses. For example, we have no idea 
how many cases of reckless driving, 
speeding, following too close, even go
ing through a red light, may really be 
the result of the use or misuse of alco
hol. So we wanted to create in our 
project area one areawide traffic court 
staffed with alcohol court workers who 
could look behind these seemingly in
nocent traffic offenses and locate the 
early problem drinker, the one who 
hasn't yet been arrested for driving un
der the influence, and funnel this pqson 
through the court to an appropriate 
source of assistance when his problem 
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may be most amenable to effective treat
ment. 

Our plans, however, had to be re
vised . No traffic court-at least not 
with Alcohol Safety Action Project 
funds. They would pay for that part 
of the court costs proportional to the 
ratio of alcohol offenses seen, but since 
local funds to support the remainder of 
this court's cost were not available, we 
were unable to implement this rather 
exciting idea-as we had hoped. If the 
Department of Transporta tion really 
wants to get problem drinkers off the 
road, it would seem their guidelines 
would .have been broad enough to allow 
this proposal for early detection and 
prevention, but I regret that our proj
ect had to aim its major focus back 
upon the DWI offender. It still offers 
much potential for achieving our proj
ect's objectives but not as much as we 
would really like to have seen. 

Confusion, that was my second word. 
The impact of federal legisl ation on 

state alcohol programs as I have said 
earlier, can be described in three words: 
frustration, confusion-and my third 
word is hope. That's what federal legis
lation has also meant to states and 
their local communities. 

I've been intentionally negative as a 
way of emphasis. Certainly we've all 
been frustrated and confused but I know 
as I feel each of you do that much of 
the frustration and confusion we've en
countered was the result of our earliest 
efforts in providing federal a id to the 
field of alcoholism . Now, as Dr. 
Chafetz has suggested , it seems to be a 
brand new ball game but if we're really 
going to be able to "put up" instead of 
"shut up", we must bring m some new 
players, revise the ground rules and 
start with a new ball , and this is where 
I have very great hope in viewing the 
new federal legislation. 

There has been hope in the older 
legislation all along. It just took a while 
coming about. In 1957, when the South 
Carolina Commission on Alcoholism 
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was created by law, our State had very 
little to offer people with drinking prob
lems beyond the dedicated efforts of AA 
groups and certain individuals who knew 
there was a job to be done. We began 
as an education and treatment agency, 
with a job of coordinating what we had, 
encouraging what we could, and nm
ning a 30-bed in-patient facility-all on 
State funds. Some of the earliest federal 
monies that came into South Carolina 
for alcohol services were Vocational Re
habilitation funds, made possible by the 
transfer of the in-patient center to our 
State office of Vocational Rehabilitation. 

Some general fund m.onies were used 
by agencies like our Department of 
Mental Health for alcohol-related serv
ices but these were limited largely to 
training and the like, and patient serv
ices had to wait until just a few years 
ago. During the 1960's our agency be
gan developing what we call our archi
tectural role in alcohol programming. 
Basing it on the idea -of getting fullest 
mileage out of what we had in the ab
sence of direct federal assistance, we 
worked with our State and local agen
cies and groups in helping them identify 
their own appropriate role and fulfilling 
it to the maximum possible. We began 
using small amounts of State money in 
a "seed-and-sow" process, like employ
ing a social worker and assigning him to 
a mental health center to involve the 
staff and the community in meeting 
their alcohol problems. The center now 
has its own alcohol staff member, an 
act ive community council on alcoholism, 
a court program and much more. That 
court program is funded partially by 
our agency, by local funds and by a 
grant from the Law Enforcement As
sistance Program. In the past two years 
we've seen alcohol consultants added to 
the staffs of Mental Health Centers 
through NIMH staffing grants, we've 
seen entire community programs cre
ated with the help of OEO funding, and 
we've gotten additional program as
sistance from Model Cities and Ap
palachian grants. 
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The hope I spoke about is coming 
much nearer to reality. As late as 1967 
the actual amount of earmarked fed
eral funds coming into South Carolina 
for plcohol programs was negligible. Yet 
by 1970 it was over a half million dol
lars, and by next year it looks like it 
may reach a million and a half. These 
federal dollars, also generate more State 
and local dollars, so things are tmly 
looking up. 

The point that I'd like to make here 
is that our agency is a little unique to 
the field. Since we started with no fed
eral financial aid, we had to work with 
local interests, community agencies and 
organizations of every size and descrip
tion in getting things started in South 
Carolina. Thus I feel we had no choice 
but to develop a flexibility th at has en
abled us to work effectively with all of 
them. Other agencies with direct fund 
ing for services haven't been as fortu
nate to need this "grass roots" approach, 
and they have suffered some from this. 

Where do we go from here? To more 
hope I feel, looking to Public Law 91-
616 for the promise it holds as a pro
gram that will be tailored to the people 
it must serve. And I have a couple of 
hopes about how it will do it. 

I hope it may become the focus for a 
new approach by the Federal Govern
ment directed at true coordination. not 
just lip service and an occasional joint 
memorandum or two. 

I hope it may break through some 
of the barriers of governmental inflexi
bility to achieve a true partnership with 
the State and local interests involved 
with it, a partnership of mutual as
sistance and trust. 

I hope it can achieve a new state of 
mind in which the results attained are 
recognizably more important than the 
procedure used . 

Finally, I hope it can help everyone 
of us reduce the frustration and the 
confusion and bring to full fmition the 
hope we must have as we try to meet 
the needs of people with problems. ';l;1 
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Objectives . .... 

(Continued from page 6) 

when you're under 21 with about the 
same probabilities of legal penalties. 
Consequently, the credibility gap in
creases and the teacher as authority and 
expert and as a believable source of in
formation is reduced. In addition, the 
wide use of illegal drugs by otherwise 
law abiding citizens has led , as it did 
during prohibition, to a loss of respect 
for police and the law. It would be nice, 
and perhaps reflect a higher moral act 
(my values are showing) if society could 
function without drugs; however, drugs 
of varying sorts a re here, have been here, 
and will a lways be here, and an absti
nence objective ignores that fact and 
consequently misses the chance to edu
cate those using or who will be using 
drugs to do so more responsibly. For 
those who moved away from an absti
nence objective, faith in unbiased knowl
edge presented in unemotional ways as 
the primary preventive agent of undesir
able conditions received almost universal 
endorsement. The knowledge model 
took two forms: first were elaborate cur
ricula built around the pharmacology of 
drugs. Classes and subclasses of types 
and actions of various uppers and down
ers-now taught to be appropriate ly 
called amphetamines and barbiturates
were compared and contrasted. Neat 
looking kits showing what heroin, L.S.D., 
etc. looked like were shown to P.T.A. 
groups who looked, and then went home 
nodding their heads in studied concern. 
The other knowledge approach took the 
form of demonstrating correct drug pro
cedures. If you decide to use drugs, use 
the right veins, or don't mix your drugs 
(like your liquor) least you become ill. 
The objective was knowledgeable drug 
users. Is the objective of pharmacologi
cal knowledge about drugs and their use 
a valid one? Does it lead to the goal 
of reduced problem behavior? The ques-
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tion is a complicated one and evidence 
as to the effect of such objective is 
scanty. The knowledge objective seems 
to be built on a reasonable assumption : 
drug taking is an act resulting from ig
norance and if people are informed of 
the nature and action of drugs they will , 
by choice, not take th em or at least not 
take them in dangerous ways. The dic
tum "speed kills" was useful knowledge 
and probably decreased its use. On the 
other hand a little knowledge can be 
a dangerous thing, as the saying goes, 
and may lead to an illusion of secu rity 
about drug use that is not valid . It may 
a lso stimulate a desire to try a novel 
experience which, because it has been 
presented objectively, is devoid of threat. 

The knowledge or pharmacologica l ap
proach to drug education has a certain 
appeal to drug educators. It is one of 
the few approaches that can be organized 
easily by standard curriculum develop
ment procedures. Since it deals with 
"facts," objective exams can be eas il y 
developed, and thus testing more readily 
admin :stered. Since in most school situa
tions it is the coach who is responsible 
for drug education and since coaches by 
and large are not the most sensitive and 
introspective individuals and may lack 
high levels of tolerance for an1biguity
I hope I haven't slandered coaches too 
much- the knowledge approaches fit 
neatly into th eir teaching style. H ow
ever, because the knowledge model is 
the easiest to do does not necessa rily 
make it the one to do. 

In short, drug education today has 
essentially repeated all the errors of the 
early prohibition movement. It is still 
primarily drug abuse education and not 
drug education. It still has the twi nge 
of morality and demon dope associa ted 
with it, and it still transmits distorted 
information and erroneous facts. Old 
views, attitudes and values, misconcep
tions and prejudices still plague us. 
What then? Where shOLtld we go, what 
should we do? It seems clear our first 
task is to define what we are trying 
to do. Is our ultimate goal reall y the 
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reduction of drug related problem be
havior, the habilitation of chronic drug 
users, the soothing of parents' and poli
ticians' anxieties (the schools are doing 
something), the protection of our own 
jobs, (let's get the dollars first, then we 
will worry about objectives), the exten
sion of our own territory, the reduction 
of crime even though the drug addict 
may be kept addicted to a now soci ally 
sanctioned substance administered by 
the government (e.g. methodone)? One 
writer suggests we should encourage 
drug use as it acts to deflate the frustra
tion and anger of the have-nots who, 
without drugs, may be organized for 
political and revolutionary action. It is 
hard to fight the imperialists when you're 
stoned on hash. 

Once we can specify our goals-what 
our population will look like when we 
get there-the quest ion is then how do 
we get there. Is abstinence still the best 
objective, or responsible drug usage ( e.g. 
it is okay on week-ends, but not in class 
or while driving) ? Is there a place, a 
need for the recreational use of drugs in 
our society? Is the whole issue a red 
herring? lt is not drugs per se th at are 
the problem, but the fa ilure of some 
individual to develop adaptive skills to 
deal with stress, to learn to plan and 
make appropriate judgements about 
many aspects of their lives, not just drug 
aspects. Perhaps we need not depart
ments of drug education , but depart
ments of adjustment education or depart
ments of decision-making education . 
Like driver education, we perhaps need 
stimul ation laboratories which will help 
people develop new a lternative behaviors 
ava ilable to them when the actual deci
sion to take drugs presents itself. "Corne 
on have a joint, don't be a party pooper" 
-that probably dates me, do kids say 
party pooper any more?-"No thanks, I 
just had one," or "Not now, maybe 
later," or "I'll have a beer instead ." In 
short, pertinent knowledge is certa inly a 
prerequisite for intelligent action, but 
usually it is not sufficient by itself to 
produce such action . Knowledge must 
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be acquired within the context that pro
vides proper motivation-and not only 
motivation to acquire the knowledge but 
also motivation to accept it as a guide to 
one's conduct. In our case this means 
that wh at is learned in the classroom or 
the learning situation must be connected 
to real events and real life decision points 
outside the school system or the learn
ing situation. 

Our objectives may also be different 
for different target groups. Programs 
for very young people should perhaps 
be abstinence oriented, but like driver 
education we do not tell people never 
to drive because it could lead to acci
dents (there are certainly more deaths 
and financial losses due to car accidents 
than dru g overdoses). Instead, we try 
to teach them to drive carefully and 
skillfully. So too in drug education, a 
people approach drug age they need to 
learn to minimize the undesirable effects 
of drug use. At the sa me tim e, drug 
educa tors should openl y recogn ize that 
there may be also some pleasant and 
even desirable effects. 

Like all of us, this paper makes the 
error of concentrating on youth and the 
school system. But what of the com
munity at large? What objectives are 
indicated for the suburban housewife, 
the school drop-out in the bl ack ghetto, 
the middle-class professional who is be
ginning to misuse amphetamines so that 
he can work longer? 

There is a curious shift in emotional 
attitude when we as drug educators 
consider target groups outside the school 
system. There is a certain sen e of dis
ease, uncomfortableness, anger perhaps 
with the Jong haired young drug user. 
We have to fight the impulse, I think, 
to blurt out: "They should all be 
thrown in jail or 'whupped' (a they say 
in the South ) or thrown out of school. 
Smart mouth kids that will show 'em 
. . . why, when I was a youngster, etc. 
. . . " But we consider the housewife who 
is beginning to drink just a little too 
much , or the hard working surgeon who 
keeps himself going with amphetamines 

MAY-JUNE, 1972 

or 
sm: 
bal 
We 
wif 
wit 
we 
we 
ass 
pre 
bac 
pai 
WO 

as 
yo1 
are 
nee 
Th 
pre 
to 
leg 
not 
mu 
cul 
tha 
tasl 
abc 
Sor 
see 
tha 
in 
sen 
on 
in 

par 
use 
sue 
anc 
exc 
yo1 
par 
fur 
th a 
I'm 
wh 
the 
pm 
ing 
pa1 
cal 
dru 
the 

MA 



or a group of aging business executives 
smashed at a college homecoming foot
ball game, our attitudes shift markedly. 
We may be confused about the house
wife and surgeon, but our sympathy is 
with them. We understand their stress; 
we empathize with their problems and 
we tend to look past the drug use and 
assume they have emotional or marital 
problems which need help. They are not 
bad or immoral ; they are just people in 
pain struggling to make it a confusing 
world. The kids are seen as a group, 
as stereotypes, as characterization of 
youth with a capital "Y". The others 
are individuals, more unique and more 
needing our understanding and sympathy. 
Thus when we consider drug education 
programs for them our first reaction is 
to shy away as if that is territory not 
legitimately ours or territory we are 
not qualified to enter. But clearly it 
must be. Drug use is pervasive in our 
culture and objectives for groups other 
than youth need clarification. Our first 
task is to examine our own ambivalence 
about objectives for community groups. 
Somehow the abstinence model does not 
seem to fit as well. Perhaps progra.ms 
that make clear the roles that drugs play 
in our lives would lead toward more 
sensible use of drugs and less anxiety 
on the part of parents about drug use 
in their children . 

Are we responsible for educating 
parents to deal with and recognize drug 
use in their kids and for what end? Do 
such objectives only increase the tension 
and conflict in families (watch out for 
excessive yawning and red eyeballs
your kid 's on pot)? Are we creating a 
paranoid monster that will only weaken 
further the trust and open communication 
that families need in order to survive? 
I'm sure some of you know of parents 
who have turned their children over to 
the police for having marihuana in their 
possession. Is this our objective in work
ing with parents? When we advise 
parents to talk with their child1ren 
calmly and rationally if they suspect 
drug usage, do we not need to give 
them more specific guidelines on how 
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to do that? Perhaps we need films and 
discussion groups which actually model 
real events and problems in famil y com
munication so that people can learn spe
cific alternative responses to di ffere nt 
drug use situations. Is not smoking a 
little grass quite different from being 
addicted to heroin? What reall y are our 
objectives with parents: to get them t r 
accept their childrens' drug use, to a lli 
viate their anxiety, to help them com 
municate better, to accept thei r own 
drug use? Certainly if we want new 
behaviors to generalize from the class
room to the community, parents and 
other citizens will need to assess the ir 
own behaviors and hypocrisy as wel l. 

Do we as drug educators need to 
consider programs and objectives for th e 
mass media to educate them to change 
their messages that encourage drug us
age? Several social critics h ave sug
gested that our drug problems are 
traceable to the myth that med ia has 
sold us, that there is a pill fo r every 
pain and worry and that someth ing is 
wrong with you if you ever experience 
depression, irritability or tiredness and ' 
fatigue , and anxiety and worry. More 
than half of the legal prescriptions in 
this country are for tranquilizing or 
psycho-active drugs. Should this confer
ence develop guidelines for the media 
that would help work toward dissolving 
that myth? 

Objectives for all these groups may 
be different from objectives for youth 
or they may be the same : to teach_ all 
of us more sound responsible control. 
over our lives and our environment. 
One final point: just as Hel en Nowlis, 
the new director of OE's drug abuse 
education program, has called for d rop
ping abuse from drug education, perhaps ' 
we need to drop drugs from drug edu
cation and turn instead to a new cha l
lenge, a challenge of education for the 
future, learning skills as well as acquir
ing knowledge and education fo r per
sonal living. If education throughout 
the life cycle is to be accomplished . 
it will require reorganization and coor
dination of educational institutions and 
other agencies. 
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PAASSAS 
PAASSAS (Palmetto Alumni Association of the Southeastern School of 

Alcohol Studies) is a live and well, as witnessed by the fact that definite plans 
for the 1972 Annual Meeting have been app oved by the Board of Directors. 

The meeting will be October 25-27 at LaTai Inn, Fripp Island, South Caro
lina. Package cost will be $38.08 based on a double occupancy for two (2) nights 
and including four (4) meals. 

The program will examine the areas of treatment, law enforcement, educa
tion, research, special projects, and the community. These topics, together with 
the essential small discussion groups, should present a program appealing to any 
person involved in this field. 

The program committee has also pmvided time for the renewal of friendships 
made at the School, discussion and comparison of local programs and general 
camaraderie which has proved necessary to the "total experience" of SSAS. 

The entertainment portion of the program will be planned around the talents 
within the Association so, those of you who are sufficiently uninhibited to share 
your talents with the others, please so advise Earl Griffith, chairman of the 
Program Committee, and he wiH act accordingly. 

The next issue of Lifelines will contain more definite information on the pro
gram and a pre-registration form. The Inn can accommodate a maximum of 160 
persons, so registration will be limited to the first 160 applications received. 

Membership 
Although PAASSAS is alive and well, PAASSAS does need additional 

members ·if it is to fulfill the purpose for which it was organized. Membership 
is $3.00 per year based on a fiscal year. Dues for the current year are still being 
accepted (we can use the money!) or dues wiH be accepted for the coming year, 
effective July 1, 1972. 

Charles Young, president of PAASSAS, has divided the State into districts 
and appointed a Membership Chairman for each. They have accepted responsi
bility for recruitment of members and this will result in a stronger, more active 
Association. The chairmen are: 

District One (Greenville Area) _______________________ Boyce Lassiter 
District Two (Columbia Area) ------------------------------------- Roy Jones 
District Three (Charleston Area) ______________ Margaret Bradley 
District Four (Orangeburg-Aiken Area) __________ Not Yet Appointed 
District Five (Spartanburg-Rock Hill Area) ________ Adrian Buchanan 

----------- .------------------Richard Holliday, Membership Chairman 
PAASSAS 
P. 0 . Box 1567 
Florence, South Carolina 29501 

Enclosed is my check in the amount of $3.00. Please enroll me as a member 
of Palmetto Alumni Association of the Southeastern School of Alcohol Studies. 

Name 

Address 

City 

Agency or Vocation 

Year Attended SSAS ------------------------
Year Mem bership Desired : 1971-72 ____ 1972-73 ----
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DIRECTORY OF OUTPATIENT SERVICES BY COUNTY 
-for ALCOHOLICS and / or THEIR FAMILIES 

Key to Facilities 

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

Vocational Rehabilitation: 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, A nd~rson. 

AIKEN 
Aiken-Edgefield Counties Counci l on 

Alcohol and Drug Abuse, Box 518, 
Aiken. 

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

Vocational Rehabilitation Office, 107 
Chesterfield St., Aiken 29801; Tel. 648-
3221. 

ALLENDALE 
Coastal Empire Mental Health Cen

ter, Hampton; Vocational Rehabilitation 
Office, 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 Cen
ter, P. 0. Box 610, Beaufort 29902; 
Tel: 524-3378; Vocational Rehabilita
tion Office, Walterboro. 
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BERKELEY (See Charleston) 
CALHOUN (See Orangeburg) 
CHARLESTON 

Trident Cou ncil on Alcohol and Drug 
Abuse, 297 King St., Charleston 29403; 
Tel: 722-3811. 

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. 
CHEROKEE (See Spartanburg) 
CHESTER (See York) 
CHESTERFIELD (See Marlboro) 

OEO Alcohol Program, 121 Kershaw · 
St. , Cheraw 29520; Mrs. Nancy Foster, 
Director; Tel: 537-5788. 
CLARENDON (See Sumter) 
COLLETON 

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

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

Alcoholic Rehabilitation Office, Agri
cultural Building, Hartsville 29550; Tel: 
332-5740. 
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Pee Dee Mental Health Center, Rt. 2, 
Box 332, F lorence 29501; Tel: 662-
1401. 

Vocational Rehabilitation Office, Box 
446, 1604-B W. Carolina Av.e., Harts
vilie 29550; Tel: 332-2262. 

DILLON (See Marlboro) 
DORCHESTER (See Charleston) 
EDGEFIELD 

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

FAffiFIELD (See Richland) 

FLORENCE 
Pee Dee Mental Health Center, Rt. 2, 

Bo ·, 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 

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

Vocational Rehabilitation Office, 634 
Front 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
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. Main, Greenville 
29601 ; Tel: 239-5370. 

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

GREE WOOD 
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. 
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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 O ffice, 
Walterboro. 

HORRY 
Horry County Council on Alcoholism, 

Conway; Judge Winston W . Vaught, 
Chairman. 

JASPER 
Coastal Empire Mental Health Cen

ter, P. 0 . Box 610, Beaufort; Voca
tional Rehabilitation Office, Walter
boro. 

KERSHAW 
Kershaw County Commission on Al

coholism, 96 Upton Court, Camden 
29020, Edwin A. Edwards, Chairman. 

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

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

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

LANCASTER (See York) 
LEXINGTON 

Mid-Carolina Council on Alcoholism, 
2215 Devine St. , Columbia 29205; Tel: 
256-0511. 

Columbia Area Mental Health Cen
ter, 1618 Sunset Blvd ., Columbia 29203 ; 
Tel: 758-3503 . 

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

MARION (See Florence) 
MARLBORO 

Tri-County Mental Health Center, The 
Whitner Bldg., 114 S. Marlboro St., 
Bennettsville 29512; Tel: 479-6422. 

Vocational Rehabilitation Office , 
H artsville. 
McCORMICK (See Greenwood) 
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NEWBERRY (See Greenwood) 
OCONEE (See Anderson) 
ORANGEBURG 

Orangeburg County Mental Health 
Clinic, 204 St. John St., P. 0 . Box 688, 
Orangeburg 29115; Tel: 536-1517. 

Vocational Rehabilitation Office, Box 
361, 396 St. Paul, N. E., Orangeburg 
29 115; Tel: 534-4939. 
PICKENS (See Anderson) 
RICHLAND 

Mid-Carolina Council on Alcoholism, 
2215 Devine St., Columbia 29205; 
Tel: 256-0511. 

Columbia Area Mental Health Center, 
1618 Sunset Blvd., Columbia 29203; 
Tel: 758-3503. 

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

Spartanburg Area Mental Health Cen
ter, 149 E. Wood St., Spartanburg 29303; 
Tel: 585-0366. 

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

Spartanburg Alcohol and Drug Com
mission, 254 West Main St., Spartanburg 
29301. Don Francis, Director. Tel : 
582-7588. 

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 County Council on Alco
holism, County Court House, Sumter 
29150. John Flanagan, Executive Secre
tary, Tel: 775-8514. 

Sumter County Court Program. 
County Court House, Sumter 29150. 
Tel: 775-8514. 

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

UNION (See Spartanburg) 

WILLIAMSBURG 
Georgetown - Horry Mental Health 

Clinic, Georgetown. 
Vocational Rehabilitation Office, 117 

South Jackson St. , Kingstree 29556; Tel : 
354-7743. 

YORK 
Alcoholism Information 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 29333 , Cherry Road Sta., Rock 
Hill 29732; Tel: 327-2012. 

York County Council on Alcoholism, 
P. 0 . Box Box 836CSS, Rock Hill 
29730, Charles R. Miller, President. 

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

S C. Commission on c-4/co~o{;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., Abbeville 

William J. McCord, Director 



EDUCATION AND INFORM A TIO:\' 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 . 

CONSUL TANT 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 . 

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

S. C. CO'.\l:\IISSJO'.\'. O'.\'. AI .COHOLIS'.\1 
1611 Dc,onshirc Dri\'C 

Columhia, South Carolina 29204 

\!ailing Address: 
Post Office Box 4616 

Columbia, South Carolina 29204 
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