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DOINGS 

ALBER NAMED EDITOR 

THE APPOINTMENT of Joy Nocito 
Alber to editor of Lifelines has 

been announced by Earl W. Griffith, 
director of Education and Information 
for the South Carolina Commission on 
Alcohol and Drug Abuse (SCCADA). 

Mrs. Alber served as director of 
Education and Information for the 
South Carolina Commission on Narco
tics and Controlled Substances prior 
to that agency's July 1 merger with 
the South Carolina Commission on 
Alcoholism. 

south carolina and the nation 
a roundup of alcohol and 
drug abuse news 

MOVING DAY 
On or about January l , 1975, the 

South Carolina Commission on Alcohol 
and Drug Abuse (SCCADA) is moving 
to Ewing Hungerville's new building 
"Landmark East" at 3700 Forest Drive. 
You'll find us in Suite 300. Our mailing 
address and telephone numbers will 
(hopefully) remain the same, but in
dividual telephone assignments may 
vary somewhat. 

The new offices will include a libra
ry and a conference room capable of 
seating up to 75 people comfortably. 
The entire staff ( with the exception 
of the Direct Services for Problem 
Drinker Drivers component of Rich
land County ASAP which will remain 
in its present location) will be housed 
on one floor in the same building! We 
trust that this will enable us to serve 
you even more efficiently in the com
ing years. 

:'Jhe love that we g-ive one 
i:1 the true g-i/t o/ Chri:1tma6 ... 

Sea:1on ~ (}reeling-6 anJ Be:1t W:1he:1 
/or the new ?/ear 

:'Jhe Sta// 
South Carolina Commi:1:1ion on 

_Alcohol anJ ;])rug- _A.tu:1e 
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DRUG ABUSE PREVENTION MATERIALS 

New Federal Guidelines 

~ TEW guidelines for the production of material tested prior to production 1, drug abuse prevention materials should contact Ms. Jean McMillen, 
are now available from the Special National Institute on Drug Abuse, 
Action Office. They are the result of Parklawn Building, Room 8C09, 5600 
a seven month moratorium that was Fishers Lane, Rockville, Maryland 
imposed on all Federal government 20852 (phone: 301-443-4443). 
agencies and their grantees on April I, "Fear and scare campaigns can no 
1973. The moratorium was based on longer serve'' 
the general consensus that many drug In releasing the guidelines which 
abuse information materials ( films, take immediate effect, Dr. DuPont, Di
pamphlets, posters, public service ads, rector of the Special Action Office, 
displays, etc.) had no positive effect said "We have arrived at a point 
or were found to be counterproductive. in o~r understanding about drug abuse 

The new guidelines exclude mes- where we realize that fear and scare 
sages that made fear the main deter- campaigns can no longer serve as a 
rent to future use, that demonstrate basis for drug education. Although 
or show the proper use of , illegal both adults and young people need 
drugs, that use stereotypes about drug an honest and reasonable presentation 
users and unqualified generalizations of the facts about drug use in order 
about drug effects, and that rely on to learn, the amount of personal 
authority or personality figures to say, knowledge about drugs has not been 
"Don't use drugs." shown to play a dominant role among 

On the positive side, the guidelines the factors related to drug abuse. We 
call for new messages that stress the hope these new guidelines will enable 
complexity of the drug problem, the in- all of us to talk less about drugs and 
consistency of society's position re- more about positive human relation
garding the use of chemicals to alter ships. we want to show that it is bet
mood, the interaction of different vari- ter to solve problems by working 
ables on drug effects, alternatives and things out with people, not with drugs. 
positive role models for young people. These guidelines have been released 
Free Pretesting Service to the public to alert consumers about 

To support the implementation of the low quality of much information 
the guidelines the National Institute that is currently being used in educa
on Drug Abuse is making available a tion programs and to stimulate pro
free pretesting service to producers ducers to support the new direction." 
who need assistance in testing '..the ac- Although the guidelines are only 
curacy and audience acceptability of . 
their message. Anyone wishing to have (Continued on Page 4) 

Reprinted from the National Institute on Drug Abuse (NIDA) Prevention Report, 
Vol. 2, No. 1. 
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RECOMMENDATIONS FOR NEW DRUG ABUSE PREVENTION MATERIALS 
Item 1. All new materials shall be independently pretested or evaluated and 

posttested. 
Item 2. All new materials shall be properly labelled to include: 

- designated audience 
- type of message or intended use (information, training, persuasion, 

etc.) 
- date of production 
- reproduction statement that admonishes private organizations to 

seek the advice of the sponsoring agency if any modification in 
content or layout are planned. 

Item 3. The following kinds of messages have been found to be generally 
counterproductive, and as such, should be excluded from use in general 
informational materials: 
- The use of drug X always causes condition Y. 
- The use of drug X never causes cohdition Y. 
- Drugs are the ONLY problem. 
- Only illegal drugs are abused. 
- Drug abuse is exclusively a youth problem. 
- Any message couched in terms which tend to scare the subject 

and make fear the main deterrent to future use. 
- We say, "You should not use (all drugs or any particular drug.) 
- Presenting only one treatment modality as "the Answer." 
- Stereotypes for interviews and settings : businessman in suit, 

young people in sandals, Black man as pusher, trash can alley, 
42nd Street, Haight-Ashbury, etc. 

- Demonstrating the proper use of illegal drugs - glue sniffing and 
mainlining. 

Item 4. Material dealing with the following kinds of messages should be 
developed: 
- The effect of a drug is a function of the dosage, the method of 

administration, the frequency of use, the individual and the environ
ment. 

- The drug problem is complex. There are no easy answers. No two 
drug users are alike. 

- Society has an inconsistent position regarding the use of chemicals 
to alter an individual's mood. Some tobacco and alcohol, are legal 
while others are illegal. 
Drug abuse is a social problem, not just a medical problem. 

- Young people need positive images rather than the reinforcement 
of existing stereotypes of dead-end addiction. 

- People can help to solve the drug abuse problem by promoting the 
following conditions: better youth-adult communications; youth 
having a feeling of control over their own lives and a purpose in 
living; an acceptance by adults of the validity of alternative life 
styles; value structures in which immediate gratification is not at 
the top of the list. 
Special films for minorities, business communities, guidance coun
selors, elementary school teacher, etc., with emphasis on decision 
making, attitudes and value clarification. 

NOVEMBER-DECEMBER, 1974 3 



(Continued from Page 2) 

applicable to information produced by 
Federal agencies and their grantees, 
numerous private organizations have 
reviewed and had substantial input 
on their development. The National 
Coordinating Council of Drug Educa
tion 1211 Connecticut Avenue, N .W ., 
Washington, D. C. 20036, (202) 466-
8150, the largest private drug educa
tion group in the United States repre
senting more than 100 national educa
tional, professional, medical and serv
ice organizations, has endorsed the 
guidelines and will be cooperating in 
disseminating them to the public. 

PROCEDURAL CONSIDERATIONS 

IN THE PRODUCTION 

OF DRUG INFORMATION 

Conceptualization 
Is there a need? Does it duplicate? 
Who is intended target? What is pur
pose of message? Is it consonant with 
guidelines? 

Production 
Which modality? Is anticipated shelf
life efficient in intended modality? 
Ensure all material is labelled accord
ing to guidelines. Have you consulted 
"message treatment guidelines?" Have 
you consulted with appropriate agen
cies? 

Dissemination 
Who will distribute? How do you en
sure distribution will be restricted to 
intended target audience? Establish 
liaisons with private agencies to re
strict dissemination. No sale of profes
sional materials through GPO. 

Evaluativn 
Is it accurate? Does message have de
sired effect according to its purpose? 
Is target audience appropriate? 

4 

Reproduction 
Is revision needed? Will material need 
updating? Is this cost-efficient con
sidering the utility of materials? 

REGIONAL COMMUNICATIONS 
WORKSHOPS 

SIX regional, one-day communications 
workshops (DAP Report Vol. I, No. 

5) are now firming up with the help 
of local sponsoring agencies. The 
workshops are designed to bring public 
information and education programs 
around the country up-to-date on the 
production and dissemination of drug 
abuse prevention materials. A new me
dia presentation will analyze existing 
positive and negative drug abuse mes
sages. One workshop will show local 
groups how to stimulate interest and 
support for materials they want to 
produce. Guidelines on the pre-testing 
and production of materials will be 
available. 

Dates and cities for the workshops 
are: 
ATIANTA on April 16th; Hosted by 
the Metro Atlanta Council on Al
cohol and Drugs in cooperation with 
the Southern Regional Education 
Board. Contact Bob Halford, Direc
tor, MACAO, 501 Pulliam St. SW, 
Suite 216, Atlanta, 30312, 404-577-
9684. 
HOUSTON on April 17th; Hosted by 
the Harris County Central Drug 
Abuse Program. Contact Leonora 
Owre, HCCSAP, c/o Harris County 
MHMR Authority, 4040 Milam
Southwest Freeway, Houston 77006; 
713-526-2871. 
CfflCAGO on April 19th; Hosted by 
the Region Five Training Center. 
Contact Mickey Finn, LaSalle Hotel, 
20th Floor, 10 North LaSalle, Chica
go 60602; 312-726-2485. 
SAN FRANCISCO on April 22nd; 
Hosted by the Institute for Social 
Concerns. Contact Dr. Sanford Fein-

(Continued on Page 20) 
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INTRODUCING 

A NEW NATIONAL PROGRAM 

THE PROGRAM is an innovative project to study drug prevalence in U. S. 
industry and to evaluate that data in order to train counselors in drug 

and alcohol abuse through education and prevention workshops in the plant. 
Referral services and technical assistance are also being delivered to the plant 
sites. 

That's a capsule description of the Joint Labor-Management Program in 
Drug Abuse initiated by the American Social Health Association in collabora
tion with AFL-CIO, Department of Community Services. The two-year project 
is funded by the National Institute on Drug Abuse. 

The project is selecting four plant sites which will serve as proving grounds 
for this design. First chosen is the Ideal Corporation, an electronics manu
facturer, located at 1000 Pennsylvania Avenue in Brooklyn, New York. 

Program Director Selma Ehrenfeld says : 

"The project is designed to determine the prevalence of types of drug 
abuse; to develop approaches and techniques for improving drug abuse 
prevention and treatment services to employees and their families; and 
to provide appropriate links to drug abuse services in the community." 

(Continued on Next Page) 

by 

PROGRAM BENEFITS ENTIRE 

COMMUNITY 

Leo Perlis, Director 

AFL-CIO, Department of Community 

Services 

A RECENT study of drug abuse 
among employees at 134 Akron, 

Ohio, business firms showed that ad
diction in industry is becoming a 
nationwide problem. 

Several years ago, speaking at the 
first conference on Drug Abuse in In
dustry held in Philadelphia, this writer 
said that "we know there is drug abuse 
in industry, but we know very little 
about it." 

NOVEMBER-DECEMBER, 1974 

"It was not until very recently," he 
continued, "that we became aware of 
the problem in industry. Marijuana 
butts and needles were found in 
washrooms. Up and down pills were 
used at work benches. We asked our
selves: Was this the beginning?" 

Apparently it was the beginning. 
Since the speech was made, drug 

(Continued on Page 8) 

The following articles are re
printed with permission from the 
August, 1974 issue of Drug Abuse 
in Industry, a publication of the 
American Social Health Association. 
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The project's Principal Investigator, sociologist Dr. James W . Brown, says 
that "the principal emphasis of the project is on work performance. We are 
interested in the morality of drug taking only insofar as it affects the worker's 
performance on the job." 

Other principals of the project include Sidney I. Lew, Director, Labor-Man
agement Services, Dr. Roger Mazze, Co-Principal Investigator and Kenneth 
W . Ludwig, Program Coordinator. 

~ 

WHY ARE WE PARTICIPATING? 

LABOR SPEAKS 

BY 

JAMES TRENZ, PRESIDENT 

LOCAL 463, IUE, AFL-CIO 

OUR UNION has always concerned 
itself with helping our members 

not only on the job, but also with the 
many problems they face after they 
punch out and go home. 

In addition to the benefits we pro
vide through the Local 463 Welfare 
Plan for physical illnesses, we are 
also concerned about problems of 
social and mental illness as well . 

The most serious social and mental 
health problems in America today, 
affecting all walks of life, are alcho
holism and drug abuse. These illnesses 
not only destroy the individual, but 
cause great loss and heartache to the 
families , as well as harm the com
munity. 

The AFL-CIO, Department of Com
munity Services, the agency through 
which we work to help our members 
and their families with their personal 
problems, has asked us to cooperate 
in a program to provide our members 
with information on the prevention 
and treatment of these illnesses, to-

(Continued on Page 8) 
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MANAGEMENT SPEAKS 

BY 

ULLMAN ROSENFIELD, VICE-PRESIDENT 

IDEAL CORPORATION 

FROM where I sit, I would have to 
be an ostrich ( and I'm not) to 

really believe that there is not a single 
case of drug or alcohol abuse among 
our more than 800 employees. I would 
have to be a mule ( and I've never 
been accused of being one) to main
tain that the circle of family and 
friends around our employees do not 
contain many perplexing cases of drug 
abuse and alcoholism. 

I would have to be a dunce ( and 
I hope I'm not) to fail to realize 
that drug and alcohol problems affect 
employee performance and attend
ance-enough to make it worthwhile 
to try to do something to reduce the 
problem by prevention or cope with it 
by treatment. 

A firm of 800 employees finds it 
difficult to design and execute 
a sophisticated and effective program. 
We don't have enough personnel 
people to develop the expertise re• 
quired. We can't afford to pay some
one to do the job for us. 

(Continued on Page 20) 
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ARBITRATION: 
ONE APPROACH FOR LABOR AND MANAGEMENT 

IN DRUG ABUSE 

by 

Edward Levin, Labor Arbitrator 

AN ARBITRATOR has determined 
that a bus mechanic who was 

discharged by his company after he 
pleaded guilty to a misdemeanor charge 
of possessing marijuana should be 
given the opportunity of reinstatement 
with his company. 

The opinion and award resulted 
from arbitration between the Amal
gamated Transit Union, Local 1181 , 
AFL-CIO, and the Metropolitan Subur
ban Bus Authority. The impartial arbi
trator was Theodore W. Kbeel. 

Mr. Kheel reported that the me
chanic was not a user of hard drugs 
or hallucinogens "and appeared to 
be a mature and sophisticated person 
without the type of problems normally 
associated with drug users." The arbi
trator said that the mechanic's proba
tion officer reported that the investi
gation indicated the mechanic was not 
a drug dealer. 

Mr. Kheel said that while there is 
some tendency currently not to con
sider the use of marijuana as too seri
ous, its possession is nevertheless a 
crime under New York State law. 

"I have decided that Mr. _ 
should be reinstated but without back 
pay," Mr. Kheel found. "In effect, the 
period since his discharge six months 
ago constitutes a suspension without 
pay for that period. This is, of course, 
a severe penalty which I am imposing 
to affirm the seriousness of the charge. 

NOVEMBER-DECEMBER, 1974 

"In ordering Mr. re-
instated, I take into account the fact 
that his .probation officer made a good 
report of him and said that he had 
not been using marijuana since the 
time of the charge. In light of these 
charges, I believe that he should be 
given the opportunity, subject of 
course to immediate discharge in the 
event of any additional offense, to be 
reinstated with the company." 

Mr. Kheel's arbitration award illu
strates several important principles 
that guide arbitrators in arriving at 
decisions involving drugs: 

An arbitrator will look at the na
ture of the drug involved and the 
extent of addiction when arriving 
at a decision. In this case the drug, 
marijuana, is considered a "mild" 
drug and there was no indication of 
a more serious addiction problem. 

The arbitrator took into consi
deration the nature of the business 
and the occupation of the discharged 
employee in his deliberations. While 
considering these factors important, 
he felt that in balance a more use
ful purpose would be served by re
instatement. It is interesting to spe
culate about what the decision 
would be if the discharged employee 
worked as a motorman rather than 
a mechanic. This factor would have 
made the reinstatement of this em
ployee less likely. 

(Continued on Page 8) 
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Labor Speaks (Continued) 

gether with a referral system for those 
who have problems with drugs or al
cohol. Simultaneously, we have asked 
the management of Ideal Corporation 
to cooperate and jointly sponsor the 
program, and management has agreed. 

In making its selection, the Depart
ment of Community Services was look
ing for a progressive union concerned 
with the welfare of its members and 
the community at large. Our local 
is indeed honored to be chosen. As far 
as we are concerned, Local 463 is de
lighted to be part of this pioneering 
effort which will ultimately provide 
better understanding of some of the 
most serious problems in the country 
today. Our local is proud to cooperate 
in this program which we believe will 
be of great help to our members and 
their families. And that's why we are 
called the " local with a heart." 

Arbitration (Continued) 

The arbitrator will take into con
sideration behavior · subsequent to 
the discharge which indicates that 
the discharged employee has taken 
corrective action in dealing with 
the problem that resulted in his dis
missal. The enrollment in a drug 
program or any other kind of posi
tive action that demonstrates to the 
arbitrator that some form of con
structive action has been taken will 
weigh in favor of the employee. 

Finally, it should be noted that 
Mr. Kheel did not minimize the seri
ousness of the offense nor its unlaw
ful nature when requiring reinstate
ment without back pay, since he 
calls for immediate discharge for 
any repeated offense. 
This article has been reprinted with 

permission from the August, 1974 is
sue of Drug Abuse in Industry, a pub
lication of the American Social Health 
Association. 
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Perlis (Continued) 
abuse has spread from the East Coast 
and the West Coast right across the 
land, and from depressed minorities to 
the silent majority. 

This, of course, was to be expected. 
After all, it is not unrealistic to expect 
the spread of drug abuse in industry if 
it is not rolled back and checked in 
our cities and schools. Here, in the 
final analysis, is where workers come 
from. 

With rising unemployment, AFL
CIO Community Services had its hands 
full with programs designed to meet 
the immediate needs of the jobless for 
food, clothing and shelter. Still it had 
to take the time to concern itself with 
the rising tide of drug abuse. 

Because of that concern we welcome 
the opportunity to participate with 
the American Social Health Associ
ation in their Drug Abuse in Industry 
program. Its unique formula-labor 
and management working together for 
the benefit of people-can help to 
create satisfying jobs for workers at 
decent wages and under wholesome 
standards, and can help develop bet
ter and more community facilities for 
all citizens. This will be a notable 
contribution in the fight for the pre
vention of drug abuse. 

Companies, too, can help to estab
lish liaison with the proper community 
agencies for the purpose of providing 
essential services to the addict and his 
family during the entire period of 
treatment. 

In the final analysis, the Drug Abuse 
in Industry project is designed not 
only for labor and management, but 
for the entire community. 

For further information on de
veloping similar programs contact 
Bob Charles, Art Datnoff or Tad 
Ridgell at the Commission on Alco
hol and Drug Abuse (phone 803, 
758-3864). 
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RATIONALE AND CLASSIFICATION OF ALCOHOLISM TREATMENT 

DRINKING OUTCOMES 

by 

E. Mansell Pattison, M.D. 

THE TREATMENT of alcoholics has 
often been viewed with skepticism 

and pessimism. Conventional wisdom 
has held that there was no very effec
tive treatment, and that differences 
between treatment methods were in
consequential b e c a u s e alcoholics 
lacked motivation or interest in re
habilitation. 

This view was bolstered by treat
ment evaluation, success rates which 
rarely exceeded 20-30% for any treat
ment program. (8,71,74) 

Also this view was supported by 
public and professional opinion about 
the motivation of the alcoholic. ( 47, 
51,52,75) He was seen as a person who 
possessed a high degree of volition, 
who chose to drink, and therefore got 
himself into the troubles of alcoholism. 
Since the alcoholic got himself into al
coholism, it was his responsibility and 
choice to get himself out of alcohol
ism-to lift himself up by his own 
bootstraps. According to this logic, 
there was nothing much one could do 
in the way of treatment intervention 
until after the alcoholic had initiated 
rehabilitation by himself. (29,72,95) 

Both of these supportive arguments 
for a pessimistic view are based on 
misinterpretations of available data on 
alcoholism treatment and on the moti
vational structure of the alcoholic. 

In regard to the evaluation of al
coholism treatment, most of the earlier 
reports failed to consider the rehabili
tation potential of the specific alcoholic 
population. For example, a skid-row 
population of alcoholics has a low 

NOVEMBER-DECEMBER, 1974 

rehabilitation potential where we can 
expect only a 5% success rate; whereas 
an industrial population of employed al
coholics has high rehabilitation poten
tial where we can expect 80-90% suc
cess rates. In addition, the sole criteri
on of successful treatment was absti
nence. Hence other aspects of rehabili
tation were ignored as irrelevant if the 
alcoholic was not abstinent, nor was 
success even considered possible if the 
alcoholic were not abstinent. Both of 
these factors produced unjustified ni
hilistic interpretations of treatment 
success. (24, 74) 

Other confounding factors in most 
outcome studies include the following 
summarized by Miller et al (60): 1) the 
definition of alcoholism used by the 
facility, 2) the specification of the 
population enrolled, 3) the reputation 
of the program, 4) refusal of referral, 
5) rejection of applicants, 6) failure to 

Dr. Pattison is Associate Pro
fessor and Vice-Chairman of the 
Department of Psychiatry and Hu
man Behavior, University of Cali
fornia, Irvine, and Deputy Director, 
Training and Manpower Develop
ment Division, Orange County De
partment of Mental Health, Santa 
Ana, California. This paper was 
read at the First International Med
ical Conference on Alcoholism, 
London, England, September, 1973, 
and is reprinted here with permis
sion. References will be supplied 
upon request. 
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report after acceptance, 7) exclusions 
from study protocol, 8) drop-outs, 9) 
partical participation in treatment re
gime, 10) deaths, 11) untraceables, 12) 
uncooperative with follow-up. Failure 
to account for such variables pro
duces a skewed sample from which 
interpretations are made as to treat
ment success. On the other hand, a 
small number of carefully designed 
outcome studies have shown that al
coholism treatment is successful when 
assessed on a differential basis. (31, 
45,46,55, 76, 77,97) 

In regard to motivation, pessimism 
steps from failure to appreciate the 
psychological structure of volitional 
intent and the capacity to act upon 
intent. What is lacking is a thorough 
understanding of the basic ego quali
ties of the impulsive addictive charac
ter style. David Shapiro (90) describes 
these qualities most eloquently: 

"The individual characterized in 
extreme by this style is neither ac
customed to nor equipped for the 
general self-critical thought that is 
one of the essential bases for con
science. . . . I refer to the impair
ment in these people of a subjective 
sense of deliberateness and inten
tion and to the general attenuation 
of phases preparatory to action . . . 
moral responsibility seems to re
quire a sense of actual responsibili
ty, that is, intentionality, deliberate
ness, and choice among alternatives 
. . . (there is an) absence of sense 
of having chosen to act in this parti
cular way." 

It is paradoxical yet understandable, 
that the alcoholic is perceived to act 
with intention and choice, when he, 
perhaps least of all disorders, experi
ences within himself any sense of in
tent, choice, and ability to direct ac
tion. But public and professional alike 
operate in terms of their "common
sense" understanding of the alcoholic. 
He is not seen as suffering from a "de-
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termined" condition, but a "chosen 
condition." Thus the aicoholic who does 
not "choose" treatment will not profit 
from treatment. However, as Chafetz 
and his co-workers (14) have demon
strated, the failure of treatment pro
grams is not the alcoholic's lack of 
motivation. Rather it is the failure to 
provide an appropriate program to 
which the alcoholic can respond. To sit 
and wait for the alcoholic to get moti
vated only perpetuates human misery 
and produces dismal program failures. 
Whereas, active outreach programs 
that engage the alcoholic prove suc
cessful. 
I. MODELS OF ALCOHOLISM 

TREATMENT 
The pessimistic view of alcoholism 

treatment has resulted in two different 
approaches to the treatment of the al
coholic in the community. One is the 
"shotgun" approach, in which a facili
ty subjects the alcoholic to a wide 
variety of different treatments in the 
hope that "something will take." The 
other is the "competitive monolithic" 
approach, in which different facilities 
in the community each offer their own 
brand of treatment as "the" way to 
rehabilitation. They proclaim high suc
cess if the alcoholic follows their 
method and avoids the other programs 
which are "known" to be ineffective. 

Neither of the above approaches 
provides a sound conceptual or scien
tific base for the development of a 
comprehensive community rehabilita
tion program. Recent national studies 
on the rehabilitation of the alcoholic 
have recognized that a comprehensive 
community rehabilitation program 
must provide multiple methods of re
habilitation (6,80). But to effectively 
implement such a comprehensive pro
gram we must move beyond individual 
programs and look at the rehabilitation 
of the alcoholic as a social system 
problem. (38,67,93,94,98). A systems 
approach is a multi-variate approach, 

NOVEMBER-DECEMBER, 1974 

' 
1 



i 

J 

iliat seeks to examine interaction be
tween various levels and components 
of a total social system. 

Historically, the development of al
coholism rehabilitation programs was 
based on the assumption that there 
was one population of alcoholics, to 
be treated by one best method, result
ing in one therapeutic outcome. This is 
too simplistic a model, for there are 
major differences in alcoholic sub
populations, there are major dif
ferences in treatment outcomes. ( 11, 
24) . 

As shown in Figure 1, we can look 
at treatment in terms of three major 
variables : 1) Population, 2) Treatment 
Facility, 3) Outcome. A simple uni
linear model of treatment assumes 
that each of the three variables is 
homogeneous. However, if we consider 
that each variable is heterogeneous 
( contains distinct sub-sets), then eight 
different permutations are logically 
possible. 

Models I, II, III, IV all share the 
premise that the variable of treatment 
outcome is homogeneous. These can be 
discarded, for we shall show the im
portance of several outcome variables. 

Model V is illogical, in that no 
variability can exist in outcome when 
no variability exists in either the 
patient population or in the treatment 
facility. 

Model VI suggests that the variabi
lity in outcome is due only to variabi
lity in the patient population, who are 
treated in non-variant treatment facili
ties. But since facilities do vary in 
treatment methods, this model can be 
discarded. 

Model VII suggests that the variabi
lity in outcome is due only to differ
ences in the treatment facilities and 
their methods. However research data 
demonstrate not only variability in 
populations, but also a correlation be
tween outcome variability and popu- . 
lation variability. Hence this model ·is 
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contradicted by data, and can be dis
carded. 

Model VIII represents the model 
used in this analysis. It suggests that 
the outcome of treatment is variable, 
and that outcome differences are 
causally related to both variables in 
patient population and variables in 
treatment methods. 

If this model is correct, then several 
corollaries are suggested. One, it may 
be possible to match a certain type 
of patient with a certain type of faci
lity and treatment method, to yield 
the most effective outcome. Two, out
come success rates can be maximized 
if the expectations of the patient and 
the facility are matched. Three, treat
ment programs can maximize effec
tiveness by clearly specifying what 
population they propose to serve, what 
goals are feasible with that popula
tion, and what methods can be ex
pected to best achieve those goals. 

In this context, evaluation research 
can then clearly address the question 
of the "potency" or effectiveness and 
appropriateness of a given treatment 
program. Futher, one can then com
pare different treatment programs 
aimed at the same population. And 
one can compare similar programs 
aimed at the same population to as
certain degree of similar effective
ness. 
II. A MULTI-VARIATE MODEL 

FOR TREATMENT 
The multi-variate model which I 

have just described holds that there 
are general alcoholic populations, that 
may be treated by several different 
methods, that may result in several 
different patterns of outcome. 

In this paper, I shall not examine 
in detail the population variables, nor 
the facility-method variables, which 
are dealt with in depth elsewhere. 
(74) However, I shall later give some 
illustrations of these interactions. 

Our focus here is on the outcome 

11 



Figure I. 
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variable. For many years only one cri- fact some abstinent alc0holies showed 
terion of successful alcoholism treat- deterioration in these other four areas. 
ment was used-total abstinence. The Similar instances of Life deterioration 
use of this single criterion has con
founded the adequate assessment of 
treatment, and has proven an inade
quate conceptual model on a variety 
of counts. (71,73) 

If we consider rehabilitation in 
terms of total "Life Health," then we 
may consider sub-sets of rehabilitation 
outcome in terms of the following: 1) 
Drinking Health, 2) Emotional Health, 
3) Vocational Health, 4) Interpersonal 
Health, 5) Physical Health. 

N9w it is important to note that not 
all alcoholics are impaired in each 
area of Life Health, nor do all al
coholics require rehabilitation in each 
area of Life Health. Neither does im
pairment in one area necessarily bear 
a high correlation with impairment 
in other areas of Life Health. 

If we consider rehabilitation in 
terms of specific areas of Life Health, 
then we can define the specific areas 
of impairment for a specific popula
tion, we can define the probability for 
improvement in an area of impairment 
for a specific population, and we can 
define specific rehabilitation methods 
that address the specific impairment. 
In a series of comparative studies, Pat
tison et al (76,77,78) and others (31, 
45,46,55,88,97), have shown that such 
discriminations can be made in clini
cally relevant terms. 

III. TIIE DRINKING OUTCOME 
VARIABLE 

The use of the total abstinence cri
terion implies that if the alcoholic 
achieve abstinence he will also demon
strate improvement in the other four 
areas of Life Health. However empiri
cal data do not support this assump
tion. Pattison, et al (71 ,73,76) pre
sented empirical and clinical data to 
illustrate that abstinent alcoholics of
ten did not exhibit improvement in 
these other areas of Life Health, and in 
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as a concomitant of abstinence have 
been reported by Rossi, et al (87) Wil
by & Jones, (97) and Flaherty, et al. 
(28) The most significant study has 
been that by Gerard, et al (32) . In 
their evaluation of a group of totally 
abstinent "successes" they found 43% 
overtly disturbed, 24% inconspicuous
ly inadequate, 12% "A.A. addict" suc
cesses, and only 10% independent suc
cesses. Thus abstinence does not 
necessarily indicate rehabilitation. 

Case Example: 
This 56 year old white salesman 

had been a compulsive drinker since 
age 18. He had · asthma and stut
tered. He was plagued with guilt 
feelings and inability to express 
himself in social situations. He was 
in treatment for 5 years. He had 
been abstinent for 2 years, yet he 
continually feared a relapse. He felt 
psychotherapy helped him under
stand his conflicts, but he ascribed 
his sobriety to intensive participa
tion in A.A. Although he enjoyed his 
sobriety he had multiple neurotic 
complaints that interfered with 
social function, so that he stayed 
mostly at home where his wife shel
tered him. He could not work effec
tively because of his inhibitions, 
and he was so dependent upon his 
wife, that he could not assume any 
assertive role with her. Any anxiety 
or frustration would precipitate 
psychosomatic symptoms. 

In this case, we see a man who is ab
stinent, but who has major dysfunc
tions in the emotional area, vocational 
area, interpersonal area, and physical 
area. 

On the other side of the abstinence 
coin, it has been assumed that alco
holics who did drink were not success
fully treated. This assumption was not 
examined in most of the earlier evalu-
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ation studies which did not examine 
other Life Health areas. It was mere
ly assumed that if an alcoholic was 
not abstinent, he was not rehabilitated. 
A series of reports, beginning with 
Davies (19) in 1962, have shown that 
alcoholics do develop the capacity to 
change their drinking patterns and at
tain a successful life adjustment (1,2, 
20,21 ,30,36,42,49,69, 76, 79,81 ,82,83,85, 
91) . 

In summary, the use of total absti
nence as the outcome criterion of al
coholism treatment is misleading. It 
may be associated with improvement, 
no change, or deterioration in other 
critical areas of total Life Health. 

The focus on abstinence tends to ob
scure attention that needs to be given 
to treatment methods aimed at reha
bilitation in other areas of Life Health. 
And abstinence may neither be a 
necessary nor desirable goal in terms 
of a drinking outcome. 

Therefore, we shall turn to consi
deration of several sub-sets of the 
drinking variable that can be consi
dered. 

A. The Abstinence Sub-Set: 
Although we have challenged the use 

of abstinence as the sole or primary 
criterion for evaluation of treatment 
outcome, abstinence may be a feasible 
outcome goal. However, two caveats 
must be made. First abstinence should 
only be considered as a sub-set goal 
for the drinking variable, and not be 
used as an inferentia l indication of 
change in any of the other areas of 
Life Health. Second, abstinence is only 
one of several possible sub-sets in 
drinking variable outcome. There is no 
logical justification for assuming that 
abstinence is a more desirable or su
perior drinking outcome than any 
other drinking outcome, per se. Rath
er, it may be more appropriate to de
termine the circumstances under which 
abstinence is the necessary or desir
able drinking outcome, and the circum-
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stances where it may be a less de
sirable outcome or where it may be de
sirable but not achievable. In the lat
ter case, one would accept a different 
drinking outcome as an acceptable 
and successful drinking outcome. 

B. The Social Drinking Sub-Set: 
"Social drinking" is a vague and 

ambiguous term, for it merely states 
that one drinks among other people. 
It does not specify the meaning, func
tion, amount, or result of drinking. 
Hayman (37) calls this "The Myth of 
Social Drinking," for the rubic of 
social drinking may only obscure, jus
tify, and rationalize many dysfunction
al, dyssocial, and psychopathological 
forms of alcoholismic drinking in so
cial settings. This does not seem to be 
an appropriate nor useful concept. 
Therefore, I suggest we discard the 
term "social drinking." 

C. The Attendance Drinking Sub
Set: 

Recognition that continued drinking 
might not indicate a poor rehabilita
tion has occasioned research that dif
ferentiates between the drinking vari
able and other Life Health variables. 

One of the best studies, from a 
methodological point of view, was con
ducted by Ludwig, et al. ( 55) They 
found that although 80-90% of patients 
returned to their previous patterns of 
pathological drinking, there was sus
tained improvement in all other areas 
of Life Health. They conclude: "return 
to drink need not be automatically 
equated with return to all the mala
daptive behaviors which lead to men
tal hospitalization in the first place .. . 
most patients are able to carry on 
most of their other social tasks, at 
least at a higher level than that noted 
on hospital admission." 

Other recent studies support the 
concept that following treatment the 
alcoholic may show no change in his 
drinking pattern, or only modest im
provement, and yet profit from treat-
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ment as evidenced by better adjust
ment in the other four areas of Life 
Health. For example, Mayer and Myer
son ( 56) report on alcoholics who 
achieved stability and drank less even 
though still experiencing episodes of 
insobriety. Gillis & Keet (33) report 
that 58% of their sample showed 
significant improvement in life adjust
ment although still drinking. At the 
same time the extent of pathological 
drinking was reduced from 70% of 
drinking episodes to 20% of drinking 
episodes. In this same sample some 
47% had improved drinking without 
deterioration, while 23% improved in 
drinking but showed some deteriora
tion of overall function. Fitzgerald, et 
al (27) found that of their alcoholic 
sample, 22% with good adjustment 
were abstinent, 19% with good ad
justment were drinking, while 18% 
with poor adjustment were drinking. 
Kish & Hermann ( 44) report 22% of 
improved alcoholics were abstinent, 
w h i 1 e 26% of improved alco
holics were occasionally or regu
larly engaged in alcoholismic drink
ing. In a recent review Belasco (3) 
sums up the issue quite simply; beha
vioral and social adjustment does not 
have a high correlation with indices of 
drinking. 

In these studies, and others (13,15,54, 
62,80,96) there is suggestive evidence 
that some moderation in the amount 
of alcohol taken, the frequency of 
drinking, the degree of intoxication, 
all measures of increased control do 
have a correlation with . improvement 
in other areas of Life Health. We do 
not know which particular measures 
of modification of pathological drink
ing may be more significant for over
all adaptation. But the evidence is be
ginning to accumulate that continued 
pathological drinking may not be a dire 
indicator of treatment failure. Further, 
the goal of modification or attenuation 
of the degree of pathological drinking 
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may be an acceptable goal in conjunc
tion with improvement in other areas 
of Life Health. It may not be an ideal 
goal, but it may suffice to return an 
alcoholic to a degree of successful life 
function. On the other hand, if we 
ignore these facts , we may fail to help 
an alcoholic achieve at least some de
gree of improvement, or fail to help 
him see and utilize the rea l gains he 
may have made in several areas. And 
finally, it may avert our attention from 
the fact that successful treatment does 
not have to be black or white. Degrees 
of improvement are realistic goals. 

Another aspect of attenuated drink
ing as a goal, is reflected in recent re
search on the progression of alcohol
ism. The original concepts of E. M. 
Jellinek (39) suggested that alcoholics 
moved in an inexorable fashion from 
one phase of alcoholism to the next, 
until he experienced total disintegra
tion. Surveys of non-treated alcoholics 
in the community indicate that "pro
gression" is by no means uniform nor 
inexorable. (10,43,64) A recent ele
gant statistical analysis of alcoholism 
symptoms by Park (70) shows that 
alcoholics do not demonstrate phases 
of symptom progression. In fact , al
coholics vary over time in the degree 
of severity of alcoholism, and even 
"move in and out" of symptomatic al
coholism. ( 22,23,82) 

Thus it is possible to set as a treat
ment goal the modification of the 
severity of the drinking pattern, such 
that the alcoholic continues to drink 
in an alcoholic fashion, but in an 
attenuated fashion. The result may be 
a shift from an incapacitating alco
holic state, to a pattern of successful 
adaptation despite ongoing alcoholis
mic drinking. 

In summary, the sub-set of attenu
ated drinking defines a drinking goal 
in which pathological drinking is not 
eliminated, but is attenuated. 
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Case Example: 
This 46 year old single male lives 

with his widowed mother. For five 
years his drinking increased until he 
had no control over his drinking in
tensity. He drank daily, usually to in
toxication, often until he passed-out. 
His job as a warehouseman was in 
jeopardy. He was "fed-up" with his 
drinking, while his mother urged he 
seek treatment. He had several inter
views at an Alcoholism Information 
Center, but he refused any further 
treatment. His drinking subsequent
ly subsided. He stated that the few 
interviews were enough for him to 
see his problems and alter his be
havior. Now 4 years later he drinks 
only on specific occasions, usually 
alone. He will u s u a 11 y drink 
to intoxication on those oc
casions, but he does not pass out 
anymore. He is no longer absent 
from work and has no problems in 
job performance. 
D. The Controlled Drinking Sub

Set: 
The development of behavior modi

fication programs for alcoholics has 
stimulated attention in regard to a 
drinking goal that is defined not by at
tenuation, but by the establishment of 
control over the drinking situation, the 
frequency of drinking, or the amount 
of alcohol drunk. This does not mean 
that the meaning or functional use of 
alcohol has necessarily been changed, 
but rather that the alcoholic is ·able to 
control his drinking within limits that 
are not dysfunctional. 

Various behavioral modification pro
tocols attempt to produce behavioral 
control through a variety of methods. 
( 16,17,18,25,34,35,40,50,53,61) In exter

nal locus of control methods the alco
holic is taught to avoid situations where 
he would have difficulty controlling 
drinking, such as at bars or when 
nervous or angry. In internal locus of 
control methods, the alcoholic is 
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taught to ex.amine his response to 
situations and either devise other means 
of response other than drinking, or he 
is taught to limit his drinking in terms 
of type of drink, or how fast he drinks, 
or how much he drinks. 

Many behavior modification pro
grams also build learning procedures 
for other areas of Life Health. ( 41,66, 
68,92,94) But in all, there is an attempt 
to analyze the pattern of drinking with 
the alcoholic, specify the changes to 
be made, and program a reinforcement 
schedule to achieve the desired be
havioral goals. Usually there is no at
tempt made to change the internal mo
tivation, meaning, or function of drink
ing alcohol. 

Perhaps an illustration by analogy 
will help here. Suppose that we have 
a voyeur who peeps into the neighbors 
windows every night. Eventually he is 
caught and enters a treatment pro
gram. The voyeur might be taught to 
control his "Peeping Tom" impulses so 
that he no longer prowls the neighbor
hood. His basic sexual problems are 
not changed, but he has increased his 
control over his impulse to peep. Still 
further, he might be taught to satisfy 
his voyeuristic impulses by going to a 
cheap strip-tease show, rather than 
peering into the neighbor's window. 
Again his sexual problem remains un
changed, but he learns a more socially 
adaptive means of gratifying his sexu
al imi,ulses. 

In similar fashion, behavior modifi
cation may not change the basic psy
chological problems that lead to im
pulsive alcoholismic drinking. How
ever, the behavior modification program 
may increase the control over the im
pulses, or provide alternative means 
of gratifying the impulses. (The de
fense mechanism of displacement can 
be seen elsewhere. For example, many 
abstinent alcoholics have displaced 
their addiction to alcohol with an ad
diction to food, candy, coffee, and 
cigarettes.) 
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Since alcoholismic drinking results 
in manifold disruptions in a person's 
capacity to function, it may be only 
necessary to control the alcoholismic 
behavior in some instances in order to 
affect substantial rehabilitation. Also, 
in this case, even if the basic conflicts 
and impulses remain unchallenged and 
untouched, the achievement of con
trolled drinking may be possible. Both 
Mello (58) and Robinson (84) have 
shown that the notion that the alcoholic 
has a "craving" for drink that will lead 
to alcoholismic drinking if he starts 
with one drink, is unsubstantiated by 
much recent research. The alcoholic 
can and does control his drinking, and 
can be taught to increase that control. 
However, it should be noted that con
trol of drinking per se, just like absti
nence or moderation of drinking per 
se, does not necessarily imply that 
there will be improvement in other 
areas of Life Health. 

Case Example: 
A 36 year old machinist had drunk 

heavily since adolescence. Drinking 
became a compulsive daily routine 
that threatened to disrupt job and 
marriage. He was in therapy for 
two years during which he noticed 
a change in his pattern of drinking. 
He now drinks about once a week 
and does not experience a compul
sion to drink more. However when 
he feels depressed he feels the urge 
to go and get drunk, and he avoids 
drinking at bars because he would 
drink more with buddies than he 
would at home. 
Case Example: 

A 45 year old musician had drunk 
compulsively for 20 years. He had 
been in psychoanalysis for 5 years 
which improved his emotional adap
tation, but his drinking worsened to 
the point he could not perform in 
public. During the course of two 
years of therapy focused on drinking 
behavior change, he learned to limit 
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himself to one drink before a per
formance and to avoid drinking at 
parties. He occasionally would drink 
to intoxication at home when severe
ly depressed. 

In both the above cases the alcoholic 
changed his overt pattern of drinking. 
To the casual observer neither now 
drank in an alcoholic fashion. How
ever in both cases, they were aware 
of their continued impulse to use al
cohol in order to cope with life, and 
both had to maintain specific con
scious limits on where and how much 
they drank. The meaning of drinking 
was nof changed, but the actual drink
ing was changed. 

E. The Normal Drinking Sub-Set: 
Many reports have now been pub

lished that indicate that a certain 
proportion of alcoholics, perhaps 10-
15% develop normal drinking either 
after treatment, or with changes in life 
circumstances. (2,19,20,21 ,31,36,42,49, 
63,69,76,79,81,83,89,91) However many 
of these reports do not provide enough 
clinical data to determine whether the 
change in drinking pattern was at
tenuated, controlled, or normal drink
ing. There are a few specific reports 
that do provide case details so that 
one can with some certainty state that 
the meaning and functional use of al
cohol has changed with these alcoho
lics. ( 1,2,20,42,49, 76,81 ,91) 

In both the "attenuated" drinking 
outcome and the "controlled" drink
ing outcome the alcoholic continues to 
use alcohol as a functional drug, al
though he is able to increase his con
trol over the use of alcohol. In other 
words, the alcoholic has not changed 
his symbolic perception of the meaning 
of drinking. The same is true for the 
typical abstinent alcoholic, who differs 
from the above two categories only in 
that he maintains total control over 
drinking. So for example, many absti
nent alcoholics respond to my discus
sion of drinking outcomes somewhat as 
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follows: "What? Stop with one drink. 
Who would want to do that. That 
would spoil drinking. If I could only 
take one drink, I wouldn't want to 
learn that. It's all or nothing. So it's 
better to be abstinent." 

In contrast, normal drinking in
volves a change in the symbolic mean
ing of drinking. (7,48) In this sense the 
abstinent alcoholic has not changed 
the meaning of drinking, and although 
the abstinent alcoholic may not have 
taken a drink for ten or twenty 
years, he is still vulnerable to abuse 
alcohol should he even drink small 
amounts. The one drink breaks the de
fensive control barrier and there are 
no stopping places beyond. Thus the 
commonplace observation that the ab
stinent alcoholic cannot take a drink 
without risking loss of control and 
start alcohol\smic drinking again. 

The concept of normal drinking has 
been colorfully described by Eric 
Berne ( 4) in terms of the game of al
coholism: "The criterion of a true 
game cure is that former alcoholic 
should be able to drink socially with
out putting himself into jeopardy . .. . 
the psychological cure of an alcoholic 
also lies in getting him to stop playing 
the game altogether . . . the usual to
tal abstinence cure will not satisfy the 
game analyst." Berne goes on to note 
that the abstinent alcoholic can con
tinue the alcoholism game as "dry 
alcoholic." In similiar vein Arthur 
Cain ( 12) observes that the recovered 
alcoholic does not drink primarily be
cause he does not want to drink, 
whereas the arrested alcoholic still 
has the desire to drink but knows 
that he cannot and avoids doing so. 
Cain states: "The recovered alcoholic, 
by definition, does not care whether he 
can drink normally, and he definitely 
does not want to become intoxicated 
again." Cain goes on: "most alcoholics 
do not want to return to normal drink
ing: rather by normal drinking they 
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( the alcoholics) mean the intoxication 
they were once able to control
which is nothing like our definition of 
normal drinking ... the arrested al
coholic never really loses his desire to 
become intoxicated with alcohol. He 
learns to control his desire (he learns 
to live with his disease) but he never 
learns to transcend his desire. . . . 
The fact that normal drinking has been 
achieved is a dramatic indication of 
one's successful effort to attain social, 
intellectual, and religious maturity." 

It is worth noting that many al
coholics have never been normal 
drinkers. In the past five years I have 
interviewed several hundred alcoholics 
in regard to this specific point. I have 
not yet found one alcoholic who ori
ginally drank in a normal fashion. 
They report that they drank in alcohol
ismic fashion from the time of their 
first drink, even though they exercised 
control over their alcoholismic behav
ior. Thus they did not perceive of 
themselves, nor did others perceive 
them as drinking in alcoholismic fash
ion because their drinking pattern was 
"appropriate social drink." 

Parenthetically, I might add that 
much American social drinking is ac
tually psychopathological. That is, 
drinking in the service of conflict re
duction, affect change, etc., in a word 
instrumental drinking - drinking to 
achieve an effect. Further, American 
drinking practices exist without clear 
boundaries and limit constraints. Thus 
the novitiate drinker is introduced to 
drinking practices that are potentially 
alcoholismic. The majority of drinkers 
control what is essentially alcoholismic 
drinking. The alcoholic differs only in 
that he is unable to maintain those 
controls as well as the majority. 
(100) 

We commonly observe that alcohol
ics will report twenty years of "social 
drinking" after which they "suddenly'' 
became alcoholic. Careful analysis of 
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their social drinking behavior reveals 
that actually they engaged in con
trolled alcoholismic drinking for twen
ty years, conducted in social settings 
where the drinking was not defined as 
aberrant. So in actuality we have a 
twenty year history of prodromal al
coholism with gradual development of 
secondary effects that reaches such a 
manifest level that the person is sud
denly labeled an overt alcoholic. 

The import for treatment is that the 
alcoholic does not return to normal 
drinking, for he has never been a nor
mal drinke_r. Rather he must learn 
normal drinking for the first time in 
his life, and he must change the sym
bolic meaning of alcohol and change 
his use of alcohol. Most treatment pro
grams have not made such goals ex
plicit. Thus the number of alcoholics 
who develop attenuated, controlled, or 
normal drinking may not reflect what 
can be ·achieved in treatment. There 
are some indications, however. Gerard 
& Saenger (31) report that the normal 
drinking outcome appears to vary with 
treatment philosophy and whether 
normal drinking is made a specific 
goal. DeMorsier & Feldmann (21) fol
lowed 500 cases 'in which 15% 
achieved a social cure as a deliberate 
goal. A social cure was defined as 
avoiding the psychological bad effects 
of drinking, changing their attitude 
toward drinking, and drinking only in 
a family and social context. And final 
mention should be made of the Scan
dinavian Polar Bear Clubs, whose aim 
is to teach their members how to drink 
normally. (9) 

Case Example: 
This 30 year old mechanic had 

drunk heavily for 10 years. For 6 
years he had been unable to work 
steadily because of his drinking. His 
marriage had been stormy and his 
wife had left him at the time he en
tered treatment. At that point he 
was depressed and suicidal. Indivi-
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dual and conjoint marital therapy 
resulted in resolution of marital 
conflict. He stopped drinking and 
obtained a steady job. He resumed 
drinking only at family gatherings 
with his wife's full acceptance. He 
experienced no compulsion to drink. 
He had no desire to get drunk, and 
he felt no need to drink as a way of 
coping with his life. 

IV. 01HER LIFE HEALm 
VARIABLES 

The next issue concerns the relation
ship between the Drinking Variable, 
with its sub-sets, and other outcome 
variables such as Emotional Health, 
Interpersonal He a 1th, Vocational 
Health and Physical Health. 

We have cited evidence to indicate 
that whatever the specific sub-set of 
the Drinking variable ( abstinence, at
tenuated, controlled, or normal drink
ing), there is no necessary correlation 
with the other variables of Life Health 
outcome. Change in drinking status or 
no change in drinking status is not 
highly predictive of changes in these 
other variables. (3,15,27,33,54,62) 
There is a positive association between 
improvement in drinking and improve
ment in other areas of Life Health, but 
I would estimate the correlation as 
around .20-.30. More significantly, one 
cannot necessarily ascribe a causal re
lation. Improvement in drinking may 
not cause improvement in other areas 
of Life Health. It is a reasonable clini
cal assumption that a person Will be 
able to achieve better adaptation in 
other areas if his drinking improves. 
However there are two confounding 
sets of observations. One, is that 
drinking may not improve, while 
there may be improvement in other 
Life Health areas. Second, is that 
drinking may improve, but there may 
be no change or deterioration in other 
Life Health areas. 

The most important issue, however, 
for treatment, is the necessity to clear-
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ly specify the target areas of deficit. 
One cannot assume that a treatment 
focus on drinking, per se, will produce 
positive effect on other areas of life 
function. Indeed, my clinical impres
sion is that alcoholism treatment has 
often been less successful because 
drinking behavior per se has precluded 
necessary attention and appropriate 
treatment for other areas of Life 
Health. 

If we make a diffei;ential assessment 
of function in each area of Life Health 
before treatment, we find that dif
ferent alcoholic sub-populations vary 
in the degree of dysfunction in dif
ferent areas of Life Health. Thus in 
some areas of Life Health there will 
be little need for, and little room for 
improvement. For example, some "high 
bottom" alcoholics show little dys
function aside from their uncontrolled 
drinking. ( 5) On the other hand, some 
"low bottom" alcoholics show across 
the board dysfunction in all areas of 
Life Health. (26,59,65) Whereas, with 
still other alcoholic sub-populations we 
find combinations of dysfunction, with 
good function intact in one area, and 
major deficits in another. 

To define the goals of treatment, 
we must specify the target areas of 
Life Health, specify the degree of 
dysfunction, and specify the degree of 
improvement we can reasonably anti
cipate. Thus we end up with differen
tial assessment of predicted outcome 
for each area of Life Health. For 
example, Pattison et al (77) compared 
alcoholic populations who had been 
treated at three different facilities . 
Each of the three alcoholic popula
tions had different pre-treatment pr<r 
files. Each of the three groups showed 
improvement. But successful improve
ment was different for each population. 
In other words, there were three dif
ferent patterns of improvement. 

TO BE CONTINUED 
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Management (Continued) 

We are grateful to the American 
Social Health Association. Its program, 
offered in cooperation with the AFL
CIO, Department of Community Serv
ices, fits the needs of our small and 
moderate-sized company like a pre
scription. Its sophisticated program is 
ready-made but tailored to suit the 
needs of the organization. The cost is 
borne by the grant from the National 
Institute on Drug Abuse. 

Ideal Corporation, assured of its 
AFL-CIO union's (Local 463, JUE, 
AFL-CIO) cooperation, was readily 
persuaded to give it a try. The results 
will be measured in the utilization 
of the referral channels opened to 
employees, in reduced absenteeism and 
turnover, and in improved efficiency 
on the job. 

Communication Workshops (Cont'd) 

glass, Institute for Social Concerns, 
P. 0. Box 9945, Mills College, Oak
land 94613; 415-635-8569. 
DETROIT on April 24th; Hosted by 
New Detroit, Inc. Contact Eric 
Blumberg, New Detroit, Inc., 1515 
Detroit Bank & Trust, 211 W. Fort 
St., Detroit 48225; 313-961-9160. 
NEW YORK on April 25th; Hosted 
by BREAKTHROUGH. Contact Carol 
Leedham, 633 Third Ave., 31st Floor, 
New York 10017; 212-697-5600. 

The workshops are open to all who 
wish to attend. For further information 
about locations, times, and registration 
procedures, contact the local hosts. 
Reprinted from the National Institute 
on Drug Abuse (NIDA) Prevention Re
port, Volume 2, No. 1. 

The North American Congress on 
Alcohol and Drug Problems will be 
held December 12-18 in San Francisco. 
Contact: Alcohol & Drug Problems As
sociation, 1130 Seventeenth St. N.W., 
Washington, D. C. 20036. 
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