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New Service 
rJ'IHE Mental Health Education 
.l Branch (MHEB) of the Division 

of Scientific and Public Information, 
NIMH, has developed a mechanism 
entitled "idea interchange" which al
lows and encourages consultation and 
education staffs at the various com
munity mental health centers to share 
the programs and resources they have 
developed and the problems, successes, 
and needs that they encounter. 
Through this exchange, coordinated 
by MHEB, problems can be resolved, 
programs can be initiated, and more 
services can be supplied to the com
munity. Viable programs, supplied by 
participants, are reproduced and dis
tributed to members of the "idea in
terchange," and problems and needs 
are presented for solution by those 
who have expertise and experience in 
those specific areas. 

Although the emphasis of the pro
gram is on mental health education, 
NIMH materials that are germane to 
both consultation and education ef
forts are distributed to those partici
pating in the program. 

The "idea interchange" is available 
to anyone involved in the process of 
providing consultation and education 
services. Those interested in the pro
gram should write to the National In
stitute of Mental Health, Mental 
Health Education Branch, 15C-17 5600 
Fishers Lane, Rockville, Maryland 
20852. 

National Volunteer Conference 
Planned for Atlanta 

THE Sixth National Forum on Volun
teers in Criminal Justice will be 

held October 17-20, 1976, in Atlanta, 
Georgia. The four-day conference will 
review the state of the art in citizen 
involvement, and will consider alter-
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drug abuse news 

natives, innovations and philosophies 
through the involvement of citizens 
which can begin to provide solutions 
in the areas of crime and effective 
justice. For more information or reg
istration information, contact The 
Sixth National Forum on Volunteers 
in Criminal Justice, 800 Peachtree 
Street, Room 321, Atlanta, Georgia 
30308. Registration is $35. 

Women: Listening, Learning, Loving; 
Nov. 30-Dec. 2, 1976; New York City 

AMONG the speakers at this confer
ence will be Dr. Judianne Densen

Gerber, founder and president of 
Odyssey Institute, Susan Brownmiller, 
the author of "Against Our Will: Men, 
Women and Rape," and June Jackson 
Christmas, M.D., Commissioner of 
New York City Department of Mental 
Health and Mental Retardation Ser
vices. A $100 fee covers all luncheons, 
dinners, and opening day cocktail 
party. For further information and a 
complete list of speakers contact: 
Odyssey Institute, 309-311 East 6th 
Street, New York, New York 10003. 

Seventh International Conference 
on Alcohol, Drugs & Traffic Safety, 
January, 1977, Melbourne, Australia 

Sp ACE Inc. Travel have designed 
three tour packages designed to 

combine business with pleasure. Group 
tours include visit to such interesting 
places as Sydney, Canberra, Tahiti and 
New Zealand. For information on the 
conference and tours contact Space 
Inc. Travel, 875 N. Michigan Avenue 
- Suite 3042, Chicago, Illinois 60611. 

Noble on Abstinence 

ERNEST P. Noble, Ph.D., M.D., Di
rector, National Institute on Alco

hol Abuse and Alcoholism (NIAAA), 
(Continued on page 32) 
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TEN ROADBLOCKS TO CLERGY ALCOHOL AND DRUG PROBLEMS 

INVOLVEMENT IN EARLY INTERVENTION AND TRAINING IN 

The Rev. Karl A. Schneider 
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WITH the exception of clinical 
training experiences in an alco

holism treatment setting, few clergy 
have had training in the field of alco
hol problems. In a recent listing of the 
Council for Theological Education in 
the Northeast for the Lutheran Church 
in America, not one pastoral course 
was listed in the continuing education 
brochure. Few seminars provide any 
courses entitled "Minisiry to the Alco
holic and the Family" or much less 
"The Prevention of Alcohol Problems 
Through the Church." One would think 
that the clergy, given the opportunity, 
would avail themselves. However, it 
seems this is not the case. In settings 
such as seminaries, a community men
tal health center, the National Coun
cil of Alcoholism in Philadelphia, and 
the San Francisco Bay Area Council 
on Alcoholism, the pattern is one of 
either cancellation or poor attendance. 
Occasionally there has been a re
sponse. Sooner or later, one is forced 
to seek an explanation. 

Once I asked a professor of pastoral 

Reverend Schneider is Director of 
Education at Eagleville Hospital and 
Rehabilitation Center, Eagleville, 
Pennsylvania. He graduated from Lu
theran Theological Seminary, Philadel
phia, and has served as pastor at 
Bethany Lutheran Church, Philadel
phia. He received a master's degree in 
Alcohol Studies at Pacific School of 
Religion, Berkeley, California. He is 
consultant for Alcohol and Drug Ser
vices for the Southeastern Pennsyl
vania Synod of the Lutheran Church 
in America functioning in that office 
with a tentmaker call. The "Program 
for Training a Congregational Task 
Force in the Education, Treatment, 
and Prevention of Alcohol Problems" 
has been field-tested and used by the 
author in a variety of workshops and 
conferences. 
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theology at a seminar if the senior 
students requested any help with al
cohol problems. The senior seminar
ians had just completed a year of in
ternship mostly in the parish. He re
plied that he seldom gets a request 
for advice about alcohol problems in 
the parish ministry. When I asked 
him for possible reasons, he indicated 
it was obviously a low priority item 
for the seminarians. My answer point
ed out that the pastors-in-the-field, 
who served as role-models for the 
seminarian interns, obviously also felt 
it was a low priority item of minis
try. 

Howard Clinebell and others point 
to the potential for the pastor and the 
ministry of the congregation to the al
coholic. The Joint Commission on 
Mental Health Survey indicated that 
among those who sought help for some 
kind of personal problems, 42% con
sulted clergymen, 29% physicians in 
general, 18% psychiatrists or psychol
ogists, and I 0% social agencies or 
marriage clinics. Churches are still the 
only social institution with regular 
contact with the whole family. Even 
in days of declining attendance over 
100 million adults and youth have 
weekly contact with the church and 
the pastor. 

Why the gap between potential and 
response? For me this gap is due to 
attitudinal roadblocks. Ten attitudes 
which block clergy enrollment in train
ing and involvement in early interven
tion have been identified. Recognition 
of these roadblocks constitutes the 
first step. 

The second step is to develop a 
model which will develop interest and 
overcome the needs upon which harm
ful attitudinal roadblocks continue to 
exist. 

The attitudinal roadblocks include 
the following: (I)" good guy syndrome 
(2) the professional "perfect" pastor (3) 
personal drinking patterns (4) "Let 
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George do it" (5) "I haven't had an 
alcoholic situation in years. We just 
don't have the problem in our congre
gation." (6) Fear of failure (7) thera
peutic nihilism or frustration (8) "It's 
a moral problem-what you need is 
willpower." (9) "What can I do about 
the youth drinking in my neighbor
hood" and (10) personal need to be a 
"rescuer." 

Attitudinal Roadblock No. 1: The 
good guy syndrome is part of the 
pastoral function to bless, to heal, to 
help, to assist in time of need, to be a 
haven, to listen, to mourn, and to 
comfort. If you are part of the good 
guy syndrome you are very concerned 
about what your parishoners think. 
You may find yourself talking to your
self via parental tapes with messages 
such as, "be nice, be a gentleman, 
don't get angry, don't have a disagree
ment or a conflict." 

When there is an obviously intoxi
cated person who is a stranger in the 
study after the service and who is im
patient to catch a trolley car (prob
ably to the next parish down the ave
nue) you are a good guy and give him 
$5.00. 

When there is a sad tale of woe 
by faithful Harry about a marital 
fight and how he would like to buy 
his wife her special something so 
Harry can be in good graces, you 
reach into the Pastor's Discretionary 
Fund for $10-$25 and help faithful 
Harry. 

In fact, you may find yourself like 
the grandpop who smilingly enjoys 
giving out lollipops to a child much 
to the consternation of parents who 
desire to reduce the child's intake of 
candy. You enjoy the feeling of being 
known as a good guy. 

The problem with this good guy 
syndrome is that such a pastor be
comes unable to intervene when early 
symptoms of the disease are present. 
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These early signs include consumption 
of increasing amounts of alcoholic 
beverages, drinking alone,' drinking 
for relief of pressures, gulping drinks, 
having blackouts, though not losing 
consciousness, displaying guilt feel
imrn about drinking and losing the 
ability to control drinking. Even 
though such a person may decide to 
stop, he starts again and again. Unless 
he receives help, he may become a 
chronic alcoholic. 

If the pastor has a comfortable re
lationship he can invite a parishoner 
who exhibits several of these symp
toms to his office, not in a witch 
hunt, but in a firm yet friendly man
ner, which makes reference to the 
nastor's concern and the possibility 
tha t Harry may tell the pastor not to 
di ~cuss the pastor's observations fur
ther. The pastor discusses Harry's 
progressive drinking pattern and be
havior and asks how Harry sees it. 
If Harry laughs or denies there is a 
problem, the pastor can encourage 
H:cirrv to take a test which can de
termine the extent of hi s own drink
inP.. Once Harry has objectively look
ed at his drinking, then he is more 
onen to suggestions about Alcoholics 
Anonymous, or outpation/inpatient fa
cilities. 

The point is that the good guy pas
tor will not risk a meeting because 
of the fear of the loss of a church 
council member ("I'd better be nice 
and not offend a staunch charter fam
ily of the church"). He is unable to 
give what is "tough love." Keller
man points out how the refusal to 
pay the bad check is an act of real 
love and concern which seeks to make 
the problem drinker responsible for 
the consequences of his drinking be
havior. 

During workshops, in role-play sit
uations, I attempt to help pastors 
pratcice a situation for early inter
vention. One pastor is the alcoholic 
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parishoner, another the pastor, an
other the observer. Each comments 
after the role-play on his personal 
feelings. 

The pastors do not like or feel com
fortable in an early intervention sit
uation. The "good guy" syndrome is 
jolted and re-evalued. This is appar
ently difficult because of training and 
role images. Pastors have commented 
they felt they should just provide 
TLC or always seek to reduce ten
sion-the good guy syndrome. 

Attitudinal Roadblock No. 2: The 
professional "perfect pastor". 

The professional "perfect pastor" is 
a distorted image of the pastoral of
fice and function. In a drive for schol
arly standards and excellence in homi
letical study the personal development 
of the pastoral relation with the peo
ple may be lessened in a sea of busy
ness. The professional pastor probably 
views alcohol problems as a problem 
"out there", not for or within the 
household of saints, or perhaps mor 
accurately stated, forgiven sinners. 
More specifically, the problem doesn't 
exist because "My people aren't on 
Skid Row." With high personal stan
dards the pastor also is not too tol
erant of persons who react to stress 
or use alcohol as a problem solving 
mechanism. He thus becomes casual 
and rejecting in his pastoral relations 
with people - a factor which is re
flected in the peoples feeling of "I 
wouldn't go to Pastor X, he/she will 
talk you out of the problem or brush 
it aside." 

The "perfect pastor" does all the 
right things. His control needs are 
high. If he had a situation which would 
indicate he lacked training he couldn't 
admit he needed help. Carried to an 
extreme, "perfect pastor'' can also be a 
spiritual (?) dictator, a Herr Pastor, 
who also i,s stern and tells people what 
they need to do. 
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The "perfect pastor" has difficulty 
with the intense relationship and en
ergy required to stay on top of the 
chaos in an imperfect situation - an 
active alcoholic family situation. His 
rigidity, instead of being a bulwark 
of stability, reflects intolerance and 
non-support for persons who are hurt
ing. 

Attitudinal Roadblock No. 3: Per
sonal drinking patterns. 

Marvin Block, M. D., a pioneer in 
the medical profession, has said re
peatedly the two chief causes of al
coholism in the United States are (1) 
the acceptance and toleration of 
drunken behavior and (2) the social 
pressure to drink. If the pastor is part 
of the cultural drinking pattern, he 
probably goes along with Block's two 
concerns. If the pastor is among a set 
of shakers and movers of the congre
gation and has a high need for accept
ance and not to be "square" then he 
will probably be part of the pattern 
of entertaining which always includes 
drinking. It is frankly too threatening 
for a pastor to examine his own drink
ing pattern. 

I recall a pastor who came to me 
at his wife's insistence to discuss his 
progressive drinking pattern. As things 
emerged the marital and sex relation
ships were poor. Night after night he 
watched TV until the early A.M. with 
his constant companion-a succession 
of beer bottles. When I asked him to 
examine the emerging concern over 
his increase in drinking and how sat
isfying his life was, he said he would 
rather continue his drinking. The 
point is drinking was meeting personal 
needs. Such a pastor is not going to 
speak to an emerging problem because 
his own personal pattern might need 
examination. 

Attitudinal Roadblock No. 4: "Let 
George do it." 
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This pastor tried to find some way 
to avoid troublesome situations. "Let 
George do it" can be said by a pastor 
who shared in a small group of pas
tors. "She's not my parishioner She's 
Roman Catholic." A real ministry ex
ists to people in need. It is not blind 
to the need for JJ. ministry to a disease 
which affects the whole person -
physically, emotionally, and spirit
ually. The disease of alcoholism affects 
the whole family. 

The pastor who is aware of the al
cohol problem of a family member of 
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a faith other than the pastor's needs 
to be involved with another clergyman 
or other persons. Often it is "necessary 
to convene a meeting of all signifi
cant-other persons to the alcoholic 
to share mutual awareness of the pro
gressive nature of alcoholism and the 
effects of behavior on each signifi
cant-other. Then a commonly agreed 
upon treatment plan is discussed with 
the alcoholic. The net result is the 
alcoholic is aware of family support, 
the shame and fear of alienation from 
the family is overcome through inter-
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dependence and knowledge. "Let 
George do it" is an attitude which is 
unable to reach out to others to build 
a network of helpers - which is often 
most necessary. 

"Let George do it" is really not be
ing a little Christ to the neighbor. 

Attitudinal Roadblock No. 5: "I 
haven't had an alcoholic situation in 
years. We just don't have the problem 
in our congregation." 

That there is no problem is the 
problem in any congregation, church, 
or gathering of adult Americans over 
21. Two of three Americans over 21 
drink alcoholic beverages. 95 million 
Americans drink. One of every twelve 
Americans does have the problem, or 
the progressive symptoms will emerge. 
Harold Mulford has a survey of drink
ing practices which indicate the per
centage of drinkers by denominations: 
Jewish - 90%, Catholic - 89%, Lu
theran - 85%, Presbyterians and 
Episcopalians - 81 %, Methodists -
61 %, Baptists - 48%. The denomina
tions with the highest percentages of 
problem drinkers includes the Baptists 
with 16% and small Protestant de
nominations, 15%. Thus the congre
gation involves people - the people 
of God, but people who may drink 
alcoholic beverages, who are subject 
to the potential of emerging prob
lems, as are all drinkers. 

The incidence of drinkers with 
troubles in the Lutheran/Presbyterian/ 
Episcopalian denominations is 5-6% 
of all drinkers. This compares favor
ably with the national average of 7-
9% of the drinking population. The 
traditionally abstinent groups have a 
higher problem drinker incidence ap
parently where there is a correlation 
to rebellion against traditional norms. 

To help break through the barrier 
of this roadblock, I sometimes take 
a hypothetical Lutheran congregation 
of 500 members, multiply the percent-

s 

age who drink, or .85, and there are 
425 drinking members. Divide 12 into 
425 and there are 35 potential mem
bers with an alcohol problem. This is 
a statistical game at best, but it does 
cause any pastor to open his eyes and 
re-examine the possibility of alcohol 
problems and the neglected ministry. 
If you multiply the 35 potential mem
bers by 4 (4-5 family and friends are 
directly affected) a total of 140 per
sons are affected. What pastor can 
afford not to provide such a ministry? 

Attitudinal Roadblock No. 6: Fear 
of Failure. 

I think of a pastor who shared 
with me the fact that his best friend 
died at age 41 of alcoholism. Early in 
his parish ministry he counseled the 
partners of a re-marriage. One of the 
partners, an alcoholic, immediately af
ter the counseling session, went to the 
garage and committed suicide by car
bon monoxide. The pastor reports 
there has not been an alcoholic situ
ation in many years. When he shared 
the situation, it was painful for him. 
I spent almost an hour talking to him 
about his feelings. He needed to have 
support. After the discussion, he 
wanted to explore some new ideas and 
approaches, i.e., early intervention. He 
was an outstanding pastor, but ob
viously and painfully blocked from 
any involvement until these unmet 
feelings and residue guilt feelings 
were assimilated and made acceptable. 

The fear of failure is a powerful 
factor in the sometimes complicated 
counseling situations of alcohol prob
lems. 

Attitudinal Roadblack No. 7: Ther
apeutic nihilism or frustration. 

The alcoholic has two basic wea
pons as Kellerman points out in Guide 
to the Family of the Alcoholic. The 
two basic weapons are the ability to 
create fear and to arouse anxiety. 
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The pastor usually meets the wife 
who is overloaded with feelings of 
guilt and inadequacy. She conveys 
her feelings of frustration to the pas
tor. He in turn, has a backlog of col
lective frustration about situations 
that were unresolved where drinking 
resumed and no real change occurred. 

The frustration of the caregiver is 
translated to an attitude, "Once an 
alcoholic, always an alcoholic." It is 
a resignation to hopelessness. Some
times the voice of AA traditionalists is 
heard - "You just have to wait until 
he /she hits bottom" or "You have to 
want help." It is necessary to hit bot
tom, but this is a subjective bottom. 
Early intervention involves the alco
holic and significant others, spouse, 
parents, pastor, and employer, in ef
forts to examine the alcoholic drink
ing pattern and to require the alco
holic to be responsible for the effects 
of this drinking and behavior. The de
sire for help is present in the alco
holic but is buried under failure at 
self-cures, and guilt. This desire is 
motivated by informed significant oth
ers who share how they honestly feel 
about the drinking and how they know 
hope exists by indicating common 
agreement on a treatment plan with 
after-care. 

Realtistically, most pastors and care
givers are unaware that occupational 
alcoholism programs have a recovery 
rate of 60-75% of personnel whose 
jobs were about to be terminated. 
Other recovery programs have recov
ery rates of 35-70%. 

Theologically, the pastor who ac
cepts this frustration as his reason for 
non-involvement misses the excite
ment of recovery as is demonstrated 
in the basically spiritual approach of 
AA where the admission of an un
manageable life, the appeal to a 
Higher Power and the support of fel
low AA members brings about a new 
life--one day at a time. Frustration 
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with the alcoholic has to be examined 
by the pastor as doubting the power 
of God and a failure to see the person 
for whom Christ died, and to whom 
the Church is to show concern. 

Attitudinal Roadblock No. 8: "It's 
a moral problem. All you need is will
power. 

The post-prohibition inheritance, 
the active involvement of some clergy 
in the temperance movement, the wet
dry struggle convinced many persons, 
including the clergy, that the problem 
is a moral problem. 

The pastor needs to look at his own 
attitude toward sin. Sin is not to be 
viewed in terms of a series of indi
vidual specific acts but as a basic 
breakdown of man's relationship with 
God. The alcoholic is not more sinful 
than any other person despite our 
forbearers reference to "Demon Rum." 
If an alcoholic were not an alcoholic 
he would be just as sinful as the next 
person. Thus the moral problem needs 
the clarification of Christ's offer, "My 
Prace is sufficient for thee" and for 
forgiveness for all the sin of all men. 

Pastors have resorted to prayer 
alone in an effort to help problem 
drinkers. Too often the pastor's frus
tration was coupled with an exhorta
tion to use willpower. Other persons 
with an illness-cancer, diabetes, and 
heart conditions are not exhorted to 
control their disease with willpower. 
Somehow, because of the seeming 
pleasure and the self-inflicting nature 
of alcohol problems the problem 
drinker is viewed as weak. 

A variant of the willpower attitude 
is the Roman Catholic practice of 
"taking a pledge not to drink" or to 
"swear off alcohol for Lent." The al
coholic is able to modify his drinking 
pattern, i.e., switch from hard liquor 
to wine to beer and also abstain for 
Lent but will be probably bombed for 
Easter. For the persons whose life is 
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unmanageable due to alcohol, the real 
test is whether the individual is able 
to seek help from others to stay away 
from alcohol entirely. 

The moral problem has supported 
appeals to willpower and thereby 
blocked persons from accepting the 
progressive nature of alcoholism. 

Attitudinal Roadblock No. 9: What 
can I do about the youth drinking in 
my neighborhood? 

Thoughtful people are concerned 
about increasing reports of increased 
teen age alcohol abuse; however, the 
current concern may serve as a smoke 
screen to avoid concern about adult 
alcohol abuse. It is easy, as one pas
tor reported to me, to be drawn into 
open discussion and community con
cern about a beer truck which has 
open cases and makes regular stops 
near the local high school. I am not 
attempting to justify illegal alcohol 
sales to teenagers, but the temptation 
is to assume that a crackdown on il
legal sales will do away with teen 
alcohol abuse. The fact is that youth 
attitudes and behavior are frequently 
imitations of adult attitudes and be
havior. Approximately 3-5% of youth 
experimentation and use of alcohol re
sults in teen alcohol problems and 
abuse. 

The concern for teen abuse may re
sult in scare tactic responses similar 
to those of the drug epidemic of the 
60's. Meanwhile, the drug of our adult 
generation and the alcohol problems 
of the adults may be lost in the emo
tional shuffle to care for teenagers. 

Treatment records at Eagleville Hos
pital and Rehabilitation Center indi
cate that the drug of abuse common 
to both addicts and alcoholics was 
alcohol, not marijuana. The average 
age of the start of frequent use of al
cohol for both addicts and alcoholics 
was age 13. The theory is that if 
no other drug is available to the cur-
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rent addicts they would be alcoholics. 
In any case, many addicts are dually 
addicted to alcohol and other drugs. 
Methadone maintained heroin addicts 
may also be developing alcoholism in 
efforts to augment their high from 
the prescribed blockade dose. 

What is needed is a perspective on 
alcohol abuse and the entire addictive 
process in its chemical and non-chemi
cal ramifications as it affects all ages. 
Rather than focusing on the drug of 
abuse - alcohol, or other drugs -
as separate and distinct problems, we 
need to focus on the abusers, their 
environment and manner and meaning 
of their drinking or drug abuse. This 
means that clergy and other caregiv
ers must resist the temptation to avoid 
exploiting popular fears about youth 
drinking for short-term gains. Hope
fully the ministry to the whole man 
will be guided by the wide-range of
fer of the Gospel of Jesus, "I am 
come that ye might have life and life 
more abundantly." As we translate or 
better live this resurrection model we 
will replace the less satisfying alterna
tives of addiction with life more abun
dant. 

Attitudinal Roadblock No. 10: The 
personal need to be a "rescuer." 

Joseph Kellerman, in Alocoholism
A Merry-Go-Round Named Denial, 
addresses the situation where the al
coholic creates sufficient anxiety in 
the helper - a minister, doctor, law
yer, or social worker. The pastor be
comes the enabler who seeks to rescue 
the alcoholic from the immediate crisis 
and thereby relieve the unbearable 
tension. The reality of the situation is 
that the pastor's action be it paying 
the rent or the giving of testimony in 
behalf of a drunk driving arrest pre
vents the alcoholic from the much 
needed reality education which would 
require the alcoholic to learn by cor
recting his own mistakes and assum-
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unmanageable due to alcohol, the real 
test is whether the individual is able 
to seek help from others to stay away 
from alcohol entirely. 

The moral problem has supported 
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open discussion and community con
cern about a beer truck which has 
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sales to teenagers, but the temptation 
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attitudes and behavior are frequently 
imitations of adult attitudes and be
havior. Approximately 3-5% of youth 
experimentation and use of alcohol re
sults in teen alcohol problems and 
abuse. 

The concern for teen abuse may re
sult in scare tactic responses similar 
to those of the drug epidemic of the 
60's. Meanwhile, the drug of our adult 
generation and the alcohol problems 
of the adults may be lost in the emo
tional shuffle to care for teenagers. 
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rent addicts they would be alcoholics. 
In any case, many addicts . are dually 
addicted to alcohol and other drugs. 
Methadone maintained heroin addicts 
may also be developing alcoholism in 
efforts to augment their high from 
the prescribed blockade dose. 

What is needed is a perspective on 
alcohol abuse and the entire addictive 
process in its chemical and non-chemi
cal ramifications as it affects all ages. 
Rather than focusing on the drug of 
abuse - alcohol, or other drugs -
as separate and distinct problems, we 
need to focus on the abusers, their 
environment and manner and meaning 
of their drinking or drug abuse. This 
means that clergy and other caregiv
ers must resist the temptation to avoid 
exploiting popular fears about youth 
drinking for short-term gains. Hope
fully the ministry to the whole man 
will be guided by the wide-range of
fer of the Gospel of Jesus, "I am 
come that ye might have life and life 
more abundantly." As we translate or 
better live this resurrection model we 
will replace the less satisfying alterna
tives of addiction with life more abun
dant. 

Attitudinal Roadblock No. 10: The 
personal need to be a "rescuer." 

Joseph Kellerman, in Alocoholism
A Merry-Go-Round Named Denial, 
addresses the situation where the al
coholic creates sufficient anxiety in 
the helper - a minister, doctor, law
yer, or social worker. The pastor be
comes the enabler who seeks to rescue 
the alcoholic from the immediate crisis 
and thereby relieve the unbearable 
tension. The reality of the situation is 
that the pastor's action be it paying 
the rent or the giving of testimony in 
behalf of a drunk driving arrest pre
vents the alcoholic from the much 
needed reality education which would 
require the alcoholic to learn by cor
recting his own mistakes and assum-
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ing personal responsibility for the 
consequences of his/her alcoholic be
havior. The rescue efforts of the pas
tor condition the alcoholic to believe 
that the pastor or other enablers will 
always be available to come to the 
rescue. In the process of repeated res
cue efforts the pastor becomes angry, 
and insists each time he will never res
cue him again. But the pastor always 
has and the alcoholic believes they 
(the pastor and other helpers) always 
will. Such rescue efforts are just as 
compulsive as the drinking. 

The rescuer is actually relieving hi_s 
own needs. He does not understand 
the behavior of the alcoholic. Some 
important aspects of alcoholic behav
ior are the compulsion for drinking, 
the con games necessary to maintain 
the addiction, and the role of a sig
nificant other in covering or protect
ing the alcoholic to keep him in his 
addiction. If the rescuer becomes in
formed and knowledgeable about the 
dynamics of alcoholism he will be able 
to work cooperatively with a network 
of helpers. This is less pretentious 
than the imagined importance of the 
rescuer role. 

The ten attitudinal roadblocks men
tioned are the result of fears and just 
plain ignorance. I discussed these atti
tudes with a woman of AA before 
coming to Chicago. She pleaded, "For 
God's sake have the clergy read about 
alcoholism, discuss it, and involve a 
member of AA when there is a prob
lem." 

Rationale for a Different Approach 
In trying to recognize these atti

tudinal roadblocks, I sought to de
velop the concept of a counselor-con
sultant team in a community. The con
cept also includes the benefit that the 
professional is contacted when he is 
most motivated, attentive and edu
cated to . do his/her part. The pro
fessional will not need the consultant 
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after a few consultations. Recognizing 
that a gracious Gospel has endless 
opportunities for service and also end
less demands, alcoholism, because of 
the exciting socio-cultural climate, is 
viewed as "one more thing" by already 
busy pastors. The counselor-consul
tant team and approach accepts clergy 
where they are and seeks to help them 
meet their basic needs before the in
troduction of more involved training. 

In my efforts to make use of special
ized training through the Berkeley 
Center for Alcohol Studies at the Pa
cific School of Religion, I was ap
proved for a tentmaker ministry to 
the Southeastern Pa. Synod, LCA. In 
addition to my full-time position as 
the Director of Education at Eagle
ville Hospital and Rehabilitation Cen
ter, I am the Consultant to the South
eastern Pa. Synod for Alcohol and 
Drug Services. As part of my tent
making call I provide a specialized 
ministry of phone consultation and 
counseling pastors and laity with alco
hol and drug problems, as well as pro
viding training workshops for clergy. 

In order to overcome the attitudinal 
roadblocks, I make use of existing 
cluster groups (cluster groups are 
groups of pastors from the denomina
tion in a section of a larger commu
nity). Cluster pastors are accustomed 
to work together. I ask a pastor, if 
possible a friend, for the use of his 
parsonage living room to meet with a 
group of 5-10 cluster pastors for a 
"Dialogue Meeting On Alcohol and 
Drugs." 

In addition to myself I invite a 
member of an AA group in the im
mediate area to the meeting and if 
possible, someone from Narcotics 
Anonymous. The recovered persons 
serve in a counselor capacity. 

The meeting opens with a request 
to share a personal experience with 
alcohol or alcoholism. Though the pas
tors assembled know a great deal 
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about each other, they break down 
barriers by a tone of honest sharing 
of concerns and experiences about al
cohol and alcoholism. The next re
quest is a sharing of any "successes" 
or frustrating experiences in their min
istry. 

In one dialogue meeting one pastor 
shared how his mother was so drunk 
during seminary that he frequently 
found her on the floor of the house 
when he visited home. Another raised 
questions about his personal need to 
get drunk 1-2 times a year. 

Some sample issues in the meeting 
included the issue of the potential 
alcoholism in a son and the role of 
the clergy in cooperation with a doc
tor. 

The Jellinek addiction chart and 
the Liquor Test are distributed and 
discussed. These handouts lead to a 
discussion of the 44 behavior signs 
on the progressive nature of alcohol
ism. The use of the Liquor Test from 
Robert V. Seliger, M .D., Johns Hop
kins University was introduced as an 
aid for self-diagnosis of the alcoholic 
and the right and the moral obliga
tion of the pastor to intervene. 

The seven men felt the experience 
was so helpful they told their Dean 
and soon I was asked to conduct a 
full day workshop for the district. The 
workshop included 21 of a total 26 
from the district who attended on a 
voluntary basis. As a result of the ex
perience of the full day workshop a 
request for a second day workshop 
soon emerged. 

The dialogue meetings are small, 
5-10, and are in familiar surroundings, 
the living room of a friend and fellow 
pastor, in order to help to reduce ten
sions. The sharing of personal exper
iences in connection with alcohol and 
alcoholism helps to air feelings, ten
sions and frustrations connected with 
a ministry to persons with alcohol 
problems. The problem solving in a 

FALL, 1976 

group setting helps to build upon the 
strength of the group and unlock new 
strengtlf-;. The involvement of the par
ticipants in each phase helps to insure 
the planning of sessions and learning 
experiences designed according to 
their need. 

The gradual buildup of dialogue 
meetings and seminars coupled with 
the education and counseling of pas
tors who request information is pro
ducing a greater awareness of alcohol 
problems and further requests for 
study on both the local district and 
synod level. 

At the May, 1975 S. E. Pa. Synod 
Convention, LCA, in my consultant 
capacity, I introduced a series of me
morial resolutions which, if passed, 
would affect programming and in
volvement in alcohol problems at the 
national level of the Lutheran Church 
in America. The memorials were re
ferred to the districts for further study 
with the intention to be resubmitted 
to the S. E. Pa. 1976 Synod convention. 
If the S. E. Pa. Synod passes the me
morials on addiction the LCA national 
church convention will need to decide 
the nature, extent, and method of im
plementation of its involvement in the 
field of addiction and alcohol prob
lems. 

In the process of winning synod ap
proval through district study the fol
lowing complex issues will need dis
cussion. The role of the church in 
early intervention, support of treat
ment rehabilitation modalities, the in
terface of hehabilitation with the 
criminal justice and mental health 
systems, and the role of the church 
in after-care and prevention programs. 
Specific materials will need to be 
gathered and designed. Most important 
will be the support of pastors whose 
attitudes have been informed and up
dated. 

Smaller discussion groups will prob
ably be needed. Hopefully the exper-
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ience of cluster pastors in relation to 
learning some basics about alcoholism 
will also be a vehicle for expressing 
feelings on more involved issues. More 
important is the hope that once the 
pastors feel more supported in their 
ongoing needs they will be open to 
the other critical but less visible needs 
of church involvement in alcohol prob
lems. Hopefully, the support of the 
pastors in our area at least will be 
based on informed involvement rather 
than the usual procedure of the 
church meeting in convention to vote 
a resolution which is felt to be im
posed from "on high" and then passed 
down to the people. 

The model I have described of a con
sultant counselor team may have 
wider application to helpers in other 
disciplines than the church. In discus
sion with Phyllis York, consultant and 
former director of the grant, Training 
for Mental Health Professionals in Pa. 
at Eagleville Hospital and Rehabili
tation Center, I asked if these atti
tudinal roadblocks were peculiar to 
the clergy. With the exception of atti
tudes to sin, though the moral/will
power issue is somewhat alive with 
other helpers, the attitudinal road
blocks seem to be also present with 
other helpers. Other professions have 
"perfect professionals" who rescue al
coholics. All caregivers need to eval
uate their personal feelings and in
volvement in the very demanding work 
with alcoholics and addicts. 
Summary 

The model of a consultant-coun-

tension of my own ministry. It is 
shared as a way to overcome ten atti
tudinal roadblocks. The personal at
titudes of the clergy block their be
havior and prevent their involvement 
in seeking more education and train
ing. 

The repeated experience of having 
cancellations of well-planned and 
staffed workshops has forced the con
struction of a model which works at 
a slower pace but one which wins the 
involvement of pastors as it seeksto 
equip them with the basics to minister 
to day-to-day parish problems. The 
dialogue meetings with cluster pastors 
in the living room of a local pastor 
has been the vehicle for such involve
ment. 

The continuing phone and personal 
support and consultative services 
which are provided are important to 
meet specific needs when the pastor is 
involved in a crisis with an alcoholic 
and the family. As pastors receive sup
port the are open to their personal 
need for more education and training. 
Personal attitudes are also changed as 
helpful information is received. They 
help recruit others for training work
shops which they have had a part in 
formulating. A process of attraction 
emerges rather than a church officials 
requesting attendance. 

What is needed is to train designated 
pastors in local regional areas to de
velop a consultant-counselor approach 
for educating and training clergy in 
overcoming attitudinal roadblocks and 
then become involved in early inter-

selor approach has evolved as an ex- vention. 
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Dorchester County Commission on Al-
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Phone: 871-4790 
EDGEFIELD 
Monty Kneece, Director 
Edgefield County Commission on Al-
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HAMPTON 
William Henderson, Chairman 
Hampton County Commission on Al-

cohol and Drug Abuse 
Post Office Box 885 
Hampton, South Carolina 29924 
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Bill Higgins, Director 
Kershaw County Commission on Al-

cohol and Drug Abuse 
Post Office Box 416 
Camden, South Carolina 29020 
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Lee County Commission on Alcohol 

and Drug Abuse 
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Rock Hill, South Carolina 29730 
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§ THE USE OF PROGRESSIVE RELAXATION § 
§ § 
§ § 
§ IN THE TREATMENT OF THE PROBLEM DRINKER § 
§ § 
§ § 
§ Part II § 
§ § 
§ § 
~ ~ 

RESULTS AND DISCUSSION 
IJYPOTHESIS I: There will be a 
1-1 greater reduction in blood pres
sure, pulse, and respiration in an ex
perimental group receiving progres
sive relaxation than the reduction of 
the same vital signs in a control group 
not receiving progressive relaxation 
training. This reduction will be signifi
cant at the .05 level. 
The Adjusted Means for the Analysis 
of Covariance for Vital Si_gn Readings 

Using an analysis of covariance in 
comparing the control group with the 
experimental group in the first ses
sion post-treatment, the following was 
found: 

1. There was no significant differ
ence (.6621) in the adjusted mean 
systolic readings (control 
128. 70 and experimental 
123.79). 

2. There was a significant differ
ence (.0018) in the adjusted mean 
diastolic readings (control 
82.53 and experimental = 80.80). 

3. There was a significant differ
ence (.0232) in adjusted mean 
pulse rates (control = 73.15 and 
experimental = 68.27). 

4. There was a significant differ
ence (.0369) in the adjusted mean 
respiration rates (control = 17.-
3074 and experimental = 14.-
7876). 
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Table II 

FIRST SESSION POST-TREATMENT 
VITAL SIGNS WITH MEAN READ-
INGS ADUSTED FOR THE FIRST 

SESSION PRE-TREATMENT 
READINGS 

Level of 
Experi- Signifi-

Reading Control mental cance 

Systolic 12870 123.79 .6621 
Diastolic 83.84 79.55 .0018 
Pulse 73.15 68.27 .0232 
Respira-

tion 17.3074 14.7876 .0369 

In summary, the systolic readings 
showed a decrease from control to ex
perimental but not to a significant de
gree. The diastolic reading, the pulse 
rate, and respiration rate showed a 
significant decrease from control to 
experimental. 

In the fourth session, adjusting for 
the fourth session pre-treatment read
ings, it was found that the control 
and experimental groups were differ
ent in the following ways: 

1. There was a significant differ
ence (.0005) in the systolic read
ings (control = 132.53 and ex
perimental = 127.71). 
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2. There was not a significant dif
ference (.1336) in the diastoli 
readings (control = 82.31 and 
experimental = 79.59). There 
was, however, a decrease from 
control to experimental group. 

3. There was a significant differ
ence (.0009) in the pulse rates 
(control = 75.00 and experi
mental = 69.06). 

4. There was also a significant dif
ference (.0094) in the respiration 
rates (control = 16.19 and ex
perimental = 13.89). 

Table III 

FOURTH SESSION POST-TREAT-
MENT VITAL SIGNS WITH MEAN 

READINGS ADJUSTED TO THE 
FOURTH SESSION PRE-

TREATMENT READINGS 

Level of 
Experi- Signifi-

Reading Control mental cance 

Systolic 132.53 127.71 .0005 
Diastolic 82.13 79.59 .1336 
Pulse 75.00 69.06 .0009 
Respiration 16.19 13.89 .0094 

In summary, there was a signifi
cant difference in all readings except 
the diastolic. In the experimental 
group the diastolic rate was lower 
than the control group but not to a 
significant degree. 

In the fourth session, adjusting for 
the first session pre-treatment read
ings, the following was foud: 

I. There was a significant differ
ence (.0057) in the systolic read
ings (control = 134.02 and ex
perimental = 126.39). 

2. Although the experimental group 
had a lower diastolic reading 
(79.39) than the control group 
(82.36), this was not a signifi
cant difference (.1070). 
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3. There was a significant differ
ence (.0488) in the pi,.lse rates 
(control = 73.69 and experimen
tal = 69.98). 

4. There was a significant differ
ence (.0408) in the respiration 
rates (control = 16.06 and ex
perimental = 14.05). 

Table IV 

FOURTH SESSION POST-TREAT-
MENT VITAL SIGNS WITH MEAN 
READINGS ADUSTED TO THE 
FIRST SESSION PRE-TREATMENT 

READINGS 

Level of 
Experi- Signifi-

Reading Control mental cance 

Systolic 134.02 126.39 .0057 
Diastolic 82.36 79.39 .1070 
Pulse 73.96 69.98 .0488 
Respiration 16.06 14.05 .0408 

In summary, there was a signifi
cant difference in all readings except 
the diastolic readings. Although there 
was not a significant difference in the 
diastolic readings (.1070), there was 
still a decrease from the control group 
(82.36) to the experimental group 
(79.39). 

The above analysis confirms hypo
thesis I. Of the 12 comparisons made, 
all showed a decrease from control to 
experimental group readings. Nine of 
the 12 comparisons had a significant 
difference at the .05 level. Table II 
and Table III shows that there is a 
significant difference in the control 
and experimental readings in both 
the first and fourth sessions. Table 
IV shows that there is a significant 
difference in control and experimental 
readings in the fourth session adjust
ing for the first session pre-treatment 
readings. This indicates that there is 
a significant difference in control and 
experimental readings from the time 
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of first contact until after the fourth 
session. Using an analysis of covari
ance, it was found that there was not 
a significant degree of difference be
tween counselors in any of the read
ings in either the first or fourth ses
sions. 

Findings of Self-Report Rating Scale 
Hypothesis II: The group receiving 

progressive relaxation will report, on 
a self-report rating scale, less need 
to drink than the control group after 
four therapy sessions. There will be a 
difference at the .05 level of signifi
cance. 

Using an analysis of covariance, 
the experimental group did not show 
a significant difference (.05 level) from 
the control group in need to drink. 
Hypothesis II was therefore rejected. 

Table V 

POST-TREATMENT NEED TO 
DRINK WITH MEAN READINGS* 

ADJUSTED TO PRE-TREATMENT 
NEED 

Post-Treat-
No. Group ment Need 
15 Control 2.3014 
17 Experimental 2.2047 

* A scale of low (1) to high (10) was 
used. 

Hypothesis III: The experimental 
group will indicate that they value the 
therapy they received higher than the 
control will value the therapy they 
received. There will be a difference at 
the .05 level of significance. 

Using an analysis of variance, it 
was found that the experimental sub
jects did rate the value of the therapy 
they received higher than the control 
subjects rated their therapy, but this 
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was not a significant level (.1516). 
This hypothesis can also be rejected. 

Table VI 

VALUE OF THERAPY* 

No. Group Value 

15 Control 7.2000 
17 Experimental 8.6471 

* A scale from low (1) to high (10) was 
used. 

Hypothesis IV: The experimental 
subjects will report that they have less 
tension after therapy than the control 
subjects report. There will be a dif
ference in the control and experimen
tal ratings at the .05 level of signifi
cance., 

Using an analysis of covariance ad
justing for pre-treatment tension, it 
was found that the experimental sub
jects did report less tension after 
treatment than the control subjects 
reported, but this was not at a sig
nificant level of .05. Hypothesis IV 
can also be rejected. 

Table VII 

MEAN RA TINGS OF TENSION 
LEVEL* 

Experi-
No. Variable Control mental 

15 Pre-Treatment 6.600 8.000 
17 Post-Treatment 3.733 3.647 

* A scale from low (1) to high (10) 
was used. 

Using an analysis of covariance or 
an analysis in all three sets of ratings, 
it was found that there was not a sig
nificant difference in ratings between 
counselors. 
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SUMMARY 

THIS study examined the effects of 
progressive relaxation on the 

anxiety and tension level of problem 
drinkers. A control group versus ex
perimental group design was used. 
Each subject was seen individually 
twice a week for two weeks. Pre
treatment and post-treatment read
ings of the vital signs (systolic blood 
pressure, diastolic blood pressure, 
pulse rate, and respiration rate) ·were 
taken. Analysis of covariance was 
used to determine significant differ
ences. A self-report rating scale was 
used to determine clients' reported 
need to drink, value of therapy, and 
tension level. An analysis of variance 
was used to compare the value of 
control and experimental treatment. 
Analysis of covariance was used to 
compare the need to drink and tension 
level in both groups before and after 
therapy. 

Findings 

The findings in the experiment 
were as follows: 

I. All three experimental group sets 
of vital sign readings were lower 
than the three sets of the con
trol group in all four signs. Nine 
of the 12 readings were different 
at the .05 level of significance. 
One would infer that progressive 
relaxation does reduce tension in 
the problem drinker. 

2. None of the three self-report rat
ing scales showed a significant 
difference in control and experi
mental groups. It is felt that pos
sibly the lack of significant dif
ference was due to inadequacy of 
the rating scale rather than actual 
changes which might have taken 
place. 

Conclusions 
Hypothesis I: There will be a greater 
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reduction in blood pressure, pulse, and 
respiration in an experimental group 
receiving progresive relaxation than 
the reduction of the same vital signs 
in a control group not receiving pro
gressive training. This reduction will 
be significant at the .05 level. 

The results of this investigation 
showed that there was a significant 
difference in the vital sign readings 
of the two groups. An analysis of co
variance was done on the first ses
sion post-treatment which revealed 
that all four readings in the experi
mental group were lower than those 
in the control group. Three of these 
readings (diastolic, pulse and respira
tion) had a significant level of differ
ence. This leads one to infer that pro
gressive relaxation can have an im
mediate effect within an hour. The 
client experiences how he feels be
fore the therapy session begins and 
how he feels after it is over. One 
might speculate that this observable 
difference would motivate the client 
to continue therapy. 

A second analysis of covariance 
was performed on the fourth session 
post-treatment, adjusting the means 
for the fourth session pre-treatment 
individual readings. Again, all experi
mental readings were lower than the 
control readings. Three of the read
ings (systolic blood pressure, pulse 
rate and respiration rate) had a sig
nificant level of difference. The dia
stolic blood pressure of the experi
mental group was less than the con
trol group but not at a significant 
level (.1336). This appears to substan
tiate the first session readings. 

A third analysis of covariance was 
performed on the fourth session ad
justing the mean readings for the first 
session pre-treatment individual read
ings. Again, all experimental means 
were lower than those of the control 
means. Difference in systolic blood 
pressure, pulse rate, and respiration 
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rate were significant at the .05 level. 
The diastolic blood pressure was not 
significant at the .05 level. This analy
sis compares pre-treatment first ses
sion readings with post-treatment 
fourth session readings and allows 
one to conclude that there was a sig
nificant difference in control and ex
perimental readings after four sessions 
of therapy had been provided. Consid
ering these three separate sets of 
analyses, one can easily see that there 
was a significant difference between 
the readings of the control group and 
those of the experimental group. Hy
pothesis I can be accepted; progres
sive relaxation was effective in reduc
ing vital sign readings. 

An analysis of covariance was per
formed on the separate readings of 
each counselor in all three sets of 
readings and no significant differ
ences were found at the .05 level. This 
rules out counselor differences effect
ing the study. This also indicates that 
the counselors were reasonably uni
form in the procedure and in check
ing the vital signs. 

Hypothesis II: The group receiving 
progressive relaxation will report, on 
a self~report rating scale, less need 
to drink than the control group after 
four therapy sessions. There will be 
a difference at the .05 level of signifi
cance. 

Using an analysis of covariance to 
correct for any pre-treatment individ
ual differences in ratings of need to 
drink, the experimental group did not 
show a significant difference from the 
cont rol group. Hypothesis II was 
therefore rejected. It was felt that the 
self-report rating scale could be an 
invalid measure of changes that might 
have taken place. Some of the possi
ble reasons are as follows: 
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I. The scale was administered after 
the fourth session and the client 
was asked to rate his need to 
drink before treatment began and 

after four sessions. It is possible 
that reporting would have been 
more accurate on the pre-treat
ment need to drink if an evalu
ation had been made then. 

2. It was also felt that both experi
mental and control subjects had 
a need to "look good" on the 
rating scale and would, there
fore, rate themselves low on the 
pre-treatment scale and even 
lower on the post-treatment 
scale. 

3. It was also felt that clients rated 
themselves in relation to how 
they liked their therapists. To 
have obtained a more valid as
sessment of the effects of pro
gressive relaxation on the need 
to drink, an objective addiction 
assessment instrument should 
have been administered before 
and after treatment. 

Hypothesis III: The experimental 
group will indicate that they value the 
therapy they received higher than the 
control group will value the therapy 
they received. There will be a differ
ence at the .05 level of significance. 

Using an analysis of variance to de
termine the significance of the differ
ence in mean rating between control 
and experimental subjects, it was 
found that the experimental group did 
rate their therapy higher (8.6471) than 
the control group rated their therapy 
(7.200). This was not a statistically 
significant difference. This hypothesis 
can also be rejected. Some of the pos
sible reasons for rejection of hypothe
sis III is as follows: 

1. Both experimental and control 
subjects probably rated the value 
of therapy according to how they 
liked their therapist. 

2. This was a purely subjective 
evaluation of the therapy de
pending on views of the client 
regardless of how effective ther
apy really was. 
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In order to get an accurate 
evaluation of the true value of 
therapy, a more objective assess
ment of the level of tension and 
need to drink would need to be 
made. The study using the vit3.I 
signs was much more accurate in 
terms of. tension level. In order 
to assess the true value of ther
apy, an evaluation would have 
to be made in many areas con
cerning the individual's overall 
adjustment rate as well as his 
need to drink. 

Hypothesis IV: The experimental 
subjects will report that they have 
less tension after therapy than the 
control subjects report. There will be 
a difference in the control and experi
mental ratings at the .05 level of sig
nificance. 

Again, using an analysis of co
variance, it was found that there was 
no significant difference between the 
post-treatment rating means of the 
control and experimental subjects. Hy
pothesis IV was also rejected. Some of 
the possible reasons are as follows: 

1. In looking at the control and ex
perimental group means, it was 
found that there was a reduction 
from pre-treatment to post-treat
ment in both groups. In this case 
also it was felt that the subjects 
in both groups wanted to "look 
good." 

2. It was also very easy for a client 
to see which type ratings would 
make his therapist "look good." 
Again, there is a good possibility 
that the clients in both groups 
rated themselves according to 
how they liked their therapist. 

3. This rating device asked for ten
sion levels before and after ther
apy but was administered after 
therapy. Even if the client 
was very objective in rating his 
level of tension, the pre-treatment 
rating would be based on memory 
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rather than actual feeling of ten
sion level. 

In order to obtain a more accurate 
assesment of the effects of progres
sive relaxation, an objective instru
ment measuring pre-treatment and 
post-treatment levels of tension would 
need to be used. In all three assess
ments, an analysis of covariance or 
analysis of variance was performed to 
rule out differences in ratings of the 
separate counselors. There was no 
significant difference between their 
ratings. 

In summary, significant differences 
were found between the control and 
experimental subjects when vital sign 
measurements were utilized. No sig
nificant differences were found when 
a client self-report rating scale was 
used. 

Recommendations for Further 
Research 

1. The results of this study suggests 
that vital signs readings are ef
fective in evaluating treatment ef
fects but subjective ratings by 
client show no significant differ
ences between the control and ex
perimental groups. 

2. Even though counselor differ
ences in readings were ruled out 
by use of analysis of covariance, 
it would make the study even 
sounder to eliminate any possi
bility of counselor bias on vital 
sign measurements by having a 
neutral person take all readings 
or to have a direct bio-feed-back 
measuring instrument such as 
a galvanic skin response instru
ment. 

3. An objective psychological test 
measuring tension and anxiety 
administered before and after 
treatment would be much more 
valid than a self-report rating 
scale. 

4. It would be interesting to run 
the study again using vital signs 

23 



readings and an objective instru
ment to measure anxiety and ten
sion on a pre-treatment versus 
post-treatment basis in both the 
control and experimental groups. 
A correlatio)l could then be run 
on the vital signs readings data 
and the test results. 

5. Although the study clearly indi
cates that progressive relaxation 
reduces the tension level of the 
problem drinker as measured by 
vital signs reduction, it does not 
relate to whether there was a 
significant difference in the de
gree of his drinking problem. It 
would be interesting to do a six
month and 12-month follow-up 
on this study. Areas to be exam
ined would be vital signs, length 
of continuation of therapy, de
gree of addiction as measured by 
an objective test, and degree of 
tension as measured by an ob
jective test. 

NARRATIVE STEP BY STEP 
PROGRESSIVE RELAXATION 

(What the Therapist Said and Did) 

A secretary randomly assigned the 
· clients to a counselor. A coin was 

flipped to determine who would go 
into the control group and who would 
receive progressive relaxation in the 
experimental group. The clients were 
all individuals who had experienced 
problems with drinking and had 
sought help. 

When a client came in his systolic 
and diastolic blood pressure readings, 
pulse and respiration were taken. The 
therapists had been trained to check 
these vital signs. Their ability to check 
and record vital signs had been dem
onstrated with a registered nurse in
structing and evaluating them. Next, 
the neGessary intake forms were com
pleted. The client was then given a 
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thirty minute ventilation period to 
tell the therapist about his problem. 
When a client feels enough pressure 
either from himself or others to seek 
help, he wants to talk about the prob
lem / s. 

If the client's coin flip was heads 
(coin flipping took place prior to the 
client coming in), an introduction to 
progressive relaxation was given. The 
following is a narrative description of 
what the therapist did in progressive 
relaxation: 

Research shows that people who 
have drinking problems tend to have 
a higher tension level than those peo
ple who do not have a drinking prob
lem. A study done on the Sixteen Per
sonality Factor Questionnaire (16 PF) 
at Willmar State Hospital over a per
iod of three years shows that people 
with drinking problems have a sig
nificantly higher level of tension. It 
was also found that many problem 
drinkers drink to relieve this tension. 
Drinking is a way of letting your hair 
down, a way of getting away from 
your problems and a way of living 
with yourself and the world around 
you. Alcohol takes the edge off of life. 
I want to show you how to achieve 
the same feeling of tension reduction. 
without the morning after hangover 
or the addictive dangers of alcohol. 
I will show you how to reach a state 
of complete relaxation. Progressive re
laxation is also an excellent way for 
those who have problems going to 
sleep to sink into restful sleep. I want 
you to experience it first with my as
sistance, then I will show you how 
to practice it yourself between our 
sessions. 

The client was asked to recline in 
a recliner chair. The chair was in a 
140 degree angle. The over-head lights 
were off and a soft light (60 watt) 
from a lamp was on behind the client. 
The counselor was at the side of the 
client where he had full view of the 
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client but the client could not see 
him. The client was facing toward a 
wall and ceiling that had no distrac
tions. The following instructions were 
given to the client in a slow, soft, 
monotone voice. 

First of all I want to make sure 
you know the difference in being very 
tense (therapist stiffens muscles and 
makes voice strained) and being very 
relaxed (therapist relaxes voice and 
relaxes body position). Many of us go 
through the day with mounting ten
sion without being aware of it. At the 
end of the day we might be so up
tight that we can hardly function . Our 
mind does this to our body. Some
times we can be so pre-occupied with 
problems that we do things such as 
driving home from work and not really 
remembering the drive. We are aware 
enough of what is going on to keep 
from hitting other cars, but yet not 
really being aware of the drive home. 
We can become so pre-occupied with 
our dailv frustrations that we are not 
aware that our bodies are becoming 
very tense. 

Tell me about some scene that is 
very relaxing to you. It may be a 
beach scene, a mountain stream scene 
or it may be a raindrops on the roof 
scene. Describe that scene to me. (This 
scene will be used later on and de
scribed in very vivid detail.) We will 
use this scene later on to help you 
achieve a state of deep relaxation. 

Now, I want you to close your eyes 
and listen to me so that I can take 
you through some exercises that will 
help you achieve a very comfortable 
state of relaxation that you probably 
have never achieved before without 
some type of sedative drug. We will 
do the exercises with your eyes closed 
so that you can concentrate deeply 
on them. 

First of all, I want you to tense 
your feet up very tight. Draw your 

FALL, 1976 

toes up as tight as you can. Hold them 
tight. Now relax them. (Therapist 
should remain on each part of the 
body for at least 15 seconds.) Now 
move up to your calves. Make them 
very hard and rigid. (Therapist tenses 
voice when he says tense muscles 
and relaxes voice when he says relax 
muscles.) Hold them tight. Now relax 
them. Move on up to your knees. 
Tense them up. Make them rigid. Now 
release them. Next move to your 
thighs. Make the muscles very hard. 
Hold the tenseness. Now release it. If 
any background noises come in, don't 
try to block them out. Accept them 
for what they are and let them go. 
Don't dwell on them. (This may be re
peated if loud noises come in during 
the exercise period.) 

Return to your thighs. Tense them. 
Now let them drop. Move on up to 
your hips. Tense your hips. Make the 
muscles hard. Now let them relax. 
(Some therapists tend to speed up at 
this point. Do not speed up.) Move on 
up to your stomach. Make your stom
ach as hard as you can. Hold it there. 
Now let it drop. The stomach is often 
the area that is gnawed on most by 
tension. Let's do it again. Tense your 
stomach muscles. Make it hard. Now 
release those muscles. 

Move to your lower back. Arch it. 
Make it rigid. Now let it drop. Move 
on up to your upper back. Make the 
muscles hard. Now release them. Now, 
I want you to tense your chest. Breathe 
in a deep breath - as much as you 
can. Now exhale very slowly. Repeat 
it. Now return to normal breathing. 
Move up to your shoulders. Lift them 
up as high as you can. Now let them 
fall. Now move to your biceps, the 
big muscles in your arms. Make a big 
muscle. Make the muscles rigid. Now 
let them drop. Move to your forearms. 
Make them rigid. Now let them drop. 
Move to your hands and fingers . Make 
a tight fist. Hold them tight. Now let 
them drop. Stretch your hands open 
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wide. Now let them relax and go 
back to a comfortable position. Now 
move to the back of your neck and 
tense it up very rigid. Now let it drop. 
This is another big area of tension. 
Let's do it again, to make sure we 
have it relaxed. Tense it up very 
rigid. Now let it relax. 

Move to your jaws and teeth. 
Clench them together tightly. You can 
feel it pull even to your ears. Now let 
them drop. Tighten your lips together 
as tight as you can. Now relax them. 
Move up to your nose and cheeks and 
wrinkle them up as much as you can. 
Now let them drop. Wrinkle your fore
head up very tight; now, let it relax. 
Now by moving your forehead up, 
with eyes still closed, push scalp back 
as far as you can. Now let it slide 
back to its natural state. Now press 
your eyes together as hard as you 
can. Now let them go back to their 
natural state. 

Now with your eyes still closed, I 
want you to focus your center of 
awareness and attention to the back 
of your eye lids. Now that's a little 
tricky. It's just like you are looking 
straight ahead but with your eyes 
closed. Pause, O.K. now shift your 
awareness to just behind your eyes. 
(Let them remain there for approxi
mately 15 seconds.) Now shift your 
awareness back to your toes and 
slowly run your awareness from to 
tip of your toes to the top of your 
head (say this very slowly). Experi
ence the feeling of weightlessness. 
It's like you are floating on a cloud, 
very relaxed (Barber and Hahn, 1963; 
Jacobson, 1938, 1962 and 1964; Laza
rus, 1964; Paul, 1966; Phillips, 1971; 
Sauser, 1971; Sullivan, 1964; Wolpe, 
1961; Wolpe and Lazarus, 1964; Wolpe 
and Patterson, 1966). 

Now that you are very relaxed and 
feel very comfortable, I want you to 
imagine this scene as I decribe it to 
you. Put yourself into the scene. (Ther-
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apist describes scene which client has 
mentioned before. It is described in 
very vivid detail using all possible 
senses of sight, sound, smelling, feel
ing, and hearing.) Therapist's voice 
is even low and more soothing. Ex
ample of scene: Imagine yourself ly
ing in a lounge chair on the beach. 
Put yourself there. The sun rays warm 
your skin, but there's a nice ocean 
breeze. It's not too hot; it's very 
pleasant. You can smell the salt air. 
Breathe it into your nostrils. You can 
hear the waves coming in. You look 
up and see the clouds floating lazily 
a long. Three sea gulls are gliding 
through the air. They are snow white 
and seem soft as velvet. They glide 
effortlessly. Now you see a palm tree 
with its branches blowing gently with 
the breeze. You hear the waves again 
with their endless gentle roar. You 
see each white crested wave rolling 
in and spilling itself upon the sands. 
Millions of tiny pebbles follow it back 
out to sea. You put your foot on the 
sand and feel the fine grains of sand. 
You again look up and watch the 
white fluffy clouds floating gently 
along. You feel as light and weight
less as the clouds you are watching. 

Now with your eyes still closed, I 
want you to come out of that scene. 
It was a very pleasant scene and it's 
a shame to leave it, but you can stay 
in the relaxed state. Experience how 
limp and relaxed you feel. 

Now while staying relaxed but open
ing your eyes I will tell you how to 
attain this state of relaxation your
self. We will go through some of the 
"tricks of the trade." First of all, you 
have just proven that you do have 
control over your mind and body. You 
have demonstrated it. (There should 
be carry over here telling the client 
that if he has control over mind and 
body, he also has control over whether 
or not he drinks. This is not said to 
the ' client, however.) Second, you have 
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experienced a state of deep relaxation. 
Tell me how it felt. Did you have 
trouble with any particular part of 
the treatment? Third, while in a re
laxed state, you are not thinking 
about any problems or frustrations 
that we have in our daily life. The 
next trick is to be able to recognize 
when you are getting uptight and 
when you need to pull yourself out 
and relax. You need to recognize the 
tension building and say, "stop." Step 
back and say, "wait a minute" - re
lax yourself. You can then go about 
your business feeling refreshed with
out the tiring burden of tension. 

If you have difficulty at night going 
to sleep, this is an excellent method to 
drop off into a deep restful sleep. You 
will learn to set a mental alarm if 
you only want to relax for a short 
period of time and not float off to 
sleep for the night. 

You have now experienced progres
sive relaxation and learned the basic 
concepts. I will be helping you prac
tice it for the first 30 minutes of each 
therapy session for three more ses
sions. I want you to practice it your
self. Each time it will become easier 
and faster. Soon you will find your
self able to reach a state of peace
ful relaxation by simply thinking and 
saying to yourself r-e-1-a-x. You will 
also find that you do not need piils 
or booze to reach a relaxed state. 
Allow a few minutes of discussion and 
end session. Take vital steps and re
cord them. Make appointment for 
next session. 

Therapy session was repeated for 
the second and third session, but with
out taking vital signs measurements. 
On the fourth session, the therapy 
session and measurements were re
peated. After the fourth session, 
measurements were completed, a self
report inventory was given to the 
client and explained. This report was 
to be turned in to a secretary and the 
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contents were to remain anonymous 
to the counselors. Counselor and 
client made a decision as to whether 
they would continue treatment. 

STEPS IN CONTROL GROUP 

1. Check blood pressure, pulse and 
respiration. 

2. Fill out necessary intake forms. 
3. Allow about 30 minutes ventilation 

period. 
4. Give usual supportive therapy 

(Eclectic Approach to Therapy). 
5. Check blood pressure, pulse and 

respiration at end of session. 
6. Continue therapy for second and 

third times. 
7. On fourth session, check blood pres

sure, pulse and respiration at be
ginning of session. Provide therapy 
session. Check blood pressure, 
pulse and respiration again. 

8. Administer questionnaire to client. 
9. Decide with client what further 

treatment will be provided. 

TRAINING FOR THERAPISTS 

1. The therapists experienced progres
sive relaxation and the basic tech
niques were explained to them in a 
one hour group setting. 

2. A second one hour group session 
was provided. They went through 
the exercises and scene relaxation 
again. While still in the relaxation 
state, the techniques were discus
sed again. 

3. A third group sesion was provided 
in the same manner for one hour 
ending in question and answer ses
sion. The difference was explained 
in group and individual relaxation. 
(The therapists can watch closer 
and go at an individual pace. The 
scenes can also be individualized 
and more vivid. 

4. In an individual session, each in
dividual was provided with a writ
ten step by step demonstration of 
the exercises and scene demonstra-
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tion to insure uniformity of tech
niques. 

5. Each individual experienced pro
gressive relaxation for 30 minutes 
(exercises and scenes). An individ
ual 30 minute question and answer 
session was provided. 

6. Each therapist provided progressive 
relaxation one time on five differ
ent individuals to build up his con
fidence in progressive relaxation. 

7. Each therapist demonstrated (by 
providing relaxation therapy) his 
ability. 

8. Each therapist was instructed in 
taking vital signs. Each practiced 
until he was accurate in taking vital 
signs. He was tested through dem
onstration of this ability to perform. 
A registered nurse taught the tech
niques and insured this ability. 
(This procedure is described in 
more detail in Appendix IV.) 

TRAINING IN TAKING 
VITAL SIGNS 

1. Each therapist was explained the 

procedure for measuring systolic 
and diastoiic blood pressure by a 
registered nurse. Using an Arden 
model sphygmomanometer and a 
Tycos model stethoscope, each 
therapist was instructed to record 
the first audible thump as the sys
tolic reading and the last audible 
thump as the diastolic (Price, 1960). 

2. Each therapist practiced this pro
cedure on five different individuals 
with the registered nurse checking 
for correctness with a second steth
oscope during the same reading. 

3. Each therapist was given instruc
tions for reading the pulse by a 
registered nurse. They were in
structed to use the first and second 
fingers and to obtain a one minute 
reading (Price, 1960). 

4. Each therapist practiced on five in
dividuals with the registered nurse 
checking behind each one to assure 
accuracy. 

Vital Signs Record 

S-Systolic 
D-Diastolic 
P-Pulse 
R-Respiration 
Control Group Experimental Group 
Tails Heads 

Name Age __ Sex __ Weight __ 

FIRST SESSION READINGS 
Pre Treatment s D p -
Post Treatment s D p R 

Second Session (check for attendance only) 
Third Session (check for attendance only) 

FOURTH SESSION READINGS 
Pre Treatment s D p R 
Post Treatment s D p R 

Counselor's Name 

28 FALL, 1976 

f 
r 



ic 
a 

m 
a 

:h 
rd 
·s
ole 
)). 

·o
tls 
ng 
h -

IC-

a 
in
nd 
1te 

in
·se 
ire 

up 

)76 

I 

5. Each therapist was given instruc
tions on obtaining a respiration 
reading by a registered nurse. They 
were instructed to count the num
ber of breaths taken in one min
ute. They were also instructed to 
continue holding the arm as if they 
were still checking the pulse, (Price, 
1960). This would prevent the sub
ject from being aware that the ther
apist was counting the breaths he 

took and would reduce the possi
bility of the subject's consciously 
altering the breathing rate: 

6. Each therapist practiced on five in
dividuals with the registered nurse 
checking for accuracy at the same 
time. 

*Note: All readings were taken on the 
right arm with the subject in a sit
ting position. 

EVALUATION OF THERAPY BY CLIENT 

Control Group Experimental Group 

Tails Heads - ---

(Check one number in each category) 

The Need to Drink 
Before Therapy 1 2 3 4 5 6 7 8 9 10 

(Low) (High) 

After 4 Sessions of Therapy 1 2 3 4 5 6 7 8 9 10 
(Low) (High) 

Value of Therapy You Have Received 1 2 3 4 5 6 7 8 9 10 
(Low) High) 

Degree of Tension 

Before Therapy 1 2 3 4 5 6 7 8 9 10 
(Low) (High) 

After 4 Sessions of Therapy 1 2 3 4 5 6 7 8 9 10 
(Low) (High) 
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(Continued from page 1) 
today announced his concerns about 
statements being made on the report 
"Alcoholism and Treatment" recently 
released nationally by the Rand Corp
oration. 

Of specific and major concern is the 
manner in which the results of this 
report have been isolated and con
strued to suggest that recovered alco
holic people can return to moderate 
drinking with limited risk. 

"It is particularly distressing when 
such statements of research findings 
are widely reported, and these state
ments carry with them the potential 
for affecting so many lives in a nega
tive manner." 

"Until further definite scientific evi
dence exists to the contrary, as Di
rector of the National Institute on Al
cohol Abuse and Alcoholism, charged 
with the leadership responsibility for 
the Alcohol Abuse and Alcoholism pro
gram, I feel that abstinence must con-

(Continued from page 15) 

tinue as the appropriate goal in the 
treatment of alcoholism. Furthermore, 
it would be extremely unwise for a re
covered alcoholic to even try to ex
per-iment with controlled drinking." 

The Rand Study, funded by NIAAA, 
"while valuable, because it raises a 
number of provocative questions, con
cerning the use of alcohol by recov
ered alcoholics, is only a part of the 
continued search for answers to the 
questions surrounding the issue of al
coholism," Dr. Noble said. 

"The Institute is committed to the 
study of all issues related to alcohol 
problems in our search for truth and 
understanding ... irrespective of the 
controversy which may ensue. By the 
same token, it is also crucial that all 
such studies receive widespread criti
cal reviews by the scientific commu
nity before policy is made or changed." 

HEW News Release 
June 23, 1976 
Harry C. Bell / Paul M. Garner 
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cle'rgy and mental health worker attitudes. 
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