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From the Director
Curricula review and development and the dissemination of educational products are among the most important roles 
we have assumed at the Addiction Technology Transfer Center. From our base in the Department of Psychiatry, School 
of Medicine, University of California, San Diego, our Center pursues its mission of building the capacities of health, 
social service, and criminal justice systems in responding to substance use disorders.

The manual in front of you epitomizes how we work. It represents countless hours of dedicated effort by a volunteer 
committee of academics and practitioners led by Dr. Joan Zweben, a highly regarded addictions expert. Dr. Zweben 
convened numerous planning, assessment, development, and review meetings of the Center's Curricula Review and 
Development Committee in the San Francisco Bay Area beginning in 1994. 

Under the committee's auspices in 1995, the Center engaged a curriculum consultant, Peter Manoleas of the School of 
Social Welfare at our sister UC campus in Berkeley. In turn, Mr. Manoleas assembled and evaluated information 
resources from far and wide, bibliographic references, Internet World Wide Web files, and instructional materials from 
actual classroom use. With committee guidance, Mr. Manoleas drafted this reference manual. 

Others provided valuable critique. Participants at the Center's 1996 Faculty Development Retreat looked closely at a 
first draft. Richard Wilson, Dr. Zweben's co-chair for Southern California, held a review meeting in that part of the state. 
A final working group of Dr. Zweben, William Shilley, Angela Stocker, Donna Wapner, Stanley Weisner, and Mr. Wilson 
met twice in Fall 1996 with me, Mr. Manoleas, and my co-director, Tom Colthurst, to bring the document to this stage. 
To them all, I extend my sincere gratitude, and as well to Linda Hillberg and Karin L. Marsolais who labored hard with 
production of this manual.

We recognize that a reference manual for addiction studies, even at an introductory level, is never complete. We 
continue to develop new knowledge and understanding from clinical research and field practice. We anticipate periodic 
updates, hence the loose leaf format. You can help us by offering suggestions for additional content or clarification. 
Contact us at the address printed near the front of this manual.

David A. Deitch, PhD, Director
Addiction Technology Transfer Center

Department of Psychiatry, School of Medicine
University of California, San Diego

February 1997



From the Editor

This manual is offered as a curricular guide and resource for persons teaching introductory courses for addictions counselors at the community college level. The focus is 
on the training of addiction counselors and is clearly not meant to include all workers in the field. Such a curriculum would be a separate endeavor beyond the scope of 
this effort. 

While this manual is structured as a course, it can be utilized in many other settings and formats. The quantity of material in the manual is roughly designed for 44-52 
classroom contact hours, but it is intended that instructors have maximum flexibility in its usage. Thus there are sixteen "topics" contained within the manual, and 
instructors may choose to augment some material, and not use other material.

Since the knowledge base in the field of addictions is ever-expanding, this, and similar documents, will warrant constant revision. The loose-leaf format of the manual 
will permit such periodic updating. Most introductory courses are broad introductions to the field of addictions, and the range of topics chosen for inclusion in this 
manual reflect this fact. 

Training of counselors and therapists generally involve three components: a knowledge base, a value base, and a skill base. As most programs for addiction counselors 
give special attention to skills training, only cursory attention will be given to it for the introductory course. Most attention is focused on the knowledge base, with two 
particular emphases: 1) Inclusion of special discussion questions to encourage development of critical thinking skills, and 2) Acknowledgment of special learning needs 
likely to be present among groups of students taking such an introductory course. 

Attention is also given to the value base necessary for effective work in the addictions field. Some units will therefore require students to confront various aspects of 
themselves and their beliefs. 

Each unit has a uniform format, starting with preliminary comments, learning objectives, supplemental material for the instructor, handouts and overheads, classroom 
exercise options, and further readings and resources. 

Finally, as a great deal of diversity is to be found among both students and instructors in introductory courses of this nature, each topic contains several teaching options 
for the instructor to choose from. A relatively low pressure examination format, like open-book or take-home is recommended for these beginning/returning students, all 
of whom are under the stress of the newness of college, and some of whom are struggling with the challenges of recovery, but instructors are encouraged to adapt the 
presentation of materials to the specific needs of their students. 

Throughout the manual, the standard acronym AOD is used instead of the more cumbersome "alcohol and other drugs." 

Supplemental information is to be found in the material included with each topic. These can be used as handouts, overheads, or for instructor reference. Much of this 
material was taken from several existing AOD curricula. The first of these is a manual entitled, "Project Sage: Substance abuse curriculum for medical students, house 
staff, and physicians in primary care.", prepared by Wei Li Fang, PhD and colleagues at the University of Virginia Health Sciences Center under NIDA Contract 
#ADM 281-88-0008. 

The "Glossary of Alcohol and Drug and Other Terms," was adapted from Guidelines for Alcohol/Drug Studies Programs within Higher Education, prepared by Dick 
Wilson of Saddleback College under a contract with the State of California, Department of Alcohol and Drug Programs. 

All material identified as "CWLA" material was taken from ACT-1, Alcohol and Other Drugs: A Competency-based Training, prepared by Charlotte McCullough, 
Michael Polowy, Jeffrey Zeizel, Madelyn DeWoody, Fran Gutterman, and Meg Brin for the Child Welfare League of America, Washington, DC, 1993, under DHHS 
grant No. 90-CB-009. 

All other material and annotated bibliography in this manual is internally cited. Three prepared curricula from the Center for Substance Abuse Prevention were 
extensively utilized. The first was prepared in collaboration with the National Association of Social Workers, the second with the American Psychological Association, 
and the third with the National Association of Mental Health Counselors. 

Most of the material identified as available from the National Clearinghouse on Alcohol and Drug Information (NCADI) is without cost and can be ordered by calling 
the phone number specified. Much of the material on women's recovery issues was taken from a training manual entitled Getting Sober, Getting Well from the CASPAR 
women's outpatient program in Cambridge, MA.

General direction for this manual was provided by the curriculum review and development committee of the California Addiction Training Center, and much input and 
guidance was provided by committee chair, Joan Zweben, PhD.

Instructors may also wish to obtain the most current directory of California AOD treatment/ recovery personnel certifying bodies published by the California 
Department of Alcohol and Drug Programs. 

Peter Manoleas, LCSW
University of California, Berkeley

School of Social Welfare
January 1997



Text Options
Seven texts are offered as possibilities for the introductory course, and are briefly annotated below. All are appropriate for community 
college level students, and each of them has its particular strengths and limitations.

 Loosening the Grip: A Handbook of Alcohol Information, Fifth edition, by Kinney and Leaton. Mosby, 1995. 
The breadth of this book corresponds to the breadth of the introductory course but, as the title implies, it is alcohol oriented. It is written 
in a very readable style with many thought provoking discussion issues being stimulated by amusing cartoons on the page margins. Each 
chapter concludes with a useful annotated "Resources and Further Reading" section.

 Issues for Today: Drugs, Second edition, by Pinger, Payne, Hahn and Hahn. St. Louis: Mosby, 1995.
This volume takes a broad-brush look at drugs and includes most of the topics needed for the introductory course. It approaches the 
problem more as a social issue and includes "issue" discussion boxes. Instead of a chapter, or chapters on treatment, the authors include a 
chapter on law enforcement. This perspective is a major shortcoming from the standpoint of training addiction counselors.

 Drugs, Society, & Human Behavior, Sixth edition, by Ray and Ksir. St. Louis: Mosby, 1993. 
This is a very user-friendly introductory compendium of alcohol and drug information. It covers the range of physical, psychological, 
social, and political issues required for this course. Some features are especially useful for community college students. There are many 
interesting photos and graphics, as well as stimulating, critical thought oriented side boxes which may be used for discussions. 

 Drugs and Alcohol in Perspective, by Richard Fields. Dubuque, IA: Wm. C. Brown Publishers, 1995. 
This is a down-to-earth text that speaks directly to the reader in terms of the consequences of alcohol and drug use on the individual, 
family, and society. Some chapters include case studies, and the whole text is oriented to counseling, prevention, and intervention. A 
strength of the book is it's perspective on both alcohol and drugs. A weakness is its "one size fits all" approach. 

 Drugs in American Society, Third edition, by Goode, E. New York: McGraw-Hill, 1989.
This text, though somewhat dated, attempts to address both policy and clinical issues. Of particular interest is the third chapter entitled, 
"Theories of Drug Use." The chapters on the various categories of drugs provide useful, albeit somewhat dated, information.

 Essentials of Chemical Dependency Counseling, 2nd ed., by Lawson, Lawson & Rivers. Gaithersburg, MD: Aspen Publications, 1996.
This book is a complete and inclusive volume for use by students enrolled in a course that focuses specifically on counseling. It is 
up-to-date and focuses on knowledge, skills, and the underlying value base. What it does not address, are some of the overview or "macro" 
issues found in most introductory courses. 

 Concepts of Chemical Dependency, Second edition, by Harold Doweiko. Pacific Grove, CA: Brooks/Cole Publishing Co. 
This is a good introductory text which focuses on both alcohol and other drugs. There are chapters devoted to each of the major drug 
categories as well as a variety of conceptual models of addiction. There are overviews of different treatment paradigms and chapters on 
several different "specific populations," though not enough attention is given to the latter.
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Topic One
Orientation and Introduction

This unit is designed to be a general introduction to the field of chemical dependence counseling.
It also offers a place for students to get to know one another as well as any aspects of themselves
which may effect their ability to provide competent counseling services. Supplemental material for
instructors includes the “Addiction Counselor Competencies” by Deitch, et al., of The Addiction
Technology Transfer Center. Handouts/overheads include, “Addiction Counselor Functions,”
“Worker Self-Assessment,” and “Confidence in Clinical Skills Checklist,” “Bias Checklist,” and
“Chemical Dependence Belief Checklist.”

Learning Objectives

• To become familiar with addiction counselor functions and competencies.
• To become familiar with course, institutional, and credential requirements.
• To get to know each other and get comfortable in the classroom setting.
• To explore attitudes and beliefs regarding AOD use/abuse, and understand how these

effect the counseling process.
• To provide an opportunity for students to self-assess their competencies.

Classroom Options

• Classroom Option I
Break the class into dyads. Have each student interview their partner, then have the
partner interview them (about 5 minutes each). Reconvene the whole class and have each
person introduce their partner to the class. When this is completed, the instructor may ask
each person to notice which questions they thought were important as interviewer, and
what personal information was shared as interviewee. What are the important components
of each student's identity? Do they include role components? Ethnic components? Addict,
alcoholic, or codependent?

• Classroom Option II
Have each student introduce themselves with whatever they would care to share about
themselves. Also, have each person talk about their greatest expectation and their greatest
fear concerning the course.
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• Classroom Option III
Have all students complete the items in the handout entitled, “Worker Self-
Inventory of Attitudes and Behavior Regarding AOD Abuse” adapted from
N.A.S.W. which is included with this chapter. Go through the items one by one,
attempting to foster a safe environment in which students are encouraged to share.
Add another item to the inventory, “My own extensive use of AOD may incline me
to be judgmental or impatient with those who continue to use despite having help.”
Write the latter item on the blackboard and ask for volunteers who would like to
respond to it.

• Classroom Option IV
Distribute the “Addiction Counselor Functions” and use the “Addiction Counselor
Competencies” as a guide to facilitate a discussion of the functions. These may
provide a yardstick for students to use in the self-assessment in classroom Option
V.

• Classroom Option V
Reproduce and distribute the “Confidence in Clinical Skills Checklist” included
with this chapter. Have students complete the checklist and share with the class
their learning goals for the course. After hearing these, the instructor may review
which learning goals are appropriate for the course, and indeed for the whole
program.

• Classroom Option VI
Reproduce and distribute the “Bias Checklist,” and/or the “Chemical Dependence
Belief Checklist.” The format of the former is a 1-5, agree-disagree, Likert scale,
and the latter is true-false. Have students complete one or both. Because these lists
reflect important core beliefs about addiction and recovery, and are controversial,
no “correct” answers are provided here. Results should be discussed in class, the
goal being for students to “own” their attitudes and beliefs, and possibly to change
erroneous ones.

Further Reading

“How to Survive in a Chemical Dependency Agency,” Chapter 9 in Essentials of
Chemical Dependency Counseling, Second edition, by Lawson, Lawson & Rivers. Aspen
Publications, 1996.  287-339.

This chapter should be useful to almost all people working  in chemical
dependency settings. Addressed are such topics as burnout, communication issues,
job adjustment, and job selection. Instructors teaching students currently working
in programs may find this particularly useful.
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Becoming Naturally Therapeutic, Revised Edition, by Jacqueline Small. New York:
Bantam Books, 1990.

This book, in lay and humanistic terms, describes the elements of positive helping
relationships. Good reading for instructors and students.

Further Resources

Video: A Challenge to Care. (38 minutes). Available from Vida Health
Communications. Produced by NAACOG, the Organization for
Obstetric, Gynecologic, and Neonatal Nurses.

This video reflects the attitudinal changes of a group of nurses regarding
their chemically dependent, pregnant patients. Pre-natal and neonatal
approaches to mother and baby are demonstrated along with the moral-
ethical-clinical dilemmas of the providers. This video could be used as an
adjunct to classroom option II above.



INTRODUCTION TO ADDICTION STUDIES
Orientation and Introduction

UCSD ATTC 1 - Instructor - page 1 February 1997

Addiction Counselor Competencies

The knowledge, skills, and attitudes within each function that are essential to the competent
practice of addiction treatment and substance abuse counseling.

1. CLINICAL EVALUATION

The systematic approach to screening and assessment.

• • Screening

The process through which the counselor, client, and available significant others determine
the most appropriate initial course of action, given the clients needs, characteristics, and
available resources within the community.

The counselor is able to:

• Establish rapport, including management of crisis situations and determination of
need for additional professional assistance.

 
• Gather data systematically from the client and other available collateral sources,

using screening instruments and other methods that are sensitive to age, culture
and gender. At a minimum, data should include: current and historic substance
use; health, mental health, and substance-related treatment history; mental status;
and current social, environmental, and/or economic constraints on the client's
ability to follow-through successfully with an action plan.

 
• Screen for alcohol and other drug toxicity, withdrawal symptoms, aggression or

danger to others, and potential for self-inflicted harm or suicide.
 

• Help the client identify the role of substance use in his/her current life problems.
 

• Determine the client's readiness for treatment/change and the needs of others
involved in the current situation.

Source: Curriculum Review Committee, California Addiction Training Center. Addiction
Counselor Competencies. September, 1995.
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• Review the treatment options relevant to the client's needs; characteristics, and
goals.

 
• Apply accepted criteria for diagnosis, and the use of modalities on the continuum

of care, in making treatment recommendations.
 

• Construct with the client and others, as appropriate, an initial action plan based on
needs, preferences, and available resources.

 
• Based on an initial action plan, take specific steps to initiate an admission or

referral, and ensure follow-through.

• • Assessment

An ongoing process through which the counselor collaborates with the client, and others, to
gather and interpret information necessary for planning Treatment and evaluating client
progress.

The counselor is able to:

• Select and use comprehensive assessment instruments that are sensitive to age,
gender and culture, and which address:

 
 History of alcohol and other drug use
 Health, mental health, and substance-related treatment history
 History of sexual abuse or other physical, emotional, and verbal abuse, and/or

other significant trauma
 Family issues
 Work history and career issues
 Psychological, emotional, and world-view concerns
 Physical and mental health status
 Acculturation, assimilation, and cultural identification(s) Education and basic

life skills
 Socio-economic characteristics, lifestyle, and current legal status
 Use of community resources
 Behavioral indicators of problems in the domains listed above
 

• Analyze and interpret the data to determine treatment recommendations.
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• Seek appropriate supervision and consultation.

 
• Document assessment findings and treatment recommendations.

2. TREATMENT PLANNING

A collaborative process through which the counselor and client develop desired treatment
outcomes, and identify the strategies to achieve them.

At a minimum, the treatment plan addresses the identified substance- related disorder(s), as
well as issues related to treatment progress, including relationships with family/friends,
employment, education, spirituality, health concerns, and legal needs.

The counselor is able to:

• Obtain and interpret all relevant assessment information.
 

• Explain assessment findings to the client and others potentially involved in
treatment.

 
• Provide the client and significant others with clarification and further information,

as needed.
 

• Examine treatment implications in collaboration with the client and significant
others.

 
• Confirm the readiness of the client and significant others to participate in

treatment.
 

• Prioritize client needs in the order they will be addressed.
 

• Formulate mutually agreed-upon treatment outcomes for each need.
 

• Identify appropriate strategies for each outcome.
 

• Match treatment activities and community resources with prioritized client needs,
in a manner consistent with the client's diagnosis and existing placement criteria.
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• Develop, with the client, a mutually acceptable plan of action, as well as methods

for monitoring and evaluating progress.
• Inform the client of his/her confidentiality rights, program procedures that

safeguard them, and the exceptions imposed by statute.

• Reassess the treatment plan at regular intervals, and/or when indicated by
changing circumstances.

3. REFERRAL

The process of facilitating the client's utilization of available support systems and community
resources to meet needs identified in clinical evaluation and/or treatment planning.

The counselor is able to:

• Establish and maintain professional relations with civic groups, agencies, other
professionals, governmental entities, and the community-at-large in order to
ensure appropriate referrals, identify service gaps, expand community resources,
and help address unmet needs.

 
• Continuously assess and evaluate referral resources to determine their

appropriateness.
 

• Differentiate between situations in which it is most appropriate for the client to
self-refer to a resource, and instances requiring counselor referral.

 
• Arrange referrals to other professionals, agencies, community programs, or other

appropriate resources to meet client needs.
 

• Explain in clear and specific language the necessity for, and process of, referral to
increase the likelihood of client understanding and follow-through.

 
• Exchange relevant information with the agency/professional to whom the referral

is being made, in a manner consistent with confidentiality regulations and
generally accepted professional standards of care.

 
• Evaluate the outcome of the referral.
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4. CASE MANAGEMENT

The administrative, clinical, and evaluative activities that bring the client, treatment services,
community agencies, and other resources together to focus on issues and needs identified in
the treatment plan.

Case management establishes a framework for action to achieve specified goals. It involves
collaboration with the client and significant others, coordination of treatment and referral
services, liaison activities with community resources and managed care systems, and ongoing
evaluation of treatment progress and client needs.

• Implementing The Treatment Plan

The counselor is able to:

• Initiate collaboration with referral sources.
 

• Obtain and interpret all relevant screening, assessment, and initial treatment
planning information.

 
• Confirm the client's eligibility for admission and continued readiness for

treatment/change.
 

• Complete necessary administrative procedures for admission to treatment.
 

• Establish accurate treatment expectations for the client and involved significant
others, including:
 
 Nature of services
 Program goals
 Program procedures
 Rules regarding client conduct
 Schedule of treatment activities
 Costs of treatment
 Factors affecting duration of care
 Client rights and responsibilities
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• Coordinate all treatment activities with services provided to the client by other
resources.

• Consulting

The counselor is able to:

• Summarize the client's background, treatment plan, recovery progress, and
problems inhibiting progress for the purpose of assuring quality of care, gaining
feedback, and planning changes in the course of treatment.

 
• Understand terminology, procedures, and the roles of other disciplines related to

the treatment of addiction.
 

• Contribute as a member of a multi-disciplinary treatment team.
 

• Apply confidentiality-related legal restrictions appropriately.
 

• Demonstrate respect and nonjudgmental attitudes toward the client in all contacts
with other professionals or agencies.

• Continuing Assessment And Treatment Planning

The counselor is able to:

• Maintain ongoing contact with the client, and involved significant others, to
ensure adherence to the treatment plan.

 
• Understand and recognize culturally appropriate stages of change and other signs

of treatment progress.
 

• Assess treatment/recovery progress and, in consultation with the client and
significant others, make appropriate changes to the treatment plan to ensure
progress toward treatment objectives.

 
• Describe and document treatment process, progress, and outcome.

 
• Apply generally accepted measures of treatment outcome.
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• Utilize referral skills, as described in Section 3 (above).

• Conduct continuing care, relapse prevention, and discharge planning with the
client and involved significant others.

 
• Assure the accurate documentation of case management activities throughout the

course of treatment.
 
• Apply placement, continued stay, and discharge criteria for each modality on the

continuum of care.

5. COUNSELING

A collaborative process that facilitates the client's progress toward mutually determined
treatment goals and objectives. Counseling includes individual, couple, family, and group
methods that are sensitive to individual client characteristics and the influence of significant
others, as well as the client's cultural and social context. Competence in counseling is built
upon an understanding and appreciation of, and the ability to use appropriately, the
contributions of various addiction counseling models as they apply to modalities of care for
individuals, groups, families, couples, and intimate dyads.

• Individual Counseling

The counselor is able to:

• Establish a helping relationship with the client characterized by warmth, respect,
genuineness, concreteness and empathy.

 
• Facilitate the client's engagement in the treatment/recovery process.

 
• Work with the client to establish realistic, achievable goals consistent with

achieving and maintaining recovery.
 

• Encourage and reinforce all client actions that are determined to be beneficial in
progressing toward treatment goals.

 
• Work appropriately with the client to recognize and discourage all behaviors

inconsistent with progress toward treatment goals.
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• Recognize how, when, and why to use the client's significant others to enhance or

support the treatment plan.
 
• Promote client knowledge, skills, and attitudes that contribute to a positive

change in substance use behaviors.
 

• Promote client knowledge, skills, and attitudes consistent with the maintenance of
good health (as defined by both the client culture and the treatment culture) and
the prevention of HIV/AIDS, TB, STDs, and other communicable diseases.

 
• Facilitate the development of basic and life skills associated with recovery.

 
• Adapt counseling strategies to the individual characteristics of the client, including

(but not limited to): disability, gender, sexual orientation, developmental level,
acculturation, ethnicity, age, and health status.

 
• Make constructive therapeutic responses when the client's behavior is inconsistent

with stated recovery goals.
 

• Apply crisis management skills.
 

• Mentor the client's identification, selection, and practice of strategies that help
sustain the knowledge, skills, and attitudes needed for maintaining treatment
progress, relapse prevention, and continuing care.

 
• • Group Counseling

The counselor is able to:

• Describe, select, and appropriately use strategies from accepted and culturally
appropriate models for group counseling with addicted or substance abusing
clients.

 
• Perform the actions necessary to start a group, including: determining group type,

purpose, size, and leadership; recruiting and selecting members; establishing group
goals and clarifying behavioral ground rules for participating; identifying
outcomes; and determining criteria and methods for termination or graduation
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from the group.
 

• Facilitate the entry of new members and the transition of exiting members.
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• Facilitate group growth within the established ground rules, and precipitate
movement toward group and individual goals by using methods consistent with
group type.

 
• Understand the concepts of “process” and “content,” and shift the focus of the

group when such an intervention will help the group move toward its goals.
 

• Describe and summarize client behavior within the group for the purpose of
documenting the client's progress and identifying needs/issues that may require
modification of the treatment plan.

 
• • Counseling For Families, Couples, And Intimate Dyads

The counselor is able to:

• Understand the characteristics and dynamics of families, couples, and intimate
dyads affected by addiction.

 
• Be familiar with and appropriately use models of diagnosis and intervention for

families, couples, and intimate dyads, including extended, kinship, or tribal family
structures.

 
• Facilitate the engagement of selected members of the family, couple, or intimate

dyed in the treatment and recovery process.
 

• Help members of the family, couple, or intimate dyed understand the interaction
between their system and addiction.

 
• Help families, couples, and intimate dyads adopt strategies and behaviors that

sustain recovery and maintain healthy relationships.

6. CLIENT, FAMILY, AND COMMUNITY EDUCATION

The process of providing clients, families, significant others, and community groups with
information on risks related to alcohol and other drug use, as well as available prevention,
treatment, and recovery resources.
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The counselor is able to:
 

• Design and provide culturally relevant formal and informal education programs that
raise awareness and support substance abuse prevention and/or the recovery
process.

 
• Describe factors that increase the likelihood that an individual, community, or

group will be at-risk for alcohol and other drug problems.
 

• Sensitize others to issues of cultural identity, ethnic background, age, and gender
role or identity in prevention, treatment, and recovery.

 
• Describe warning signs, symptoms, and the course of addictions.

 
• Describe how addiction affects families and significant/concerned others.

 
• Describe continuum of care resources that are available to significant/concerned

others.
 

• Describe principles and philosophies of prevention, treatment, relapse, and
recovery.

 
• Understand the health and behavioral problems related to the treatment of

addiction, including transmission and prevention of HIV/AIDS, TB, STDs, and
other communicable diseases.

 
• Teach basic life skills such as stress management, relaxation, communication,

assertiveness, and refusal skills.

7. DOCUMENTATION

The recording of the screening and intake process, assessment, and treatment plan, as well as
the preparation of written reports, clinical progress notes, discharge summaries and other
client-related data.

The counselor is able to:

• Demonstrate knowledge of accepted principles of client record management.
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• Protect client rights to privacy and confidentiality in the preparation and handling
of records, especially in relation to the communication of client information with
third parties.

 
• Prepare accurate and concise screening, intake, and assessment reports.

 
• Prepare and record treatment and continuing care plans that are consistent with

agency standards and comply with applicable administrative rules.
 
• Record progress of the client in relation to treatment goals and objectives.

 
• Prepare an accurate, concise, informative, and current discharge summary.

 
• Document the treatment outcome, using accepted methods and instruments.

8. PROFESSIONAL AND ETHICAL RESPONSIBILITIES

The obligations of an addiction counselor to adhere to generally accepted ethical and
behavioral standards of conduct and continuing professional development.

The counselor shall:

• Demonstrate ethical behaviors by adhering to established professional codes of
ethics that define the professional context within which the counselor works, in
order to maintain professional standards and safeguard the client.

 
• Adhere to federal and state laws, and agency regulations, regarding addictions

treatment.
 

• Interpret and apply information from current counseling and addictions research
literature in order to improve client care and enhance professional growth.

 
• Recognize the importance of individual differences by gaining knowledge about

personality, cultures, lifestyles, and other factors influencing client behavior, and
applying this knowledge to practice.

 
• Utilize a range of supervisory options to process personal feelings and concerns

about clients.
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• Conduct culturally appropriate self-evaluations of professional performance,
applying ethical, legal, and professional standards to enhance self-awareness and
performance.

 
• Obtain appropriate continuing professional education.

 
• Assess and participate in regular supervision and consultation sessions.

 
• Develop and utilize strategies to maintain physical and mental health.
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Addiction Counselor Competencies

The basic tasks and responsibilities that constitute the work of an addiction counselor.

1.  Clinical Evaluation

• SCREENING
• ASSESSMENT

2.  Treatment Planning
 
3.  Referral

4.  Case Management

• IMPLEMENTING THE TREATMENT PLAN
• CONSULTING
• CONTINUING ASSESSMENT AND

TREATMENT PLANNING

5. Counseling
• INDIVIDUAL COUNSELING
• GROUP COUNSELING
• COUNSELING FOR FAMILIES, COUPLES,

AND INTIMATE DYADS

6.  Client, Family, and Community Education

7.  Documentation
 
8.  Professional and Ethical Responsibilities

Source: Curriculum Review Committee, California Addiction Training Center. Addiction
Counselor Competencies. September, 1995.
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Worker Self-Inventory Of Attitudes And Behavior
Regarding AOD Abuse

The purpose of this self-inventory is to stimulate self-reflection about personal and professional
attitudes and beliefs that may shape how one works with clients with alcohol and other drug
problems.

For each question, write in the letter of the answer which most accurately conveys your response.
THIS IS FOR YOUR OWN USE AND WILL NOT BE COLLECTED.

A = Agree
B = Neither agree nor disagree
C = Disagree

1. When I picture alcoholics or drug addicts, the images which come to my mind probably
represent stereotypes of gender, race, age, or social class.               

 
2. I have trouble seeing alcoholism and drug dependence as diseases in and of themselves.  I

believe they are symptoms of an underlying psychological condition.             
 
3. Because I have been unsuccessful in working with alcoholic and drug dependent clients, I feel

discouraged even before I start working with a new client who has a history of alcohol/drug
abuse.              

 
4. My education and training involved almost no attention to alcohol/drug issues, leaving me

feeling less than competent in this area.             
 
5. My own limited use of alcohol and other drugs may incline me to be judgmental of those who

become addicted.              
 
6. Growing up in a chemically dependent family may have resulted in patterns of “enabling” or

over involvement on my part when faced with chemically dependent clients.              
 
7. My family believed that getting drunk on weekends was “social” drinking.               
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Worker Self-Inventory  (continued)

8. In my agency, workers who are known to have alcohol or other drug problems have not been
confronted or referred to treatment by their supervisors.            

 
9. Growing up in a chemically dependent family has made it painful for me to work with families

where there is chemical dependency.             
 
10. When I hear of a pregnant woman who is addicted to drugs, I feel for the baby as the victim

and see the woman as the “perpetrator.” I have trouble seeing that the woman is a victim as
well.             

 
11. Because of my own use of alcohol and other drugs, I may sometimes fail to perceive alcohol

and drug problems in my clients.             
 
12. I feel naive about working with clients who have alcohol and other drug problems—I don't

know what questions to ask and I'm not sure I'll understand the answers once I get them.
        

 
13. I have trouble focusing clients on issues they don't initiate or want to talk about--I'm afraid

they'll become angry or I'll lose them. For this reason, I hesitate to ask people about their
alcohol/drug use unless it's part of the presenting problem.             

 
14. I do not feel hopeful that clients with alcohol and other drug problems will recover.             
 
15. I have been manipulated by clients with alcohol and other drug problems in the past.            
 
16. I am not clear about how to distinguish between social use, problem use, and dependence or

addiction in clients using alcohol and other drugs.            

Adapted from: National Association of Social Workers, Social Workers Training Course:
Prevention and Early Intervention of Alcohol and Other Drug Abuse. 1992.



INTRODUCTION TO ADDICTION STUDIES
Orientation and Introduction

UCSD ATTC 1 - Handouts - page 4 February 1997

Confidence In Clinical Skills Checklist

Instructions: On a scale of 1 to 5, rate your confidence in performing the following tasks.  “1”
indicates low confidence and “5” indicates high confidence.

MY CONFIDENCE IN DOING THE FOLLOWING:
    Not              Very
Confident      Confident

Taking an alcohol/drug use history from a client 1 2 3 4 5

Recognizing alcohol and other drug abuse in clients 1 2 3 4 5

Recognizing problems of substance abuse in a client's family
through problems exhibited by a client

1 2 3 4 5

Treating a family member of someone with a drug abuse
problem

1 2 3 4 5

Informing the client of the assessment 1 2 3 4 5

Working with substance abuse professionals 1 2 3 4 5

Knowledge about treatment options 1 2 3 4 5

Making a referral for treatment 1 2 3 4 5

Making a referral to a self-help group 1 2 3 4 5

Providing information about alcohol and other drug abuse to
a client

1 2 3 4 5

Assessing a client's risk for developing a drug abuse problem 1 2 3 4 5

Dealing with a colleague's or friend's possible drinking or
drug problem

1 2 3 4 5

What knowledge and skills do you need to learn in order to be more effective in identifying and
working with clients prone to or affected by alcohol and other drug abuse?

Adapted from: American Mental Health Counselors Association, Mental Health Counselors
Training Course: Alcohol and Other Drug Abuse Prevention. 1992
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Bias Checklist
1 - Strongly Agree
2 - Agree
3 - No Preference
4 - Disagree
5 - Strongly Disagree

Circle the number that coincides with your reaction to the statement.

1. Therapeutic Community Programs often reward heroin abstinence with freedoms which may
include drinking privileges. 1 2 3 4 5

2. Family therapy for alcoholic family systems is most effective in an alcoholism treatment
agency. 1 2 3 4 5

3. The amount of mandated paperwork (forms, documentation, reports, etc.) puts the counselor
further away from the client and is often unnecessary.  1 2 3 4 5

4. Methadone Maintenance is government supported addiction, not treatment. 1 2 3 4 5

5. It should be a hard and fast rule that Adult Children of Alcoholics remain abstinent from drugs
and alcohol during treatment. 1 2 3 4 5

6. All compulsive behaviors displayed by codependents should be treated in alcoholism settings.
1 2 3 4 5

7. By far, the best quality addiction counselors are recovering alcoholics/drug addicts. 1 2 3 4 5

8. Probably the majority of young teenagers would benefit from controlled drinking. 1 2 3 4 5

9. It is a known fact that no alcoholic/addict will recover unless s/he wants recovery. 1 2 3 4 5

10. The use of confrontation works best on mandated clients.  1 2 3 4 5

Adapted from: New York State Office of Alcoholism and Substance Abuse Services, Addiction
Counselor Ethics, Trainer's Manual.
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Chemical Dependence Belief Checklist

(True or False)

1. All drug dependence (both overuse and addiction) is a disease process.
 
2. Working with a client who is actively using drugs is “enabling”
 
3. If a client does not think of his or her drug use as an out-of-control disease, he or she is in

denial.
 
4. If a client does admit to having a “disease,” a Twelve-Step program is the only concrete

long-lasting solution.
 
5. Psychotherapy is ineffective.
 
6. Psychotherapy is necessary to effect long-term recovery.
 
7. Medical intervention in the form of medication is destructive or impedes recovery.
 
8. The only real, cost-effective help lies in a medicopharmacological response.
 
9. Drug-dependent people most likely have substance-dependent parents.
 
10. The Therapeutic Community approach is the only long-lasting rehabilitation that is drug free.
 
11. Therapeutic Community approaches work with only a small segment of the drug using

population.
 
12. Regardless of original drug use patterns, all “recovering” people must abstain from any drug

use (e.g., alcohol, medications) for the rest of their lives.

Adapted from: Deitch, D.A. & Carleton, S.A., Education and Training of Clinical Personnel,
Chapter 73 in: Lowinson, Ruiz, Millman, and Langrod, Substance Abuse: A Comprehensive
Textbook. Baltimore: Williams & Wilkins. 1992.
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Topic Two
Prevalence and Costs of AOD Related Problems, Policy

Issues, Historical Considerations

This unit is designed to serve a variety of purposes, depending upon particular course objectives
and instructor preferences. Generally speaking, it is the place to cover the extent to which AOD
problems have affected individuals, families, and society in general, or, the "macro" view.
Invariably, pedagogical methods will combine a variety of descriptive approaches, as in the
examination of prevalence data, and critical discussion of policy issues. Kinney & Leaton, Chapter
1, focuses on alcohol, and provides a good historical overview of use, abuse, and policy
development. Ray & Ksir, Chapters 1, 2, & 3, (or Pinger, Payne, Hahn & Hahn, Chapter 1)
provide the same material for other drugs. Included later in this topic are two sets of supplemental
material which can be used wholly or in part as lecture material, or reproduced for student
handouts. The first, entitled "Prevalence of AODA," was produced by the American
Psychological Association and looks at prevalence issues from both life cycle and setting
approaches. The second set of material was taken from the Internet and was compiled by Clifford
Schaffer entitled, "Basic Facts about the War on Drugs." Schaffer poses seventeen "hot button"
questions relating to current U.S. drug policy, and provides information relating to these
questions. All sources are internally cited.

Learning Objectives

• For students to become familiar with the major sources of AOD epidemiological data, and
have some sense of "the extent of the problem.”

• To expose students to some of the major controversial issues in AOD policy and learn to
think critically about them.

• To introduce brief histories of use/abuse of each of the major drugs and trace the
evolution of the current policy regarding that drug.

Classroom Options

• Classroom Option I
Assign half the class to familiarize themselves with the Schaffer material included with this
topic, and the other half with the De Leon article, also included.  Structure an in-class
debate centering on the issues of legalization/ decriminalization, and the “Gateway Drug”
concept.  The purpose of this exercise is for students to gain familiarity with the
complexities of the topics being debated, so the instructor should facilitate the debate in
such a way that a simplistic/reductionistic approach to these complex issues is not taken.
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• Classroom Option II
Distribute the APA material entitled "Prevalence of AODA" to all students. Break the
class into at least three groups, assigning each group a stage in the life cycle, or a
particular  AOD related problem. Give them 20 minutes to discuss it, then reconvene the
whole class and have each group report on their topic.

• Classroom Option III
Distribute, or make an overhead of “Medicaid Hospital Costs Related to Substance
Abuse.” Make sure the class understands this is the national version of Medi-Cal. Discuss
these costs noting that 73% of these costs go to Medi-Cal diseases related to AOD use,
while only 18.7% goes to direct treatment of substance abuse. Also note that an average
of 8.1 additional hospital days was required due to the complications of AOD.

• Classroom Option IV
Use the historical material provided for the various categories of drugs to examine the
current policy regarding that particular drug. Ask for student comment on the rationality
of the policy.

Online Resources – Historical Perspectives

• Excerpts from Gregory A. Austin's Perspectives on the History of
Psychoactive Substance Use made available by the Drug Dependence
Research Center at the Langley Porter Psychiatric Institute, University of
California, San Francisco.

http://itsa.ucsf.edu/~ddrc/drugmain.html

• The Alcohol and Temperance History Group is an organization of historians,
anthropologists, epidemiologists, sociologists, and other scholars and
scientists in North America and abroad who share a common interest in the
social history of alcohol.  See, for example, selected documents on American
Prohibition.

http://www.cohums.ohio-state.edu/history/projects/prohibition/default.htm
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Online Resources -- Prevalence

• For those instructors desiring the most up-to-date epidemiological AOD data,
the Community Epidemiological Workgroup of NIDA meets twice yearly to
update data from cities and states using coroners’ data, treatment data,
ethnographic reports, and other sources. Their most recent reports can be
obtained from NIDA’s Division of Epidemiology and Prevention Research:

 
 http://www.nida.nih.gov/DEPR/DEPRHome.html

 
• The National Household Survey on Drug Abuse (NHSDA) reports on the

prevalence, patterns and consequences of drug and alcohol use and abuse in
 the general U.S. civilian non-institutionalized population age 12 and over.

Data are collected on the use of illicit drugs, the non-medical use of licit
drugs, and use of alcohol and tobacco products. The survey is conducted
annually and is designed to produce drug and alcohol use incidence and
prevalence estimates.  Data are also collected periodically on special topics of
interest such as criminal behavior, treatment, mental health and attitudes about
drugs:

 http://www.samhsa.gov/oas/nhsda/
 http://www.health.org/pubs/95hhs/ar18txt.htm

 
• SAMHSA's Substance Abuse and Mental Health Statistics Sourcebook

combines the latest available data from a variety of data systems to present a
comprehensive and objective overview of substance abuse, mental illness, and
co-occurring disorders in the United States. It provides both statistics and
graphics to characterize the current extent, costs, impact, and treatment of the
addictive and mental illnesses. The statistics are primarily from SAMHSA's
national surveys. When such national surveys are not available, we present
information from special reports and journal articles. The document is
organized to answer the types of questions SAMHSA receives from a variety
of interests. These include policy makers, program planners, researchers,
educators, speakers, and the general public:

ftp://ftp.samhsa.gov/pub/sourcebook/
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Sources Of Data

The National Institute on Drug Abuse (NIDA) funds surveys to collect data about the extent of
drug use and trends in the United States. Three major surveys are the National Household Survey,
the National High School Senior Survey, and the Drug Abuse Warning Network (DAWN).

National Household Survey

The National Household Survey reports the nature and extent of drug abuse among the American
household population ages 12 and over. The 1988 survey indicates that over 21 million
Americans have tried cocaine at least once and, of these, approximately 8 million had used
cocaine at Mast once during the past year. The number of current cocaine users (use at least
once in the past month) decreased from 5.8 million in 1985 to 2.9 million in 1988. While overall
use of cocaine decreased significantly since the survey was last conducted in 1985, there was an
increase among frequent users of cocaine. Weekly use increased from 647,000 in 1985 to 862,000
in 1988, which suggests continued severe problems with frequent users of cocaine. The survey
also indicates that the highest rates of cocaine use severe among young adults aged 18-25 and the
unemployed. Among 20 40-year-olds, use by the unemployed is double that of the employed.
Large metropolitan areas also had high rates of cocaine use, as did the western United States.

National High School Senior Survey

Beginning in 1975, over 16,000 high school seniors nationwide have been surveyed yearly to
determine drug use and attitudes. The most recent data from this survey show that for the first
time since 1981, the percent of high school seniors reporting use of cocaine declined. Past year
use dropped significantly between 1987 and 1988, from 10.3 percent to 7.9 percent, and past
month use dropped from 4.3 percent to 3.4 percent. The prevalence levels of crack use by seniors
have been collected since 1987. The percentage of cocaine users who reported crack use in 1988
was 4.8 percent for lifetime use and 1.6 percent of the seniors used crack in the month prior to the
survey. Given that cocaine is readily available and affordable, the decreases suggest that high
school seniors are hearing the messages about cocaine's dangers and are avoiding its use.

Follow up surveys of selected high school graduates indicate the annual prevalence rate for
college students decreased from 17 percent to 10 percent between 1986 and 1988. Cocaine use
also decreased among those aged 19 to 28 who had graduated high school - from 20 percent in
1986 to 14 percent in 1988.
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Sources Of Data  (continued)

Emergency Room and Medical Examiner Mentions

NlDA's Drug Abuse Warning Network (DAWN) collects data on all types of drug abuse
morbidity and mortality through reports from selected hospital emergency rooms and medical
examiners in 27 major metropolitan areas. Data from the DAWN system continue to show
increases in adverse health consequences associated with the use of cocaine. Over the past S
years, the number of hospital emergencies associated with cocaine use increased from 8,831 in
1984 to 46,020 in 1988. Over this same period, smoking cocaine has become a frequent route of
administration, with 549 (6 percent of total cocaine mentions) patients smoking cocaine in 1984
increasing to 15,306 (33 percent of total cocaine mentions) patients smoking cocaine in 1988.

The majority of DAWN patients seek emergency room treatment because of drug overdose. By
contrast, the majority of cocaine users who sought emergency room treatment experienced
unexpected reaction (25 percent), detoxification (26 percent), and chronic effects (22 percent).
Only 13 percent sought treatment because of overdose. Among cocaine emergency room
episodes, 67 percent were male, 27 percent were White, 57 percent were Black, 9 percent were
Hispanic, and 48 percent were 20 to 29 years old.

The number of cocaine-related deaths more than tripled, from 628 deaths in 1984 to 2,234 deaths
in 1988. Cocaine was the substance most frequently mentioned in drug abuse-related deaths in
1988. Among cocaine-related deaths, 80 percent were male, 34 percent were White, 41 percent
were Black, and 16 percent were Hispanic, and the majority of decedents were 20 to 39 years old.

Adapted from: American Mental Health Counselors Association, Mental Health Counselors
Training Course: Alcohol and Other Drug Abuse Prevention. 1992.
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Prevalence Of AOD

I. AODA Among Groups

A. Prevalence – Drug Abuse and Pregnancy

1. Fifteen percent of women of childbearing age are current substance abusers. In
real numbers, 34 million consume alcoholic beverages, 18 million smoke
cigarettes, 6 million use illicit drugs, and 44 percent of that 6 million have used
marijuana, which is particularly toxic to the fetus.

2. A 1988 survey conducted by the National Association for Perinatal Addiction
Research and Education (NAPARE) estimated that each year as many as 375,000
infants may be affected by their mothers' drug use.

3. Chasnoff et al., at Northwestern University Perinatal Center for Chemical
Dependence, found that cocaine-dependent women are four times as likely to
suffer premature separation of placenta. This risk can be reduced with
discontinuation of cocaine early in pregnancy.

B.  Prevalence – Teens

1. 1989 NIDA High School Senior Survey

a. 51 percent of all American high school seniors have used illegal drugs

b. 90 percent of the seniors surveyed report they have tried alcohol

c. 17 percent of seniors are current users of marijuana

2. Alcohol and Other Drug Use

a. First use: 12-14 years old

b. Alcohol use by age 18:  92 percent
__________
* Prevalence statistics are subject to interpretation by gender, combined usage patterns, and
extent of use over a lifetime

Prevalence Of AOD  (continued)
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c. Lifetime use of illicit drugs: 50 percent

d. Any experience with cocaine: 10.3 percent

C. Prevalence – Elderly

1. Only 11 percent of the population is elderly, but they use 35 percent of all
prescription and nonprescription drugs.

2. Of the approximately 250 million U.S. citizens, 29 million are over age 65. The
majority of these people (56 percent of men and 77 percent of women) are
described either as abstaining from alcohol and nonmedical drug use, or as very
infrequent in such use (i.e., use less than once a year [Morse, 1988]).

3. A number of factors are seen as contributing to this; as a group, there is less
lifetime use of alcohol and drugs among today's elderly because of the social
norms that dominated the era in which they were reared. This lower lifetime
prevalence is further reinforced by the universal phenomenon of alcohol and drug
use declining with age.

4. On the other hand, the elderly are the segment of the population with the highest
use of over-the-counter (OTC) and prescription drugs (40 percent use at least one
OTC drug daily, while 80 percent use a prescription drug daily [Abrams, 19871).
This level of drug use, particularly when combined with even moderate alcohol
use, contributes to drug use problems that are distinctive among the elderly.
Further, the problems are sufficiently different from those experienced by other
segments of the population to often go undetected or unrecognized.

II. AODA in Various Settings

A. Hospital settings – It is estimated that 25 percent-50 percent of the general hospital
population has AODA problems.

B. Residential settings – There are little valid data on these settings.
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Prevalence Of AOD  (continued)

C. Occupational settings

1.  CEOs – 10 percent have alcohol problems
 
2.  70 percent of drug users are employed
 
3.  3.46 percent of persons entering the workplace have used illegal drugs
 
4.  44 percent of the persons entering the work force have used drugs at least once

within one year of starting their job
 
5.  In 1985, 69 percent of callers to a cocaine hotline said they regularly worked under

the influence of cocaine
 
6.  10-23 percent used dangerous drugs on the job; most combined alcohol and drugs

D. Schools – Data available are subject to interpretation by reporting variances.

E. Organizations do have positions on impaired practice, i.e., ANA Code. This document
relates to ethical obligations of the nurse to other professionals, nurses, and the
consumer; implies an obligation to seek treatment, and assessing the nurse who is
chemically dependent. NNSA and DANA also have statements. ANA estimates that
6-8 percent nurses have substance abuse problems.
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Prevalence Of AOD  (continued)

III. National Trends

A. 1988 National Household Survey (8,000 randomly selected respondents 12 years of
age and older)

1. The most striking finding of the 1988 survey was the continued upsurge in use of
cocaine in every area of the U.S.

2. Between 1985-1988: Prevalence rates for any illicit drug decreased from 12
percent to 7 percent; alcohol prevalence, 59 percent to 53 percent; and cigarettes,
32 percent to 29 percent.

B. Family Center of Jefferson Medical College of Thomas Jefferson University reports that
in 1985, 7 percent of women had cocaine in their urine; in 1989. 58 percent tested
positive.

IV. Trends in Knowledge and Attitudes Among Americans

A. In 1986, NIDA conducted a survey among 1001 Americans 18 years and older.
Ninety-eight percent of those sampled considered drug abuse an impact problem.

B. In that same survey perceptions of risks of use by respondents 18 years and older are as
follows.

1. Marijuana: 49 percent—great risk with occasional use; 73 percent—great risk
with regular use

2. Cocaine: 68 percent—great risk with occasional use; 92 percent—great risk with
regular use

3. Crack: 90 percent—dangerous with any use.

Source: U.S. Office for Substance Abuse Prevention, 1992.
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Impact Of AOD

I. AODA effects through the lifespan. Approximately 18 million Americans have a
serious drinking problem.

A. Maternal and neonatal complications

1. New research shows that maternal use of alcohol and drugs can have a
devastating effect on the developing fetus. These problems arise from the
pharmacologic impact of alcohol and drugs (particularly heroine and “crack”
cocaine) as well as from the contaminants and modes of administration associated
with illicit drugs.

2. During the first trimester, effects are primarily teratogenic. Later in the pregnancy,
developmental delays and complications associated with high-risk deliveries are
common.

3. Unlike drug epidemics of the 1960s and 1970s, which primarily involved men, the
drug epidemic currently has affected many women of childbearing age. The
consequences to their children are of major concern.

4. Complications of transmission of AIDS contracted through injection drug use
Wofsy, 1987). Data suggest that the rate of perinatal transmission from an HIV
infected mother to her newborn is 25-60 percent.

B. Youth and adolescents

1. While cases of alcohol and other drug (AOD) problems have been reported in
younger children, the average age of first use seems to predominate in the 12-14
year old age group. The long-term and continuing studies by the Alcohol, Drug
Abuse, and Mental Health Administration (ADAMHA) show alcohol intoxication
by as many as 3 percent of 8 year olds. By the end of high school, over 92 percent
of students have tried alcohol.  Approximately 64 percent use it on a regular basis
with up to 5 percent drinking daily.
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Impact Of AOD  (continued)

2. The National institute on Drug Abuse High School Senior Survey provides data
to evaluate the magnitude of the problem. The data comes from 17,000 seniors
surveyed from 133 public and private schools graduating in the class of 1989.
Lifetime prevalence use of any illicit drug was reported at 50.9 percent. Any
experience with cocaine was reported by 10.3 percent of those surveyed. Steroids
were reported to have been used by 3 percent of the responders. Daily cigarette
smoking was reported by 19 percent of the seniors surveyed. Use of PCP within
the last year was shown to be 2.4 percent. Use of marijuana within the past 30
days was reported by 17 percent of the seniors. Consuming alcoholic beverages
within the past 30 days was reported by 60 percent of the seniors; heavy drinking
of five or more drinks in a row was reported by 33 percent.

3. A high correlation exists between teenage AOD use and trauma, such as
automobile homicides, and suicides.

4. Many factors affect AOD use by youth. These factors include: cost, availability,
acceptability by peers and peer pressure, perception of harm, and social
constraints.

C. Elderly

1. A normal part of the aging process is significant changes in drug metabolism, with
resulting increased sensitivity to lower levels of drugs, a greater potential for drug
interactions, and a higher risk of toxicity. (This applies equally to prescribed
medications, over-the-counter drugs, and alcohol.) Thus, a moderate,
nonproblematic level of use may, with age, become excessive and problematic.

2. Knowledge of these metabolic changes makes it easier to understand why the
elderly person is more susceptible both to toxic effects and to interactions of
drugs and alcohol. However, these can be difficult to detect. Because of slower
drug metabolism, interactions with alcohol may occur some days after the most
recent consumption of a psychoactive drug, thus making cause and effect less
evident. Most clinicians are well aware of the sedation caused by the interaction of
alcohol with hypnotics, sedatives, antidepressants, antihistamines, and the various
antianxiety medications or mind tranquilizers. It is less well known, however, that
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a contributing mechanism to this interaction is the metabolism-inhibiting effect of
alcohol, which results in increased blood levels of several drugs, such as
diazepam, amitriptyline, and the barbiturates.

3. The reverse interaction may be a diagnostic clue to alcoholism. The pattern of
regular addictive drinking eventually increases the metabolic rate in the liver,
which speeds the metabolism not only of alcohol but also of drugs such as
barbiturates, meprobamate, and some benzodiazepines. Thus, a patient's report of
the ineffectiveness of a hypnotic drug prescribed in therapeutic doses for insomnia
may indicate cross tolerance and the need for investigation of the patient's alcohol
use.

4. Alcohol, the benzodiazopines, and several other classes of drugs may induce
depression in the elderly patient. Withdrawal of the offending agent can be a
simple and effective remedy for certain depressions. Because elderly persons often
are reluctant to seek or receive help for a problem involving alcohol or drugs, a
family member often makes the first contact with clinical staff. The family's views
of the situation--their ideas and fears--need to be aired. Whatever the problem,
there is a good chance that the situation can be improved. The elderly are, after
all, those of their age cohort who have survived, and thus have demonstrated
significant physical and psychological strengths.

II. Mortality directly or indirectly associated with AODA

A. Annual deaths due to alcohol number about 105,000.

B. 50 percent of all auto fatalities are due to driving while intoxicated crashes; 23,352 in
1988.

C. 50 percent of all homicides, accidents, and burns are substance abuse related.

D. Alcohol-related mortality

1. 45 percent of all teenage automobile deaths

2. 30 percent of all teenage homicides

3. 20 percent of all teenage suicides.
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Impact Of AOD  (continued)

E. DAWN (Drug Abuse Warning Network) - Administered by NIDA, compiles data on
drug related visits to hospital emergency rooms and medical examiners' reports of
drug-related deaths. Like the Household Survey, recent DAWN data continue lo show
increasing levels of morbidity and mortality associated with use of cocaine.

F. Impact on neonates--morbidity and mortality

1. SIDS incidence

2. 17 percent – among cocaine users

3. 1.6 percent – general population

4.  4 percent – among methadone maintained mother

G. Marijuana found in blood of accident victims--A study recently examined 1,023 trauma
patients admitted to the shock trauma unit at the Maryland Institute for Emergency
Medical Services in Baltimore. This unit received only the most seriously injured
accident victims directly from the scene of the injury. This study found that one-third of
all admitted patients had detectable levels of marijuana in their blood, indicating use of
marijuana within 2 to 4 hours prior to admission to the unit. The study also found that
4 of every 10 persons 30 years of age or younger were under the influence of marijuana
at the time of the accident.

III. Patterns and Systems

A. Individual growth and development

1. Main effects on developmental norms

a. Babies have visual, auditory, and motor disturbances.

b. Drug-abusing lifestyle, particularly heroin, depresses the body's ability to
withstand infection.
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Impact Of AOD  (continued)

2. Impact on individuals

a. Children of alcoholics or addicts are at an increased risk for developmental
problems and learning disabilities.

b. 43 percent of cocaine-exposed infants were termed high risk for motor
developmental dysfunction.

c. 72 percent of drug-free infants were in the “no risk” category.

d. Children at ages 2-5 born to methadone-maintained woman seem to be
comparable in intelligence but are at increased risk of learning disabilities,
and delayed motor, speech, and language development.

3. Impact on teenagers

a. AIDS and IVDU San Francisco Study

b. A study of 222 Black teenage users of crack and other drugs revealed the
following statistics:

· 96 percent of them were sexually active
· 50 percent described combining crack use with sexual activity
· 77 percent did not use a condom the last time they had sex

c. A study of sexually active adolescents in Massachusetts reported that teens
who used condoms during sex tended to use them less often following use of
alcohol and marijuana.

B. Structure and function of families and other relationships (Main effects are on
functional norms)

1. The presence of an alcoholic family member approximately doubles the risk that a
male child will later abuse alcohol or drugs.
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Impact Of AOD  (continued)

2. Children whose friends or brothers and sisters use alcohol or drugs are much more
likely to use them than those whose peers do not.

3. Antisocial behavior during early adolescence--including school misbehavior, a low
sense of social responsibility, fighting, and other types of aggression--is more
common among adolescents who abuse alcohol and drugs than among those who
do not.

4. Impact on family

a. Repeated exposure of children to family substance abuse has long-term
effects associated with juvenile delinquency, school drop-outs, runaways,
and adolescent pregnancy.

b. Children of alcoholics or addicts are at increased risk for abuse and neglect.

c. Typically, families find themselves increasingly isolated; social invitations
decrease, secrecy is the norm. Increasing isolation engenders
disproportionate reactions to each other.

d. Tension-relieving responses in spouses

· Quarreling
· Nagging
· Berating
· Retreating into silence.

e. Tension-relieving responses in children
· Hyperactivity
· Perfectionism
· Assumption of adult roles
· Learning difficulties
· Behavior problems

f. Stress-related disorders in family members
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Impact Of AOD  (continued)

C. Social Systems

1. Alcohol is involved in 47 percent of industrial accidents.

2. Of all hospitalized patients, approximately 25 percent have alcohol-related
problems.

3. Experts estimate that at least 10 percent of senior executives have alcohol
problems.

4.  Adults using marijuana heavily fail to confront problems – A series of in-depth
case studies by a research team at the Center for Psychosocial Studies in New
York City found that adults who smoked marijuana daily believed it helped them
function better, improving self-awareness and relationships with others. In reality,
the drug served as a buffer, enabling users to tolerate problems, rather than make
changes that might increase their satisfaction with life. The study indicated that
these subjects used marijuana to avoid dealing with their difficulties and the
avoidance inevitably made their problems worse. The most striking observation is
the discrepancy between what study participants say and what is actually going
on. Although users believed the drug enhanced self-understanding, it actually
served as a barrier against self-awareness.

5. Impact in workplace – Studies have shown employees who regularly use drugs
have:
· 10 times greater absenteeism
· 3 times greater accident rate
· 30 percent lower productivity
· 5 times greater workers compensation costs
· 3 times higher health insurance costs than other employees
· Majority of illicit drug users are employed.

6. Impact among populations – The 15 to 24 year old age group is dying at a faster
rate because of accidents, homicides, and suicides. Many of the incidents are
related to alcohol and drug use.
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D. Economic costs to society

1. $150 billion are spent annually for alcohol and drugs combined.

2. U.S. Chamber of Commerce estimates $110 billion for illegal drug sales.

3. Treatment program may cost $8,500. DuPont benefits pay for two inpatient stays
of up to 45 days, as long as they are a year apart.

4. Total costs of alcoholism to society are estimated at $85.8 billion annually.

5. The total costs of other drug problems are estimated to amount to an additional
$44 billion.

6. That is $114 billion – $114 million each year. Over 10 years, this amounts to over
$1 trillion dollars.

7. Cost of drug testing

a. In 1987, 10 percent of major companies used urinalysis for preemployment
screening.

b. In 1990, 25 percent of companies reported using urinalysis for
preemployment screening for cause randomly.

8. Despite what we are already spending, six out of seven Americans who seek
treatment for substance abuse and addictions are denied help because of the lack
of affordable treatment, adequately trained personnel, and available facilities.

E.  Global Implications – Drugs are a major preoccupation of American foreign policy.

Source: U.S. Office for Substance Abuse Prevention, 1992
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Some Problems with the Anti-Prohibitionist
Position on Legalization of Drugs

George De Leon, PhD

ABSTRACT. The pro-legal legal position has mounted cogent arguments to support conclusions
that the existing prohibition policy has failed and that legalization, while not a solution to the drug
use problem, will effectively eliminate drug related crime. The premise of this article is that a
legalization policy is wrong in that the basic assumptions underlying the anti-prohibitionist
position are flawed. Prohibition has operated in a social vacuum. It has been an isolated effort
substituting for an integrated and well coordinated approach which includes prevention, treatment
as well as enforcement and supported by an educated public resolve against illicit drugs.

Legalization of drugs is being reconsidered as an alternative to current and past drug policy.
Proponents of the pro-legal position or its variants, decriminalization and regulation, have
mounted cogent arguments to support a basic conclusion that the existing prohibition policy has
failed. There have been no deterrent effects of enforcement on crime or drug use, both of which
have sharply elevated in the last 20 years. A fractional amount of the illegally imported drugs are
intercepted; drug related crime is unabated in sales, possession, and particularly victim directed
and violent crime that threatens innocent others; the courts and prisons are overwhelmed with
drug-sentenced criminals; numbers of law abiding citizens are criminalized by the purchase,
possession or private use of drugs; civil rights are violated or abused in the enforcement process.
Legalization of drug use, while not offered as a solution to the drug use problem, will reduce the
extensive crime associated with illegal drugs.

The premise of this article is that a legalization policy is wrong, and that the basic assumptions
underlying the anti-prohibitionist position are flawed. The impact of legalization in terms of drug
use, drug dangers, reduction in crime, and the general social welfare has not been sufficiently
considered.

George De Leon is Director, Center for Therapeutic Community Research (CTCR), 11 Beech
Street, New York, NY 10013, and Research Associate Professor, Department of Psychiatry, New
York University School of Medicine, New York, NY.

Journal of Addictive Diseases, Vol. 13(2) 1994
 1994 by The Haworth Press, Inc. All rights reserved.

Prohibition has operated in a social vacuum. It has been an isolated effort substituting for an
integrated and well coordinated approach that includes prevention, treatment as well as
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enforcement, and one supported by an educated public resolve against illicit drugs. An authentic
social policy should reflect a social consensus concerning the behavior it will not tolerate, which is
the bedrock for implementing enforcement strategies. Thus, an effective prohibitionist policy has
not been implemented or tested within the context of a broader social policy concerning drug use.

Some Caveats: This paper focuses on the problems with the anti-prohibitionist position.
Although briefly noted, other important matters related to the legalization debate are more fully
addressed in writings that are in preparation. These include distinctions in the form of legalization
such as regulation, restriction, decriminalization, issues of implementation of legalization
proposals, and details of alternative policies.

The initial section of the paper presents the arguments of the pro-legal position centering on
four themes, the impact of legalization on crime reduction, drug use, drug dangers, and public
health policy. Though interrelated, key arguments for each theme and their rejoinders are
separately addressed in a point by point format. Section two briefly reviews broader issues for
policy considerations.

THE MAIN THEMES*

Legalization and Crime

This theme reflects the principal rationale for a legalization policy. It asserts that prohibition
laws in themselves have created the drug crime problem, and legalization would therefore end the
problem. Addict-committed street crimes would be "reduced and organized criminal involvement
in drugs would be eliminated.

The Argument: The prohibitionist policy has been the major cause of drug related crime.
Support for this proposition is cited in the American experience with opiate and alcohol
prohibition. The Harrison Act of 1914 and subsequent laws resulted in prohibition of the
production and importation of narcotics and cocaine. The alcohol prohibition laws created a
violent illegal alcohol crime business, and the marijuana use tax of 1937 essentially criminalized
that drug.
The Response: The contemporary drug crime problem reflects the enculturation of drug use in
our society defined as the wider cafeteria of substances in use (legal and illegal). the earlier age

 *The main anti-prohibitionist arguments addressed are summarized primarily from
Nadelmann.1.2

of first use of drugs, and the pervasive use of drugs at all socioeconomic levels of the society.
Rather than prohibition laws, the increase in drug use and crime are better understood in terms
of profound changes in social attitudes and behavior. The prohibition laws were a direct
consequence of increasing trends in use and importation of legal opiates (and cocaine). They have
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remained essentially unchanged for 60 years. Although they criminalized sales and use, it is too
difficult to extract the unique contribution of these early laws to the large scale drug crime
problem which emerged some four decades later.

The rapid rise of the contemporary crime drug industry reflects complex changes in social
attitudes, values and behaviors associated with a mass consumer market for drugs. It is not the
laws on the books or the enforcement of these laws that have increased crime. It is the demand for
drugs themselves.

The Argument: A legalization policy will reduce drug related street crime. This is the
principal claim of the pro-legal proposition. Addict committed street crimes will decrease since
drugs will be available and cheap, so that crimes committed to get money for drugs will be
unnecessary. Support for this assertion is the documented correlation between street crime and
drug abuse.

The Response: A correlation between crime and drug use is indisputable. However, a cause
and effect relationship between drug use and addict street crime is complex. Both appear to
reflect the nature of the drug abuse disorder and the variety of addicts. Addict street crime does
increase three to five fold during periods of active addiction, and money for drugs is a frequently
cited reason for increased criminal engagements.3-6 Nevertheless, the extent to which the legal
availability or price of drugs will actually reduce street crime is not easily estimated. This can be
illustrated in what is known about subgroup differences among addicts as well as treatment issues.

Addict Subgroups: There are different subgroups of addicts who commit crimes for different
reasons.7-8 A relatively small proportion of street addicts is responsible for a disproportionate
number of drug related crimes and arrests. Most are disaffiliated from the mainstream, and many
are from the inner city minorities. This group is not in regular treatment and their criminal activity
and drug use are more expressive of chronic antisocial behavior and attitudes. Money for drug use
is often an excuse rather than a primary cause of their criminal activity.8 And, there is little
likelihood that legally available drugs will significantly reduce their street crime.

For a second, larger group, the criminal activity is more directly related to the accessibility and
high costs of illicit drugs. Legally available drugs would reduce their street crimes as in the case of
addicts who receive legal methadone treatment and eliminate their criminal activity. However, in a
third subgroup of street addicts legally available drugs would foster an illegal diversion market as
it does now for some addicts in methadone and drug free outpatient treatment.
Street Crime and Treatment: For a number of addicts legally available drugs would paradoxically
impede entry into long-term rehabilitation programs or utilization of treatment in general. For
example, reductions in drug use and crime are dramatic when addicts are in rehabilitative
treatment settings.3,9-12 Unfortunately, however, the majority of drug abusers do not seek or
remain in regular treatment, and hence are at risk to commit crimes. This reflects the nature of the
drug abuse disorder and the characteristics of addicts rather than the costs of drugs per se.
Ironically, the rare times when significant numbers of drug abusers have sought and remained in
treatment were usually when drugs were costly, unavailable and when legal pressure made the
option for treatment a more attractive alternative than jail or being on the street without drugs.
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The Argument: Legalization will take the profit out of drugs and drive organized crime out of
the illegal drug traffic industry. Support for this argument is cited in the alcohol prohibition
precedent. Organized crime entered the illegal alcohol business as a direct result of prohibition
and exited the business when prohibition was repealed.

The Response: Following the repeal of alcohol prohibition, organized crime eventually moved
into the illegal drug trade industry when it discovered a profitable consumer market. Modern
organized crime has the capacity to create and expand an illegal drug industry. The
contemporary organized drug crime industry has evolved into a complex endeavor reflecting all
the essential characteristics of sophisticated entrepreneurial business conglomerates. These
include, for example: state of the art technology for cultivating, packaging, transporting, and
distributing drug products; communications capability, hardware and software; funding channels
tied to political sources, and world wide banking repositories. Additionally, the organized drug
crime groups have the resources to synthesize and process new drugs, and they possess and use
advanced weaponry. Such high capacity enterprises are not easily dissolved under a legalization
policy and they will not be deterred from remaining in the illegal drug use business. Moreover, a
conservative legalization policy such as decriminalization, regulation, or restriction to a few drugs
would provide little assurance that crime will decrease at all, since limited restrictions create the
barrier/incentives for diversion, black markets and cultivation of new illegal markets.

The Argument: Legalization would eliminate dealer-user criminals, increasingly prominent
among youth in the inner city. The labor for the modern illegal drug crime industry is recruited
from the poor segments of the inner city domestically (and from the poor peasants in foreign drug
crop producing countries).

The Response: Legalizing nonmedical use of drugs would only further encourage aggressive
market penetration efforts for new illegal drugs and continue to criminalize the surplus labor
force. The basic issue, of course, involves solutions to surplus labor problems domestically, and to
the economic hardships of the developing and third world countries (e.g., national and
international policies involving crop substitutions). These matters go much beyond the purview of
this paper. However, unless all drugs are legal the “success” of the illegal drug industry makes it
an established and attractive option for surplus labor, particularly among disadvantaged youth.

In Summary: Under a legal policy some reduction in addict-committed street crime would
undoubtedly occur. However, given the heterogeneity of addicts and the complex reasons for
street crime and drug use, the magnitude of the decline is not readily calculable and may not be
impressive. Moreover, if drugs were cheap and legally accessible, any reduction in street addict
crimes would have to be measured against possible consequences in terms of disincentives for
substance abuse treatment. If policy selectively legalized certain drugs, organized crime would
predictably focus its efforts on creating new illegal markets involving new drugs, naturally
cultivated or synthesized, and continue to criminalize the surplus labor force. These developments
have been evidenced by the extensive cafeteria of chemicals that has continually widened over the
years.
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A disturbing implication from these conclusions is that a pro-legalization policy would have to
consider pan-legalization in order to minimize the possibility that organized crime would develop
new illegal products or create new markets. Under pan-legalization, all substances, naturally
cultivated or synthesized, would presumably be legal. Moral and psychological issues aside, the
current health and security concerns involving the few illegal drugs would exponentially multiply
in direct relation to a proliferating open market for drugs.

Legalization and Drug Use

The key argument in this theme is that legalization would not significantly increase drug use or
abuse. Central to the legalization position, this assumption attempts to allay fears, both rational
and irrational, that legalization would result in spiraling drug use and related health problems.
The Argument: Legalization would not increase drug use significantly. Support for this
proposition is that current prevalence and patterns of drug consumption are relatively stable and
not likely to change. Pro-legalizers presume that the prevalence of drug use is essentially at a
maximum among the socially disadvantaged. Thus, legally available drugs could not significantly
increase the numbers of new users in the already "saturated” inner city segments of the society.
Moreover, it is suggested that legalization would have its most obvious benefits for those groups
who suffer the most from criminalization of drugs in the ghettos.

Among the more advantaged classes where drug use is proportionately less prevalent, the legal
availability of drugs would not significantly attract new users. It is argued that illicit status of
drugs has not been an important deterrent to middle class experimentation with drug use.
Moreover, legalization would remove the element of “the forbidden” in currently proscribed
substances, thus reducing their appeal as symbols of risk-taking or rebellion, factors seen as
contributors to middle-class youth's experimentation with drugs.

The Response: Assertions that legalization would result in little increase in new users are
based on vague or obscure estimates. The "saturation" assumption concerning inner city drug use
is unsupported by existing prevalence data. Although disproportionately high in the ghetto, the
prevalence of illicit drug use is still confined to minor proportions of the inner city populations.
Thus, among the socially disadvantaged the legal availability of drugs could further weaken the
existing social barriers to drug use.

With respect to the middle class, present trends in new users are declining, which is attributed
to intensified educational campaigns.13,14 However, these efforts have been conducted within the
current context of prohibition. Logic holds that a new legalization policy would be perceived as a
switch in national attitudes that could easily confuse the message and reverse or at least stall the
current declining trends.

The pro-legal position also ignores social-psychological insights concerning drug use as social
behavior. We simply do not know how much drug use will increase in a legal climate. However,
there is little data to support assumptions that drug use would not increase with legal availability.
On the contrary, the relevant social-psychological research indicates that destigmatizing drugs,
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through making them available and accessible, is likely to increase the number of new drug users.
In support of this hypothesis, several points are underscored concerning the spread of drug use.

Familiarity Breeds Contamination: Regardless of social class, most drug use spreads through
peer influence beginning with legal substances such as cigarettes and alcohol and then progressing
to illicit drugs such as marijuana.15 The perception of common usage among friends who do not
appear to be harmed by drugs demystifies drug dangers. This perception lowers thresholds for
experimentation or continued use of drugs, and appears to be a key mechanism in spreading drug
use. Legally available drugs, even those that may be restricted, will be perceived as omnipresent,
accessible and safe, factors that weaken resistance to initiation or continued use.

Transgenerational Increments in New Users: * The perceived omnipresence of drug use in
adults, older peers and siblings may have accounted for the steady upward trend in drug use and
the downward age of first use in successive generations of youth in the 1970s. Thus, the rate of
new users may not increase within a given generation but can cumulate across such succeeding
generations. Even within the same generation early use of substances appears to influence later
use. While most adolescent drug involvement does not lead to abuse, drug use in adolescence
lowers resistance to use in adult years. For example, the higher rates of youth drug use in the early
1970's are directly correlated with the higher prevalence of adult use in the mid-1980's. Those
who were the alcohol and marijuana users in their youth could engage in recreationa1 cocaine and
alcohol use in their young adult years; and, undetermined numbers of these casual or recreational
users became the cocaine problems in adult life.

More distressing is that adults with histories of casual drug use could more easily accept casual
use in their own children. That drug use begets drug use is now evident in the data showing higher
rates of drug and alcohol use among children whose parents were substance users.
  The Argument: History shows clearly that a previous prohibition policy also failed.. Assessment
of the alcohol prohibition indicates that it did not significantly impact the prevalence of alcohol

  *The term generation is loosely employed in this context to refer to influences on drug use
between proximal and distant age cohorts.
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use nor did it significantly change attitudes toward drinking. This fundamental assumption of the
pro-legal position views alcohol prohibition as the historical precedent that validates the
legalization solution.

The Response. The analogy with alcohol prohibition is misleading. It ignores profound
differences in the culture and social context of substance use between the two periods in history.
Alcohol use is a deeply ingrained behavior in western civilization which has been reinforced and
sanctioned by the secular and religious segments of most societies. Modification, much less
elimination of alcohol use behavior in a 10 year period of prohibition, was and is a naive
expectation. Nevertheless, evidence does suggest that there were some deterrent effects of
alcohol prohibition on drinking behavior. Of special importance is that there was a significant
minority of Americans who were consistently against prohibition and who eventually led the effort
to rescind the law. This suggests that society then revealed considerable ambivalence to restricting
its alcohol use.

The current illegal drugs of prominence, marijuana, cocaine and heroin, though increasingly
used across the decades have never gained consistent acceptable status in American society.
Indeed, in those historical periods when some of these substances were legal their increased use
ultimately led to their illicit status, which reflected society's low tolerance for their acceptability.
The issue today is not whether society accepts these drugs (all surveys indicate they do not). The
issue is that a prohibition strategy alone has not been adequate to minimize their use, sales and
associated crime, and whether legalization could inadvertently further enculturate the use of these
substances by sanctioning their acceptability.
In Summary: Although we cannot confidently estimate the rate of new users in a legal climate, the
relevant social-psychological research on initiation of drug use indicates that legalization could
further strengthen perceptions of the omnipresence of drugs and demystify their dangers. Thus,
the number of new users will likely increase within and across generations among youth.
Moreover, although youth are most vulnerable to contamination, adults are also susceptible to
experimentation when drugs are accessible and use is common. The currently high prevalence of
drug/alcohol problems in the adult work force over 25 years of age consists not only of those who
were  recreational users in their teens but also those who were new adult initiates.

Even if rates of new drug use do not increase under legalization there is the risk of freezing the
prevalence of use at levels which are dramatically higher than they were 25 years ago. In effect,
legalization could convert widespread use into culturally ingrained behavior in a way similar to the
use of alcohol or cigarettes.

Legalization and Drug Dangers

This theme asserts that regardless of their illicit status, drugs are not inherently dangerous,
although their misuse can be harmful. Thus, legalization itself will not significantly increase drug
related health problems.
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The Argument: Drug use is not necessarily dangerous to health, nor will the dangers increase
under legalization. Data and observation are cited indicating that: most people who try drugs do
not become addicts and the proportion of drug users who develop problems with illicit drugs is
relatively small; the morbidity and death rates attributed to overdose or misuse for all illegal drugs
combined is relatively low compared to those associated with alcohol and cigarettes.

The Response: The health risk factors for drug use are not well understood. However, current
knowledge does suggest that legalization could increase potential health dangers.
Notwithstanding definitional distinctions among use, abuse and addiction, the actual prevalence of
problem drug use is misestimated, usually based upon the most flagrant symptoms of chronic,
heavy users. Less obvious is the fact that for countless others, chemical use even in moderate
doses contributes to psychological, physical and social disorder.
We are learning from research and clinical experience how to detect the subtle contributions to
health status and daily functioning of even moderate use of alcohol, marijuana cocaine or
medically prescribed drug use. The range of clinical and subclinical effects on judgment,
performance, mood alteration, self control and social intercourse are increasingly documented in
the literature. Legalization proposals must take cognizance of some of the following examples of
the complexity of the drug use/health issue.

There are covert dangers in recreational drug use based on user specific interactions. For some
users these interactions result in acute medical episodes (e.g., psychiatric crisis, seizures, cardiac
effects or cocaine related sudden death), many of which are not documented unless they obtain
legal or medical attention. For others, morbidity may evolve as an incremental effect. For
example, mood/affect instability and de-motivation are associated with continued moderate use of
marijuana. Often these gradually evolving conditions are not readily detectable, appearing as
personality characteristics rather than abnormalities.

Indirect Health Casualties: The severe indirect effects of continued use of alcohol on the
health and welfare of families in all socio-economic strata is well documented, such as child
neglect, physical and mental abuse to spouses and children, loss of employment income, and
draining medical costs. And more recently, psychological disorder and physical abuse in the
families of well socialized recreational users of cocaine who experience "crash" episodes or
withdrawal effects are only now becoming clinically apparent.

The mounting data on health and developmental problems in the newborns of alcohol and
cocaine/crack using mother starkly illustrate the issue of indirect casualties. The drug use behavior
of these parents is difficult to modify. Indeed, the little research in this area points to the
importance of using legal pressure to motivate many alcohol and drug abusing parents to seek and
remain in drug treatment.16-19 Thus, though incomplete, the current picture highlights the potential
hazards of drug use in heavy as well as moderate users. Who will react to which drug in harmful
ways is not yet predictable, nor is the extent of the hidden or indirect casualty rates.

Cumulative Health Problems: Diseases often require several decades to manifest themselves.
For example, the harmful effects of smoking are incremental, such that their actual prevalence in
the population was not known for some time. Over 25 years of research, clinical epidemiological
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and animal studies were needed to document the case against cigarettes, one which is still
challenged by the tobacco industry on grounds that rigorous proof of causal links is lacking.

Similarly, alcohol-related diseases are well described, but the pervasive effects of alcohol use on
health are still being uncovered. Moreover, while less firm, evidence indicates a rise in the
prevalence of alcohol use since the repeal of prohibition which is associated with increases in
alcohol related diseases. Thus, cigarettes and alcohol, the most widely used substances are legal
accessible (relatively cheap), and are decisively implicated in a variety of diseases, many of which
develop over many years before clinical appearance.

With respect to illicit drugs, less is known of the health consequences of long-term use. Pro-
legalizers cite a few studies of 30 to 50 year heroin addicts which reveal relatively little morbidity
that can be directly attributed to the specific use of heroin. These studies are methodologically
weak and difficult to interpret The samples followed represent a select subgroup of survivors of
long term addiction, since the usual outcomes for most opiate addicts include premature death
(e.g., violence, overdose and other health problems associated with the drug abuse lifestyle),
incarceration, treatment recovery or spontaneous remission (which may correlate with maturing
out of addiction). Moreover, research is needed to clarify the relationship of chronic heroin use
and immunity to other diseases such as AIDS.

Our knowledge of the short-term and acute effects of cocaine/crack, marijuana and other drugs
is not inconsiderable. All organ systems are affected including cardiovascular, respiratory,
genitourinary, as well as the brain and central nervous system. And studies of "crack" babies
provide an empirical basis for sounding alarm. Lacking are the long-term longitudinal cohort
studies of regular use of marijuana* cocaine and other illicit drugs across decades. These are
needed to determine the cumulative prevalence of health consequences in the population at large,
and to identify the user-specific risk factors. Nevertheless, the research and clinical information
presently available assures that health effects will accrue over time in undetermined numbers of
users.

We can only speculate with hindsight on how developing science could influence policy on
substances of potential danger Had the 1992 knowledge of the harmful health effects of alcohol
and cigarettes been available in 1935 (when prohibition was repealed), would the direction of
public policy on these two substances have been altered? One point is certain at this juncture in
1992, our scientific information about the potentially dangerous health consequences of currently
used illicit drugs, marijuana, the opiates and cocaine far exceeds what was known about cigarettes
and alcohol in 1935. Thus, informed by the existing knowledge base and by the lessons of
cigarettes and alcohol, policy must consider the long-term potential dangers of available drugs.
Indeed, prohibition may be an appropriate component of a sound public health policy concerning
all unknown substances until their long-term safety can be reasonably assured.

The Argument: Legalization will provide better quality control of substances and thereby
reduce their potential heath hazards, compared with their current unregulated status. The danger
in illegal drugs is related to impurities, uncontrolled dosages and unhealthy ingestion patterns.
Legally managed, these dangers will be minimized.
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The Response: The idea that regulation will minimize possible health consequences by taking
drugs out of the street, setting standards of purity and dosage, appears naive. Though regulated,
alcohol and cigarettes still constitute the greatest drug related health threats. Prescription drugs
are abused, and among abusers who receive pharmacotherapy there is considerable abuse of
other drugs. Regulation does not address the social and psychopharmaco logical reasons for drug
use or abuse. The appeal of most drugs is their mood/mind altering effects. This is evident in the
excessive use of legally available drugs, and in the pursuit of an ever changing menu of illegal
substances. It is not likely that regulation will curb the behavior that seeks altered states in new
chemicals, or in those with higher potency.

In Summary: Chronic, heavy use of drugs obviously contributes to harmful effects.. As the
pro-legalizers point out, however, the large majority of users of drugs are not bona fide addicts
but are casual, recreational or moderate users whose lifestyles are not seriously changed by their
use of chemicals. Among these users, the dangers from the current array of illegal drugs are
difficult to assess but are not inconsiderable. User-specific interactions may well contribute to
gradual health problems in subtle ways that are yet undetectable. Indirect consequences on family
health and safety are additional risk factor that are not readily calculable. Moreover, if alcohol and
cigarettes provide case in points, then cumulative health problems are likely to occur over time
among an undetermined number of the moderate users of drugs.

Policy debaters cannot afford to gamble with the unknown dangers of drugs. How much a legal
or regulated policy will affect drug related health problems in the present and succeeding
generations is not readily known. That there is danger, overt, covert, apparent and potential, is
obvious from the current knowledge base.

It is reasonable to conclude that legalization could be associated with as yet unknown increased
drug use and a wider prevalence of drug related health consequences. Prudent policy decisions
should err on the conservative side. The lessons of cigarette and alcohol related diseases are
insistent in cautioning that we cannot estimate danger from insufficient statistics nor forecast from
the short-term perspective.

Legalization and Public Health Policy

This theme asserts that drug use is a pubic health issue, not a criminal justice matter. Health
problems are best managed with a public health approach focused upon prevention and treatment,
and funded by resources heretofore not available because of over investment in an enforcement
strategy.

The Argument: Pro-legalizers acknowledge that there are dangers of drug misuse which may
increase under legalization. The potential for these can be minimized through
education/prevention efforts rather than prohibition. Support for this assumption is cited in the
apparent efficacy of the heath education campaigns directed to reduce cigarette and alcohol use,
and national surveys which indicate downward trends in illegal drug use.
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The Response: Conclusions based on current education and prevention experiences must be
cautious and tentative. The effectiveness of these campaigns depends upon a number of social
factors including prohibition itself. The education or prevention efforts concerning illicit drugs
have been conducted during these years of an existing prohibition policy. Whether such efforts
can be effective in a legal climate is untested. The campaigns targeted to cigarettes and alcohol do
show optimistic results. However, they have as their basis in-depth knowledge of the health
effects of these substances. Such a knowledge base is developing for currently illicit drugs.
Moreover, the impact of these campaigns has been less evident in the socially disadvantaged
segments of the society, which is more devastated by drug use and crime and has fewer
socioeconomic incentives for pursuing drug free alternatives.

The Argument: Revenues saved by decriminalizing will be used. to expand treatment capacity
for drug related health problems. This assumption cites the enormous costs incurred by
interdiction and the criminal justice system in dealing with drug related crime, and the relatively
small proportion of resources allocated to treatment and prevention.

The Response: The problem has not simply been that of the amount of available resources for
treatment, but the need for a consistent social policy to guide allocation of such resources. In the
present drug policy enforcement does receive a disproportionate share of resources. Nevertheless,
the persistent problem for the treatment system has been the lack of consistent support over the
long-term to provide stable programs, trained staff, additional treatment sites, and new treatment
strategies. An unambivalent public commitment to a long-term funding policy must replace the
existing crisis-driven funding approach from which there can be little or no planning.

The Argument: Drug abuse is a disease, not a crime. Any increases in casualty rates under
legalization could be managed strictly by the health care treatment system. This argument makes
the distinction between treatment and punishment for drug users. Drug users who are otherwise
non-criminal are health casualties who should be addressed exclusively from a health perspective.

The Response: Distinctions among the varieties of drug users and appropriate application of
treatment and punishment are recognized practices. However, treatment research amply
documents the fact that successful approaches to reducing drug abuse requires an integration of
the "carrot" (treatment) and the "stick" (social and/or legal pressure). Considerable data support
the observation that, wisely used, enforcement can be a critical component in treatment efforts to
modify drug use not only among antisocial drug users but among well socialized, recreational
users of substances. For example, DUI (Driving Under the Influence) programs depend upon
court pressure to insure compliance with counseling, and education efforts to stop alcohol usage.

For more antisocial users, the correctional system provides an unusual opportunity for initiating
treatment experiences. For example, the use of prisons as rehabilitation centers is now a serious
undertaking, evident in several successful models.20 Thus, regardless of the social background of
drug users the role of the criminal justice system can be positively employed in an effective
treatment effort

In Summary: The drug treatment and medical treatment systems are overwhelmed by
drug-related cases. There are too few beds, lack of trained staff, and inability to obtain community
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support for treatment sites. Further overloading from the criminal justice system would be
intolerable for the public health system This fact underscores the pervasive nature of the drug
problem rather than the failure of prohibition.

A policy which stresses an integration of treatment, enforcement and prevention is most
relevant for the range of, and potential for, drug misuse in the society. Knowledge about the
recovery process stresses the importance of extrinsic motivation such as social, family and legal
pressure to move drug abusers to seek and remain in treatment. Thus, a sensible public health
approach to treatment can be refined to include linkages between the criminal justice and
treatment systems. Moreover, effective prevention efforts may require prohibition as a component
to reinforce the consistency and credibility of its educational messages.

BROADER ISSUES FOR POLICY CONSIDERATIONS

The legalization debate harbors broader assumptions which implicitly enter into deliberations
concerning policy. These raise pragmatic and philosophical issues and those concerning a
perspective on the drug problem itself.

Pragmatic and Philosophical Issues

Youth at Risk: The pro-1egal position would still attempt to protect youth from ready access to
legal drugs. Age limit regulations are suggested such as those modeled after the current alcohol
sales laws. Actual experience with these alcohol laws teaches that youth will find ways to obtain
proscribed substances.

In the current prohibition era youth has been a primary consumer market for illegal drugs.
Undoubtedly, age-specific prohibition laws would only intensify criminal incentives to focus on
the youth market. However, pro-legalizers offer that laws should be made harsher and enforced
consistently to deter adult corruption of minors with drug use. The key analogy cited is our
current child abuse laws.

Presumably, harsh laws would make an emphatic social statement concerning corruption of
minors that could drive crime out of the youth drug use market. The response to this assumption
is a question. Why not enact such laws protecting the youth now in the current climate of
enforcement? This option could empirically test the feasibility and effectiveness of such laws with
fewer of the health risks discussed earlier.

In a more subtle but profound vein, age segregated privileges for drug use could reinforce
youth's sensitivity to adult hypocrisy concerning discordance between behavior and values. Adult
attempts to justify their own use of cocaine, marijuana, or heroin (in addition to alcohol) will only
erode their credibility as role models and damage intergenerational communication concerning the
values and conduct of right living.

The Free-Choice Issue: A critical argument often stated by the pro-legal advocates is that
people have a right to engage in behavior that does not harm the person or property of others.
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Use of drugs, for example, should be permitted in the privacy of one’s own home. Prohibition
effectively abrogates this right of free choice and clearly underscores government interference in
private lives.

Although not central to the pro-legal position, this ideologically grounded argument often
presents barriers to constructive discourse concerning social policy on legalization. The essential
problems this argument raises concern the clarification of what constitutes harm to others and in
the conception of free choice itself. Although these cannot be properly addressed in the limits of
the present discussion, three points should be considered.

First, current policy is committed to health safety manifested in the role of the FDA laws
concerning prescription medicine, suicide and indirect passive harmful effects on others. Second,
harm to others may be viewed in terms of social and psychological costs to others. This refers to
consequences of drug use on performance in jobs involving the public welfare, and overt and
covert effects of drug/alcohol users on family members, a point cited earlier. Thus, what appears
to be innocent private use of drugs may harbor hidden effects which constitute harm to others and
society.

As emphasized in other writings, the free choice argument does not distinguish between
ideological, social and psychological realities concerning drug abusers.21 People may have the
right of free choice, but in actuality they may not have the capacity to exercise it. By definition,
free choice means that there exist viable alternatives (to drug use), the awareness of these by the
chooser, and the skills to actually engage in these options.

For many, particularly the socially disadvantaged, free choice is more a rhetorical right than a
real option. They lack the behavioral repertoire or social opportunities to perceive, much less
engage in, positive alternatives to drug use. For them, free choice requires that they can
realistically hope to experience the social and psychological satisfactions associated with social
mobility and accomplishment in order to assess the value of a drug free lifestyle.

Legalization of drugs, rationalized by the assumption of free choice, must be considered in
terms of this broader social and psychological issue. The capacity for making choices must be
developed to assure informed decisions about alternatives. Individuals must first have the skills,
values and genuine social opportunities to experience drug free alternatives in order to make real
choices concerning drug use or drug freedom.

The Cultural Analogy: Pro-legalizers cite the examples of public health policies in the
Netherlands and Great Britain that appear to be successful at least in reducing drug related crime.
In Holland heroin is illegal but is medically dispensed, as is methadone and syringes. Marijuana
can be purchased in specific settings, but street sales and paraphernalia are repressed and a
number of drugs including cocaine remain illegal. Drug use and crime appear to be contained,
although convincing data on this are not yet available.

In the United Kingdom (UK) heroin, and now mainly methadone, are dispensed through
pharmacy under a system of registration of addicts. During the 1980s, however, both heroin use
and illegal methadone use increased in the UK. Although massive crime is not evident, a black
market for heroin has grown and there is increased criminalization of many heroin user/dealers.
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Whether the US can adopt similar policies is questionable, evident in three important
distinctions. First, the prevalence of the drug problem in these smaller countries cannot be
compared with that in the USA, nor has the cocaine/crack problem penetrated these countries.
Second, the depth of minority involvement in drug use and their associated social-economic
problems in these countries is considerably less than in the USA. Specifically, there is a much
smaller labor surplus to be exploited by criminalization.

Third, national character differences are significant, particularly with respect to inclinations
toward entrepreneurial organized crime, tolerance for drug use and attitudes toward violence. For
example, Holland and Great Britain have strict gun control laws such that even the police are
without these weapons. Not surprisingly, violent crime rates are relatively low in these countries.
Lastly, other European nations such as Italy, Sweden, and Germany have maintained prohibition
as a significant element of their drug policy.

Perspective and Policy

To a considerable extent the difficulties with the anti-prohibitionist position arise from its
perspective on the drug use problem in America, particularly its reliance on historical precedents.
This perspective over-simplifies the drug crime problem and its solution through legalization.

In the pro-legal perspective the future is unpredictable with respect to drug use. The cafeteria
of chemicals will expand or contract irrespective of prohibition or legalization. Epidemics of drug
use appear as fads; cyclical or random phenomena in society reflecting inherent elements of the
social condition and human nature. The historical patterns are evident in the early eras of heroin,
morphine, cocaine use prior to the Harrison Act, alcohol prohibition, the heroin epidemic of
1967-75 and in the most recent cocaine/crack epidemic. Therefore, it is argued that legalization
will have no bearing on the course of drug use except to reduce drug related crime.
However, drug use over. the past century, particularly the last 25 years, can be viewed from an
alternative perspective. American society has been painfully acquiring experience with drugs and
their meaning in the quality of our lives. No previous generation (or other culture) has witnessed
the long-term trajectory of the enculturation of drugs into every day life, the disaffiliation of entire
segments of society, the damage to its youth, and the corruption and confusion of its adults. And
no previous generation has had more information concerning the health effects of drugs, nor the
level of commitment to develop a scientific knowledge base about drugs.

In this perspective, American society is painfully maturing in its understanding of drug use. It is
reluctantly but gradually accepting the fact of an entrenched drug problem which reflects deep
tears in the fabric of society itself; and that repair is the responsibility of society as a whole. From
this perspective a policy of prohibition alone has reflected a society in denial of the depth and
meaning of its drug problem. Isolating the alleged failure of prohibition is a superficial assessment,
which further reinforces that denial.

Thus, the real weakness in the current call for legalization is that it arises from a sense of failure
in a beleaguered time, rather than from the strength of new understanding. It is the expression of a
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society that, like the troubled family, is weary of a problem child. The inclination is to give in to
the child or give up on the standards for right living. Indeed, social policy can learn much from
how effective families socialize their children. They take a firm position on acceptable behavior,
display parental unity in holding that position and are consistent in their response to infractions
which challenge the position. Socialization of the young, however, requires not only position
taking and boundary setting but reasoned communication, loving support, and real opportunities
to acquire a positive stake in the family and the larger society.

For a society currently out of control in its drug use the prescription is setting boundaries, not
dissolving them. Thus, an effective drug policy requires an integrated approach consisting of
treatment, prevention, and enforcement which is sustained by an authentic social consensus as to
society's standards of behavior.

The pro-legal advocates assert that such consensus is not likely to emerge, which is why the
legal alternative makes sense. They correctly point out that public ambivalence concerning drug
behavior has implicitly undermined enforcement strategies. They incorrectly conclude, however,
that ambivalence is de facto acceptance of drug use rather than what it actually reflects—the
persistent confusion of a society which for some two decades has been struggling to reclarify its
vales, attitudes and conduct of right living.

Enlightened drug policy must be embedded in a broader social policy designed to affiliate the
disillusioned and disaffiliated for whom the drug alternative appears as the only alternative.  Is
there a role for legalization in such a policy?  The answer to this question is “No,” at least not at
this time.  While the current context is ripe for debate it is not healthy for culture-changing
decisions that contain profound implications for future generations.  Nevertheless, there is a
positive role for the debate itself which is to elevate the social discourse: to more honestly
examine what society has been and what it wants to be.

NOTE

In a recently published article, Nadelmann22 advances the legalization debate beyond its
current impasse in a thoughtul discussion of alternatives to the extreme libertarian and
prohibitionist positions.  An alternative is outlined, labeling the “right of access” or “mail order”
model which acknowledges the right of any adult to possess and consume small amounts of any
drug purchased through a legally regulated source, such as a mail order.  Nadelmann concludes
that it is a feasible alternative which could be superimposed on the current drub prohibition
system.  The merits of the proposed model cannot be systematically discussed in the present
manuscript, which was finalized prior to the Nadelmann article.  Nevertheless, the basic
arguments and rejoinders of the debate remain unchanged.
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NOTICE: This library is moving to a new location, with more and better features and lots more documents. Please go to:

DRCNet Drug Policy Library Main Page

Basic Facts About the War on Drugs
by Clifford A. Schaffer

A summary of the basic facts about drugs and the drug war.

1. Why were the laws against drugs passed in the first place? 

2. How many people use drugs in the United States?

3. How many people are actually killed by drugs?

4. Which drug causes the greatest burden on our medical facilities? 

5. Which drugs are the most addictive? 

6. Do illegal drugs cause violent crime? 

7. Can we win the war on drugs this way? 

8. How many millions of people will have to go to prison?

9. What does it cost to put a single drug dealer in jail? 

10. What does this drug policy do to the black community? 

11. How does our policy compare with the policies of other countries?

12. Do the illegal drugs have any legitimate uses?

13. Does marijuana lead to harder drugs?

14. What should we do about drugs?

Charts and Graphs on Drug War Statistics

15. How dangerous is marijuana, really?

16. Would "legalization" cost more than it saves?

17. How Many People are currently in prison, and what are they in for? 

1. Why were the laws against drugs passed in the first place?
The first American anti-drug law was an 1875 San Francisco ordinance which outlawed the smoking of opium in opium
dens. It was passed because of the fear that Chinese men were luring white women to their "ruin" in opium dens. "Ruin"
was defined as associating with Chinese men. It was followed by other similar laws, including Federal laws in which
trafficking in opium was forbidden to anyone of Chinese origin, and restrictions on the importation of smoking opium.
The laws did not have anything really to do with the importation of opium as a drug, because the importation and use of



INTRODUCTION TO ADDICTION STUDIES
Prevalence, Costs, Policy, Historical Considerations

UCSD ATTC 2 - Instructor - page 33 February 1997

opium in other forms -- such as in the common medication laudunum -- were not affected. The laws were directed at
smoking opium because it was perceived that the smoking of opium was a peculiarly Chinese custom. In short, it was a
way of legally targeting the Chinese.

Cocaine was outlawed because of fears that superhuman "Negro Cocaine Fiends" or "Cocainized Niggers" (actual terms
used by newspapers in the early 1900's) take large amounts of cocaine which would make them go on a violent sexual
rampage and rape white women. There is little evidence that any black men actually did this, if only because it would
have been certain death. The United States set a record in 1905 with 105 recorded lynchings of black men. At the same
time, police nationwide switched from .32 caliber pistols to .38 caliber pistols because it was believed that the
superhuman "Negro Cocaine Fiend" could not be killed with the smaller gun.

Dr. Hamilton Wright is sometimes referred to as the "Father of American Drug Laws". Dr. Wright was the Opium
Commissioner at the time and had previously become famous because he had "scientifically proved" that beri-beri was a
communicable disease. Beri-beri is a vitamin deficiency.

The Harrison Act which "outlawed" these drugs was, on its face, a simple licensing law which simply required sellers to
get a license if they were going to handle the opiates and cocaine. As the Consumers Union Report on Licit and Illicit
Drugs has said, it is doubtful that very many members of Congress would have thought that they were passing what
would later be regarded as a general drug prohibition. The law even contained a provision that nothing in the law would
prohibit doctors from prescribing these drugs in the legitimate practice of medicine.

In fact, even the people who wrote the Harrison Act and the Marijuana Tax Act in 1937 agreed that a general prohibition
on what people could put into their own bodies was plainly an unconstitutional infringement on personal liberties. For
comparison, see the history of the constitutional amendment which was required to prohibit alcohol. There is no
fundamental reason why a constitutional amendment should be required to prohibit one chemical and not another.

The trick was that the bureaucrats who were authorized to issue licenses never did so, and there was a heavy penalty for
not having the license. This heavy penalty required that the enforcing bureaucrats needed more staff and, therefore, more
power, which, in turn required tougher laws. Over the years, through a series of court rulings, they gradually got the
courts to change what had been well-established constitutional law. Specifically, they got the courts to accept the notion
that it really was a tax violation when people got arrested for drugs, and that the fact that the government would not issue
any licenses was not a defense. They also got the courts to bypass the old issue of whether the Federal Government had
the right to control what an individual puts into their own bodies by creating the fiction that whatever the person puts
into their bodies must have come as a result of some form of interstate commerce, which is regulated by the Federal
Government in the form of taxes and licenses and, therefore, since the Federal Government is allowed to levy a tax it is -
- by rather indirect logic -- allowed to regulate what anyone may put into their own bodies.

Marijuana was outlawed in 1937 as a repressive measure against Mexican workers who crossed the border seeking jobs
during the Depression. The specific reason given for the outlawing of the hemp plant was its supposed violent "effect on
the degenerate races." (Testimony of Bureau of Narcotics Commissioner Harry J. Anslinger, in testimony before
Congress in hearings on the Marijuana Tax Act of 1937). The American Medical Association specifically testified that
they were opposed to the law. When the supporters of the law were asked about the AMA's view on the law on the floor
of Congress, they lied and said that the AMA was in favor of the law because they knew the law would never pass
without the AMA's endorsement. The law passed, and the AMA later protested, but the law was never repealed.

In both cases, newspapers across the country carried lurid stories of the awful things that these drugs did to racial
minorities, and of the horrors that people of racial minorities inflicted on innocent white people while they were under
the influence of these drugs. Later research has shown that not a single one of the stories used to promote these laws
could be substantiated.
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There never was any scholarly evidence that the laws were necessary, or even beneficial, to public health and safety and
none was presented when the laws were passed.

Consumers Union Report on Licit and Illicit Drugs, by Edward M. Brecher and the Editors of Consumer Reports, 1972

The American Disease, The Origins of Narcotics Control, by Dr. David F. Musto, 1973

The Report of the National Commission on Marihuana and Drug Abuse, 1973

The Forbidden Fruit and the Tree of Knowledge, An Inquiry into the History of American Marijuana Prohibition, by
Professor Richard Bonnie and Professor Charles Whitebread

Guinness Book of World Records (information on lynching)

"Cocaine Fiends: New Southern Menace," New York Times, February 8, 1914

2. How many people use drugs in the United States?
This is a difficult question to answer with any certainty.

The Federal Government's Household Survey on Drug Abuse, conducted annually, is the most commonly cited set of
statistics on the prevalence of drug use. According to the latest surveys, cited by the DEA themselves, there are about
12.7 million people who have used some illegal drug in the last month and perhaps 30 to 40 million who have used
some illegal drug within the last year. Of the 12.7 million who used illegal drugs in the last month, about 10 million are
presumed to be casual drug users, and about 2.7 million are addicts.

But there are a number of problems with these figures. The survey is conducted by calling people on the telephone at
random and asking them about their use of illegal drugs. Some of the problems with this technique are:

I. It only reaches people who have a telephone. If the effects of drugs are as bad as some people claim, it
seems only reasonable that a lot of addicts would no longer have a telephone.

II. It only reaches people who answered the telephone. There are many groups of people who would not
necessarily answer the phone, including addicts who are out looking for drugs, as well as business people out
for a two-martini lunch.

III. The survey crew calls people they don't know and asks them if anyone in their household has committed a
felony (used drugs) recently. In a time of increasing penalties for drug use, and increasing publicity about those
penalties, it seems only logical that most people would not answer this question entirely honestly, particularly if
they were currently using drugs and, therefore, were acutely aware of the penalties. Rather than a measure of
the number of people who use drugs, the Household Survey may be a better measure of the number of people
stupid enough to answer the question.

Other surveys put the number of drug users at levels that are perhaps twice as high as the figures produced by the
Household Survey on Drug Abuse. The very disparity of the estimates of various surveys points to one of the problems
caused by a general drug prohibition. Because these drugs are illegal, it is difficult to get accurate information about their
use.

The source for the number of drug users comes from, among other sources, the Household Survey on Drug Abuse, a
Federal survey, available through any of the sources listed here. The costs to imprison them are based upon figures
published by the Department of Justice, available through the sources mentioned here.
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3. How many people are actually killed by drugs?
The number of drug deaths in the US in a typical year is as follows:

• Tobacco kills about 390,000.

• Alcohol kills about 80,000.

• Sidestream smoke from tobacco kills about 50,000.

• Cocaine kills about 2,200.

• Heroin kills about 2,000.

• Aspirin kills about 2,000.

• Marijuana kills 0. There has never been a recorded death due to marijuana at any time in US history.

• All illegal drugs combined kill about 4,500 people per year, or about one percent of the number killed by
alcohol and tobacco. Tobacco kills more people each year than all of the people killed by all of the illegal drugs
in the last century.

Source: NIDA Research Monographs

 



INTRODUCTION TO ADDICTION STUDIES
Prevalence, Costs, Policy, Historical Considerations

UCSD ATTC 2 - Instructor - page 36 February 1997

4. Which drug causes the greatest burden on our medical
facilities?
Alcohol and tobacco are the clear leaders. Some authorities have estimated that up to forty percent of all hospital care in
the United States is for conditions related to alcohol.

As a medical hazard, few drugs can compete with alcohol or tobacco on any scale. A study at Rockefeller University in
1967 concluded that "Tobacco is unquestionably more hazardous to the health than heroin."

5. Which drugs are the most addictive?
This is a difficult question to answer because it depends upon a lot of factors in both the drug and the person who uses it.
In an attempt to define clearly what is meant by addiction, and which drugs are the most addictive, Dr. Jack E.
Henningfield of the National Institute on Drug Abuse and Dr. Neal L. Benowitz of the University of California at San
Francisco ranked six psychoactive substances on five criteria.

• Withdrawal -- The severity of withdrawal symptoms produced by stopping the use of the drug.

• Reinforcement -- The drug's tendency to induce users to take it again and again.

• Tolerance -- The user's need to have ever-increasing doses to get the same effect.

• Dependence -- The difficulty in quitting, or staying off the drug, the number of users who eventually become
dependent

• Intoxication -- The degree of intoxication produced by the drug in typical use.

The tables listed below show the rankings given for each of the drugs. Overall, their evaluations for the drugs are very
consistent. It is notable that marijuana ranks below caffeine in most addictive criteria, while alcohol and tobacco are near
the top of the scale in many areas.

The rating scale is from 1 to 6. 1 denotes the drug with the strongest addictive tendencies, while 6 denotes the drug with
the least addictive tendencies.

HENNINGFIELD RATINGS
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BENOWITZ RATINGS

*equal ratings

6. Do illegal drugs cause violent crime?
• Of all psychoactive substances, alcohol is the only one whose consumption has been shown to commonly

increase aggression. After large doses of amphetamines, cocaine, LSD, and PCP, certain individuals may
experience violent outbursts, probably because of preexisting psychosis. Research is needed on the
pharmacological effects of crack, which enters the brain more directly than cocaine used in other forms.

Substance   Withdrawal   Reinforcement   Tolerance   Dependence  Intoxication
Nicotine         3             4             2           1            5      

Heroin           2             2             1           2            2      

Cocaine          4             1             4           3            3      

Alcohol          1             3             3           4            1      

Caffeine         5             6             5           5            6      

Marijuana        6             5             6           6            4      

Substance   Withdrawal   Reinforcement   Tolerance   Dependence  Intoxication

Nicotine        3*             4             4           1            6      

Heroin           2             2             2           2            2      

Cocaine         3*             1             1           3            3      

Alcohol          1             3             4           4            1      

Caffeine         4             5             3           5            5      

Marijuana        5             6             5           6            4      
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• Alcohol drinking and violence are linked through pharmacological effects on behavior, through expectations
that heavy drinking and violence go together in certain settings, and through patterns of binge drinking and
fighting that sometimes develop in adolescence. . . .

• Illegal drugs and violence are linked primarily through drug marketing: disputes among rival distributors,
arguments and robberies involving buyers and sellers, property crimes committed to raise drug money and,
more speculatively, social and economic interactions between the illegal markets and the surrounding
communities.

Psychoactive Substances and Violence, by Jeffrey A. Roth, Department of Justice Series: Research in Brief, Published:
February 1994

All major authorities agree that the vast majority of drug-related violent crime is caused by the prohibition against drugs,
rather than the drugs themselves. This was the same situation which was true during alcohol Prohibition. Alcohol
Prohibition gave rise to a violent criminal organization. Violent crime dropped 65 percent in the year Prohibition was
repealed.

There are about 25,000 homicides in the United States each year. A study of 414 homicides in New York City at the
height of the crack epidemic showed that only three murders, less than one percent, could be attributed to the behavioral
effects of cocaine or crack. Of these, two were victim-precipitated. For example, one homicide victim tried to rape
someone who was high on crack and got killed in the process.

7. Can we win the war on drugs this way?
We could win the war on drugs if we could be successful in at least one of three areas:

We could stop drug production in other countries.
On December 28, 1992 ABC Television aired a major special on the drug war in Bolivia which, according to the Bush
Administration, is our "best hope" for winning the drug war in South America. They concluded decisively that there was
no hope and that the war on drug production has already been lost.

By the US Federal Government's own estimates, the entire United States consumption of illegal drugs could be supplied
by approximately one percent of the worldwide drug crop. In their best year, US Drug Enforcement Agents working
together with foreign governments seized about one percent of the worldwide drug crop, leaving 99 percent free to
supply the US. The US Government also states that, in the unlikely event that drug production was stopped in South
America, several countries would suffer a major economic collapse.

There is no credible evidence anywhere to suggest that there is any possibility that drug production can be eliminated in
other countries.

"Peter Jennings Reporting: The Cocaine War, Lost in Bolivia," ABC News, December 28, 1993

US Department of State, Bureau of International Narcotics Matters, International Narcotics Control Strategy Report
(INCSR) (Washington: US Department of State, April, 1993

We could stop drugs at the border.
No. Any examination of the statistics regarding border interdiction shows quite clearly that border interdiction is an
expensive failure. In 1990, the General Accounting Office completed a major study on border interdiction. They
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reported that border interdiction was a waste of money and that no conceivable increase in funding or effort would make
it any better.

In 1988, Stirling Johson, the Federal prosecutor for New York, stated that the police would have to increase drug
seizures by at least 1,400 percent to have any impact at all on the drug market, assuming there were no corresponding
increases in production. That was before the police busted twenty tons of cocaine in a single location and had to revise
all their estimates of the cocaine market upward.

The best Federal Government evidence has concluded that there is no way to stop, or even greatly reduce, either
production of drugs in foreign countries or the smuggling of drugs into the US.

There is no credible evidence anywhere that we could stop, or even greatly reduce, the flow of drugs across our borders.
In fact, all of the Federal Government's own evidence shows that this is impossible and it is a waste of money to try.

Sealing the Borders: The Effects of Increased Military Participation in Drug Interdiction, Peter Reuter, The Rand
Corporation, Santa Monica, CA, 1988

"Drug Control: Impact of the Department of Defense's Detection and Monitoring on Cocaine Flows," General
Accounting Office, September 19, 1991

We could stop the sale of drugs within the United States,
The first question to address is how many drug dealers are there? Under the law, all drug users are drug dealers because
the laws in most states state that any distribution of illegal drugs is considered a sale, regardless of whether there is a
profit or monetary interest involved. Therefore, under the law, anyone who ever passed a joint to the next person at a
rock concert is a "drug dealer". If we use the strict legal definition of a "dealer" then there are somewhere between 12
and 40 million drug dealers in the United States.

We might use a more restricted definition and assume that we will imprison only the drug dealers who distribute drugs
on a regular basis. Research has long established that most drug sales are between friends who have known each other
for a long time. Still, under this tighter definition, most drug users would be classed as "drug dealers" and we are left
with the same problem of potentially incarcerating tens of millions of Americans.

No. Most of the prisons and jails in the United States are already far in excess of their planned capacity and correctional
institutions in 24 states are under Federal court order to release prisoners. Arresting all of the drug dealers would require
construction of at least five new prison beds for every one which now exists, assuming that no new drug dealers came
along to fill the gap.

In September, 1992 Sheriff Sherman Block announced that he would release 4,000 prisoners, about twenty percent of
the total Los Angeles County jail population, because there was no room to keep them and no more tax dollars to build
more jails. For every person who goes to jail from now on, another one will be released. Tough drug laws have done all
they can do and they have not solved the problem. The "get-tough" policy is over.

There is no credible evidence anywhere that we could stop, or even greatly reduce, the sale of drugs within the United
States. In fact, all of the Federal Government's own evidence shows that this is impossible and not only is it a waste of
money to try, but it actually does more harm than if we did nothing at all.

Many sources, including the list of major studies and Sterling Johnson, Federal Prosecutor for the District of New York,
in testimony before the House Select Committee on Narcotics and Drug Abuse, September, 1988.
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8. How many millions of people will have to go to prison?
There are currently about 1.5 million people in state and Federal prisons and jails throughout the United States. At the
current time, at least 24 states are under Federal court orders to relieve prison overcrowding.

The following chart shows the growth of the US prison population since 1960. The US prison population was relatively
stable from about 1926, when figures were first compiled, through 1970. After this point, the effects of Nixon's war
against drugs, and later the Reagan and Bush war against drugs, produced a dramatic increase in the number of
prisoners.

There are an estimated thirty to forty million people who have used illegal drugs in the last year. If we imprisoned all of
them, we would have to build a prison large enough to hold the combined populations of California, Arizona, and New
Mexico. The total cost to imprison them for five years, including the costs of arrest and prosecution would be roughly ten
to fifteen trillion dollars, or about ten times the total Federal annual budget. This does not include the related costs to
society which would be caused by the imprisonment of millions of gainfully employed, tax-paying citizens.

There doesn't seem to be any clear answer to this question. I have asked public officials of all kinds, including law
enforcement officers, elected officials and all three of the US Federal Drug Czars. To date, the only person who has ever
replied with an actual numerical estimate is Michael Levine, one of the DEA's former top agents. He estimated that the
optimum number of drug offenders to put in prison would be about 2.7 million -- in addition to the people who are
currently in prison. His assumption, he said, was that we would put all of the addicts in prison, and he estimated the
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number of addicts at about 2.7 million, based on other government figures. Mr. Levine's plan would require that, for
every prison cell which now exists, we would have to build three more just like it. He did not say what he would do
about the fact that even this plan would leave tens of millions of recreational drug users free to continue their drug use
with little fear of prosecution.

9. What does it cost to put a single drug dealer in jail?
The cost to put a single drug dealer in jail is about $450,000, composed of the following:

The cost for arrest and conviction is about $150,000.

The cost for an additional prison bed is about $50,000 to $150,000, depending upon the jurisdiction.

It costs about $30,000 per year to house a prisoner. With an average sentence of 5 years, that adds up to another
$150,000.

The same $450,000 can provide treatment or education for about 200 people. In addition, putting a person in prison
produces about fifteen dollars in related welfare costs, for every dollar spent on incarceration. Every dollar spent on
treatment and education saves about five dollars in related welfare costs.

10. What does this drug policy do to the black community?
At the present time, one-fourth of all of the young black men in America are either in prison or on parole. Most of them
were arrested on non-violent drug charges.

In Washington, DC, the Bush administration's "demonstration" city, half of all of the black men in the city are currently
in jail or on parole. More than ninety percent have arrest records. The same is true of inner city black men in Baltimore,
New York, New Jersey, and Florida.

Two-thirds of all of today's black male high school students will be dead, disabled, or in prison before their thirtieth
birthday. The majority will go to prison because of non-violent drug charges. For every black man who goes to college,
three will go to prison.

By the year 2000, about half of all black men in America will have gone to prison. Most of them will go to prison for
non-violent drug charges. Most of those who go to prison will be released into society again. Because they are black men
with a prison record, they will be permanently unemployable.

"The Prevalence of Imprisonment," US Department of Justice, 1980, and The Sourcebook of Criminal Justice Statistics.

"Incarceration of Minorities," The Sentencing Project, Washington, DC, 1992

Employment Problems of Released Prisoners, Department of Justice, Bureau of Prisons, 1992
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11. How does our policy compare with the policies of other
countries?
Europe is beginning to form uniform drug laws as a result of European unification. Europe is decriminalizing drugs
along the lines of the programs used in England and the Netherlands. Most of the countries have already approved the
Frankfort Accord, which adopts decriminalization as the primary approach to drugs.

Let's compare the results of two roughly comparable major cities which both have a drug problem. The cities are New
York, and Liverpool, England.

• In New York, heroin and cocaine addicts suffer from tremendous medical problems. In Liverpool, England,
most heroin and cocaine addicts suffer few medical problems.

• In New York, most drug addicts are unemployed criminals. In Liverpool, most drug addicts are gainfully
employed taxpayers.

• In New York, crime committed by drug addicts is a major problem. In Liverpool, it is a very minor problem.

• In New York, drug addicts often have their children taken away and live under miserable conditions. In
Liverpool, most addicts live with their families in stable homes and manage to raise healthy, well-adjusted
children.

• In New York, thousands of babies are permanently damaged every year by their mother's drug use. In
Liverpool, health authorities report no cases of harm to infants as a result of their mother's drug use.

• In New York, sixty percent of all intravenous drug users are infected with AIDS, and they are a major cause of
the spread of AIDS. In Liverpool, only one percent of the intravenous drug users are infected with AIDS and
they are a very minor source of infection for the rest of the population.

• In the United States, drug use is illegal and the police hunt down drug users to throw them in prison. Four
thousand people died from illegal drugs in the US last year and we now have more than 600,000 people in
prison on drug charges.

• In Liverpool, England, the police do not arrest drug users any more. Instead, health care workers seek them out
and encourage them to come in for counseling and medical treatment. Both counseling and medical treatment
are provided on demand. The medical treatment often includes maintenance doses of narcotics under the
management of a physician.

Liverpool, England, has adopted the same approach as the Netherlands and has had substantially the same results. They
both chose decriminalizatiion.

Many sources, including "Rx Drugs" Sixty Minutes, December 27, 1992.

For additional information and resources on the situation in Europe, see DrugText

12. Do the illegal drugs have any legitimate uses?
Heroin is a powerful pain-killer and could be used to control extreme chronic pain or the pain of severe diseases, such as
cancer. The medical literature shows that heroin is significantly less hazardous than most of the drugs which are given in
its place.

Cocaine is used as a topical anesthetic in medicine.
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There are about 50,000 products which can be made from the marijuana (hemp) plant. It has been used since the dawn
of history for the widest variety of uses. These uses include fibers, fuels, materials, and medicine. The first American
laws regarding marijuana were passed in the 1700's and required farmers to grow hemp (marijuana) because of its
tremendous commercial value for dozens of uses. It was grown throughout the United States as a commercial product
well into the 1940's. It was made illegal in 1937 largely as a result of pressure from oil and chemical companies who
feared the competition from marijuana. Despite the laws, during World War II marijuana was considered so vital to the
national interest that the US Government exempted farmers from military duty if they grew marijuana. Local 4-H clubs
were encouraged to have their members grow marijuana and the US Government produced a film called "Hemp for
Victory"'

Marijuana produces fibers which are ideal for ropes, cloth, paper, and dozens of other products. The fiber is unusually
strong, soft, absorbent and cheap to produce. If we grew marijuana solely for paper production, we could completely
eliminate cutting forests for paper. Marijuana produces eighty times as much usable fiber per acre as a comparable stand
of forest.

Marijuana can produce several different kinds of fuel. In the 1800's and 1900's hempseed oil was the primary source of
fuel in the United States and was commonly used for lamps and other oil energy needs. The diesel engine was originally
designed to run on marijuana oil because Rudolf Diesel assumed that it would be the most common fuel. Mairjuana is
also the most efficient plant for the production of methanol. It is estimated that, in one form or another, marijuana grown
in the United States could provide up to ninety percent of the nation's entire energy needs.

Marijuana is useful for a wide variety of medical problems and, according the the Drug Enforcement Administration's
Chief Administrative Law Judge, "marijuana is probably the safest therapeutically active substance known to man," and
"it is safer than many of the foods we commonly eat." Marijuana is often the most effective treatment for chronic pain,
glaucoma, nausea from chemotherapy, multiple sclerosis, epilepsy, and other medical conditions.

Marijuana can also be used to restore the life of depleted farmland. It grows quite readily under even extreme conditions
and actually replenishes and extends the life of the soil in which it is grown. Depleted soil is now becoming a major
problem in some of our most productive agricultural farmlands, such as the Central Valley of California. For much of
this farmland, marijuana could be the cheapest and most effective remedy.

13. Does marijuana lead to harder drugs?
There is no evidence that smoking marijuana leads to the use of harder drugs. In the first place, it is chemically illogical
that the consumption of any drug could give someone the craving for another drug they have never had.

When the Marihuana Tax Act was first passed in 1937, Harry Anslinger, then head of the Federal Bureau of Narcotics
testified before Congress and was asked specifically if there was any association between the use of marijuana and the
use of harder drugs. He replied specifically that there was no such connection and that the users of the different types of
drugs commonly did not associate with each other.

This myth arose in the 1950's when it became apparent that the old motives for the law against marijuana would no
longer be viable. It was then that Anslinger contradicted his earlier testimony and started saying that marijuana led to
harder drugs. This change occurred most prominently in the hearings for the Boggs Act of 1951, after a series of doctors
had just destroyed everything Harry Anslinger had said about marijuana in 1937.

For Harry Anslinger's testimony, see the hearings for the Marihuana Tax Act.

For a short discussion of the origins of the "gateway" myth and how it arose at the hearings for the Boggs Act see
The History of the Drug Laws, a short speech by Professor Charles Whitebread, of USC Law School.
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For a more complete discussion of some of these issues, please see The Myth of Marijuana's Gateway Effect by John P.
Morgan, M.D. and Lynn Zimmer, Ph.D.

14. What should we do about drugs?
The overwhelming weight of the scholarly evidence on drug policy supports decriminalization. Every major study of
drug policy in history has recommended a non-criminal approach. This is irrefutable.

I recommend that you start with: The Consumers Union Report on Licit and Illicit Drugs, published by the Editors of
Consumer Reports Magazine.

15. How dangerous is marijuana, really?
Not very. The DEA's own Chief Administrative Law Judge, after listening to the evidence for two years concluded that
marijuana in its natural form is safer than many of the foods we commonly eat. More detailed information can be found
in the following links:

Report of the National Commission on Marihuana and Drug Abuse. This is the largest study of drugs and drug policy
ever conducted by the US Federal Government. It contains detailed information on all aspects of the medical effects of
marijuana.

 DEA Docket No. 86-22, Sept. 6, 1988,

ANSWERS TO FREQUENTLY ASKED QUESTIONS ABOUT MARIJUANA USE

This is an excellent summary of many of the questions regarding marijuana. It is very well-documented. Contributed by
Christopher Reeve.

PHARMACOLOGY OF MARIJUANA: JUST ANOTHER SEDATIVE by Frederick H. Meyers, M.D., Professor
of Pharmacology, University of California, San Francisco, Ca.

A Review of the Scientific Literature Re Amotivational Syndrome 

This is an excellent synopsis of the information regarding the "amotivational syndrome" and marijuana. Complete with
citations for further reference. Contributed by Brian of DRCNet.

16. Would "legalization" cost more than it saves?
No. The best analysis done to date by any Federal official shows that "legalization" of the now illegal drugs would result
in a net $37 Billion annual savings. This estimate is considered conservative. That is, it is likely that the savings would
be more.
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Federal Financial Analysis of Legalization of Drugs
This Federal financial analysis of legalization comes from Theodore R. Vallance, Former chief of the Planning Branch of
the National Institutes of Mental Health. His main professional effort for many years was directed at just this sort of
analysis. The analysis was published in the 7-10-95 issue of National Review.

17. How many are in prison and what are they in for?
How many are in prison?

The Department of Justice announced that there are now 1.5 million people in prisons across the United States?

Who are they?

What are they in for?

TYPE OF OFFENSE (Sentenced Pop. Only) - Federal Prisoners

Drug Offenses 59.6%

Reductions (in millions of $)           From            To              Saving 
Direct
Law Enforcement                        13,203          3,300           9,903
*Interdiction costs                     2,200           0               2,200
*International anti-drug                768             384             384
*OCDETF (Organized Crime & Drug         399             40              359
          Enforcement Task Force)
ONDCP (the "drug czar")                  69              17              52
Indirect
Victims of Crime                        842             210             632
Incarceration                           4,434           887             3,547
Crime careers                           13,976          2,679           11,297
                                                                        ________
Subtotal                                                                28,374
Less increase in prevention research and service                        (3,572)
Less increase in treatment research and service                         (2,802)
                                                                        ________
Subtotal                                                                22,000
Plus net income from drug taxes                                         15,000
                                                                        ________
Total                                                                   37,000
                                                                       
*1993 Figures.
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Robbery 9.8%

Property Offenses 5.5%

Extortion, Fraud, Bribery 6.8%

Violent Offenses 2.7%

Firearms, Explosives, Arson 8.6%

White Collar 1.0%

Immigration 2.8%

Courts or Corrections 0.8%

National Security 0.1%

Continuing Criminal Enterprise 0.8%

Miscellaneous 1.5%

Federal Bureau of Prisons Home Page

Cliff Schaffer's Home Page

Source:  http://206.61.184.43/schaffer/library/basicfax.htm
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Medicaid Hospital Costs Related to Substance Abuse

About 19 percent of the total Medicaid inpatient costs are related to substance abuse. In 1991,
substance abuse directly or indirectly accounts for $4.2 billion of the Medicaid spending for
hospital care. Most of these costs are for treating diseases and other health conditions related to
the use of alcohol, tobacco, and other drugs. Medicaid spends a smaller proportion (19 percent)
on the actual treatment of substance abuse. Finally, patients who receive care primarily for health
conditions sometimes require additional days of hospitalization to treat their substance abuse.
About 8 percent of the Medicaid costs are for these additional days of hospitalization.

Medicaid Hospital Costs Related to SA, 1991 (in hundreds)

Total Charges  percent of Total

Substance Abuse Total $4,157,445 100 percent
Direct Treatment for SA $776,305 18.7

General Hospitals - Inpatient $538,607
Psychiatric Hospitals $237,698

Medical Treatment for Diseases/Conditions $3,044,572 73.2
Directly due to SA $112,014 2.7
Indirectly due to SA $2,932,558 70.5

Additional Days Required
Patients with Secondary Diagnosis of SA $336,558 8.1

Source:  National Hospital Discharge Survey, 1991; Health Care Financing Administration -
Office of the Actuary, 1993 Medicaid Statistics. Reported in Merrill J., et al. (1993): The Cost of
Substance Abuse to America's Health Care System, Report 1: Medicaid Hospital Costs, July.
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History of Marijuana

c.2737 B.C. Reference to marijuana in Chinese pharmacology treatise.

c.2000B.C. Reference to marijuana found in India.

c.500 B.C.-1500 Urn containing marijuana found near Berlin, Germany. Cloth made from
hemp in Europe.

1545 Hemp plant introduced in Chile.

1611 Hemp is cultivated by early colonists in Virginia.

1850 U.S. Pharmacopeia lists marijuana as a recognized medicine.

1856 Putnam's Magazine publishes an account of Fitz Hugh Ludlow's
marijuana eating experiences.

c.1875 "Hasheesh houses" modeled after opium dens begin to appear.

1920s-1930s Commerce in marijuana for recreational use begins to increase during
Prohibition. "Tea pads" spring up in major cities. Marijuana linked to
crime wave of the 1930s.

1937 Marijuana Tax Act outlaws nonmedical, untaxed possession or sale.

1944 La Guardia Report in NYC clears the drug of being criminogenic and
attests to its relative harmlessness.

1950s-1960's Recreational use grows in the 1950s and becomes widespread in the
1960s on college and high school campuses.

Source:  Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College,
Pleasant Hill, CA



INTRODUCTION TO ADDICTION STUDIES
Prevalence, Costs, Policy, Historical Considerations

UCSD ATTC 2 - Handouts - page 3 February 1997

History of Marijuana  (continued)

1970 Controlled Substances Act lists marijuana as a Schedule I drug, and
makes possession a misdemeanor; sale, transfer, and intent to sell are
felonies.

1970s-1980 Use spreads to all segments of society and increases each year until
1978-79. In 1979, 35.4 percent of young adults (aged 18-25) report use
in the past month; in 1982 27.4 percent report past month use. In 1988,
28 million Americans (14 percent) had used marijuana, cocaine, or other
illicit drugs at least once in the past year. The lifetime rate of marijuana
use for youths (12-17) was 17 percent; the rate for young adults (18-25)
was 56  percent.

l990s Marijuana producers appear set to be the "bootleggers" and
"moonshiners" of the decade.

Source:  Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College,
Pleasant Hill, CA
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History of Morphine

C. 1803 Serturner, German pharmacist isolates morphine from opium.

1825 Morphine is first used in medicine as an analgesic and is thought to be a
cure for opium addiction.

1853 Hypodermic needle is introduced and used to inject morphine.

1866 Morphine use during the Civil War in U.S. creates an estimated 400,000
addicts.

1870s Franco-Prussian War in Europe creates morphine addicts.

1874 Heroin is isolated from morphine.

1906-1920 Legislation regulates cultivation and distribution of opium, outlaws
prescriptions of narcotics to addict, and imposes criminal penalties.

1920s Heroin, because of its higher potency and illicit availability, becomes
favored over morphine.

1952 Complete synthesis of morphine is achieved.

1970 Prescriptions containing morphine are classified as Schedules II and III
drugs under the Controlled Substances Act.

1980s Morphine rarely appears on the illicit market and addicts are generally
members of the medical profession or hospital personnel.

Source:  Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College,
Pleasant Hill, CA
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History of Cocaine

c.1532 Pizarro discovers Incas chewing coca leaves in Peru.

1750 Coca specimens classified as Erythroxylon coca.

1844 Cocaine, the principal alkaloid in coca leaves, is isolated.

1863 A preparation of coca leaves and wine called "Vin Mariani" gains
popularity in Europe.

1878 Cocaine used for morphine addiction.

1883 Bavarian soldiers use cocaine to combat fatigue.

1884 Sigmund Freud studies cocaine as a psychoactive drug to treat
depression and fatigue. Karl Koller uses cocaine as a topical anesthetic in
eye operations. William Halstead injects cocaine into nerve trunks as a
regional anesthetic.

1885 Dr. Albrecht Erlenmeyer warns against the use of cocaine to cure
morphine addiction.

1886 Coca-Cola, containing coca extract, comes on the market.

1902 Richard Willstatter synthesizes cocaine.

1906 Pure Food and Drug Act prohibits interstate shipment of food and soda
water containing cocaine. Coca-Cola Company switches to
"decocainized" cola leaves.

1914 Harrison Narcotics Act lists cocaine as a narcotic.

1922 Congress prohibits most importation of cocaine and coca leaves.

Source:  Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College,
Pleasant Hill, CA
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History of Cocaine  (continued)

1932 Uniform Narcotic Drug Act requires licensing for manufacture and
imposes criminal penalties for illegal possession.

1956 1956 Narcotics Drug Control Act imposes severe penalties for offenses.

1970 1970 Controlled Substances Act classifies cocaine as a Schedule II drug.

1970s-1980s Use of cocaine spreads to all segments of American society. An estimated
30-60 tons are smuggled into the U.S. annually. Few American
communities are immune to the influx of cocaine.

1980s-1990s Crack cocaine becomes easily available in America's cities. In July 1990
the DEA announced that supplies of cocaine entering metropolitan areas
had declined and that the drug was less pure and more expensive.

Source:  Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College,
Pleasant Hill, CA
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History of Amphetamines

1887 Amphetamines first synthesized.

1927 First medical use of amphetamines as a stimulant and as a nasal
decongestant.

1932 Marketed as Benzedrine tablets and inhalers.

1937 First used medically to calm hyperactive children.

1940s American, British, German and Japanese governments issue
amphetamines to soldiers to counteract fatigue, elevate mood and
increase endurance. Use of amphetamines by athletes and businessmen
reported as early as 1940s. Black market begins "pep pills" used by
students and truck drivers.

1949 Manufacture of Benzedrine inhalers discontinued because of danger of
overdose.

1950s First wave of abuse. American soldiers in Korea and Japan mix
amphetamines with heroin to create the first "speedballs" and use
intravenously.  Amphetamines prescribed for narcolepsy, chronic fatigue
and as an anorectic. American housewives begin abuse of "diet pills".
Amphetamines are combined with barbiturates (Dexamyl) and prescribed
for depression. 

1960s Widespread abuse begins. "Speedfreaks" inject massive doses of
methamphetamine (Methedrine). FDA begins antispeed campaign with
the slogan "Speed Kills".  Methedrine withdrawn from distribution
through retail pharmacies (remains in distribution in hospitals) and black
market manufacture booms.

Source:  Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College,
Pleasant Hill, CA
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History of Amphetamines  (continued)

1970s-1980s Widespread abuse continues and increases in the U.S. Studies show 12
percent of youth (aged 13-25) in 1972 used amphetamines; In 1982, this
figure had risen to 18 percent. By 1988 use by this age group was
estimated at 11.4 percent.

Source:  Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College,
Pleasant Hill, CA
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History of LSD

1933 Drs. Albert Hofmann and W.A. Stall, chemists at Sandoz Laboratories (Baser,
Switzerland) discover d-lysergic acid diethylamide while experimenting with
ergot fungus.

1943 Dr. Hofmann accidentally absorbs a synthesized compound in the lysergic acid
series and experiences "fantastic visions". He later deliberately self-administers
LSD and again experiences visions.

1949-1954 LSD widely studied for use in the treatment of mental disorders, epilepsy, and
alcoholism.

1956-1960 Early recreational use of LSD by the medical and psychiatric community and
their friends.

1962 Drs. Timothy Leary and Richard Alpert of the Harvard Center for Research in
Human Personality treat inmates at the Massachusetts Correctional Institute. 
Thalidomide scare focuses attention on LSD.

1963 Government investigates Leary and Alpert who then leave Harvard under a
cloud of scandal and much national publicity. Black market in high quality LSD
begins.  Adulterated, contaminated, or improperly manufactured LSD appears.

1965 New York is the first state to pass legislation against possession, use, and sale.

1967 LSD is reported to damage white blood cell chromosomes in test tubes.

1968 Incidents of "bad trips and flashbacks increase across the nation. Use of LSD
peaks in the late 1960s.

1970s-1980s Use steadily declines and stabilizes in the 1970s.  Early 1980s show an
increasing interest in LSD but little evidence of actual increase in use. 
Prevalence rates didn't change significantly in the late 1980s.

Source:  Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College,
Pleasant Hill, CA
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History of Barbiturates

1864 Two German scientists, van Mering and Fischer, synthesize barbital, a
derivative or barbituric acid.

1903 Barbital is introduced to medicine under the trade name Veronal.

1912 Phenobarbital, a second derivative, is introduced under the trade name
Luminal.

1930s Barbiturates are widely prescribed in the U.S.

1940s Studies show that barbiturates are intoxicating and addictive, and that
withdrawal symptoms appear when use is stopped.

1942 First major campaign against nonmedical use of "thrill pills" is launched.
States begin passing laws against nonprescription barbiturates and a black
market becomes profitable.

1950s Barbiturates become one of the major abused drugs in the U.S.

1960s Abuse spreads to youth.

1970s-1980s Barbiturates still widely prescribed and abused.  Government estimates
that 20 percent of legally manufactured barbiturates are diverted into
illicit channels. A 1988 survey by the National Institute on Drug Abuse
indicates that 3.5 percent of the population had used sedatives without a
prescription.

Source:  Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College,
Pleasant Hill, CA
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History of Opium

5000 B.C. Opium is known in Mesopotamia and mentioned in Assyrian medical    
texts.

1500 B.C. Used as an anesthetic by Egyptian physicians.

c 7th century Opium poppy is brought to China via Middle East and India.

1200 Used in the Middle East as a medicine and an intoxicant.

1546 Paracelcus, Swiss alchemist, introduces laudanum and becomes popular
throughout Europe.

1650 Opium smoking becomes rampant In China.

c. 1830 Morphine is isolated from opium and used medically in 1825.

1839-1842 Opium War between China and England.

1866 Use of opium and morphine during Civil War in the U.S. creates
estimated 400,000 addicts.

1870s Sales of patent medicines containing opium proliferate in Europe and
America.

1875 San Francisco passes first ordinance against opium dens.

1909 Legislation passed making opium smoking a criminal offense.

1914 Harrison Narcotics Act taxes manufacture, Importation and distribution
of opium and products containing opium.

Source:  Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College,
Pleasant Hill, CA
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History of Opium  (continued)

1920s Opium dens operate in most U.S. cities.

1930s Opium abuse almost completely replaced by heroin.

1931 Agreement for Control of Opium Smoking in the Far East is signed at
Bangkok.

1942 Opium Poppy Control Act prohibits cultivation except under license in
U.S.

1946 Iran prohibits opium cultivation.

1948 World Health Organization becomes responsible for narcotics control.
Only a few nations are allowed to cultivate opium for export.

1970 Controlled Substances Act classifies medicines containing opium as
Schedules II, III and V drugs.

1972 Turkey agrees to stop cultivation of opium poppies.

1980s Opium itself not a major abuse problem in the U.S. In the Middle and Far
East it is still smoked or eaten.

Source:  Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College,
Pleasant Hill, CA
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Chemical Dependence Belief Checklist

(True or False)

1. All drug dependence (both overuse and addiction) is a disease process.

2. Working with a client who is actively using drugs is “enabling.”

3. If a client does not think of his or her drug use as an out-of-control disease, he or she is in
denial.

4. If a client does admit to having a “disease,” a Twelve-Step program is the only concrete,
long-lasting solution.

5. Psychotherapy is ineffective.

6. Psychotherapy is necessary to effect long-term recovery.

7. Medical intervention in the form of medication is destructive or impedes recovery.

8. The only real, cost-effective help lies in a medicopharmacological response.

9. Drug-dependent people most likely have substance-dependent parents.

10. The Therapeutic Community approach is the only long-lasting rehabilitating that is drug free.

11. Therapeutic Community approaches work with only a small segment of the drug using
population.

12. Regardless of original drug use patterns, all “recovering” people must abstain from any drug
use (e.g., alcohol, medications) for the rest of their lives.

Adapted from: Deitch, D.A. & Carleton, S.A., Education and Training of Clinical Personnel,
Chapter 73 in: Lowinson, Ruiz, Millman, and Langrod, Substance Abuse: A Comprehensive
Textbook. Baltimore: Williams & Wilkins. 1992.
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The Lingo (Jargon) Of Studies

Anecdotal evidence: Word-of-mouth testimonials or hear-say, not admissible as scientific
evidence. However, accumulating anecdotal evidence (such as “something in the air is making my
eye water”) often leads to scientific study.

Case control study: One comparing the frequency (how many times) of exposure to a particular
factor (such as smoking tobacco) in people who have a disease (such as lung cancer) and in those
who don't have the disease.

Clinical study: An investigation founded on observation and treatment of patients/clients. It
involves some kind of “intervention”-- that is, treatment.

Cohort study: A study of a group of people over time. A well-known example is the Framington
heart study, which followed the people of that Massachusetts city for more than 25 years,
examining factors (such as obesity, blood pressure, smoking and diet [what they ate every day])
that may be connected with heart disease.

Control group: A group used as a comparison with an experimental group. In a study of the
effectiveness of a drug, the experimental group would take the drug, and the control group would
either take nothing or a placebo (see below).

Double blind study: One in which neither the researchers nor the participants know which group is
the experimental group and which group is the control group.

Epidemiological research: An investigation concerned with finding the “causes” or risk factors for
disease. It does this either by counting the frequency (the number of cases) and distribution (how
they are spread through the population) of a disease or other health-related event in human
populations or by employing special studies such as cohort and case control studies (see below).

In vitro study: Meaning “within a glass.” An experiment carried out in a test tube and not on a
living person or other animal. In contrast, in vivo means “within a living body.”

Source: Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College.
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The Lingo (Jargon) Of Studies  (continued)

Multifactorial event: One with many “causes” or precipitating factors. Most of us think of cause
and effect as a simple relationship - for example, we say “the dust storm caused him to run off the
road.” But disease, accidents and disabilities (like many other events in the world) result from the
interaction of many factors. Indeed even running off the road in a dust storm is “multifactorial.”
Otherwise everyone driving through a dust cloud would drive off the road.

Statistically significant result: An association between two factors is greater than would occur at
random (by chance). Traditionally, statistical significance is determined by a mathematical
formula: there must be less than a 1-in-20 chance that the cause-and-effect relationship apparently
demonstrated in an experiment is caused by chance alone.

Placebo: An inactive substance (or procedure) given to the control group as if it were an effective
treatment, used as a comparison for the substance being tested. The situation is complicated by
the fact that placebos “work” in about one third of the patients (this is known as the placebo
effect). But over time an effective drug will, by definition, outperform a placebo.

Outcome evaluation: An objective assessment of the extent to which a treatment, program,
intervention, or approach achieved what it purported to do. Such evaluations specify desired
outcomes, then measure the degree to which the outcomes were achieved.

Source: Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College.
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Topic Three
Concepts and Terminology

This unit is reserved exclusively for the learning of terminology related to AOD use, abuse,
treatment, prevention, recovery, and other intervention. Related terminology from other
behavioral sciences is included as workers in the field will surely encounter such terminology. The
learning of terminology not only provides us with standardized ways of communicating in the
field, but also gives us tools for understanding some of the more complicated concepts that
underpin our practice. Kinney & Leaton, Chapters 2 & 4, introduce alcohol from the viewpoint of
basic chemistry and physiological mechanisms, as well as introducing introductory notions of
abuse/dependence. Ray & Ksir, Chapters 4 or Pinger, et al., Chapter 2, do the same for other
drugs. The instructor may wish to augment these materials with the “Glossary of Alcohol and
Drug and Other Terms.” Handouts/ overheads include “Terminology: Treatment versus
Recovery,” and the “Terminology Matching Exercise.”

Learning Objectives

• For students to develop basic competence in understanding the terms of chemical
dependence, treatment, and recovery.

• For students to understand basic pharmacological terminology.

Classroom Options

• Classroom Option I
Structure two debate teams of 3-4 students each. Allow them to utilize their textbooks
and debate the nature-nurture issue regarding the etiology of alcoholism. Prompt each side
to cite evidence for their position. Emphasize genetics, premorbid personality, social-
economic status, policy issues, etc. After the debate has run its course, pose discussion
questions to the class questioning the relevance of the debate to treatment/recovery issues.
For example, if there were a genetic test that predicted alcoholism 100% of the time, what
would that mean for those who had it? Emphasize how all of these factors interact with
the responsibility of the individual for drinking behavior vs. punitive social attitudes.

• Classroom Option II
Reproduce and distribute the material entitled, “Terminology: Treatment versus
Recovery.” Facilitate a discussion about the difference and have students give examples of
each. What are the implications of the two terms for program staffing, program
philosophy, etc.?
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• Classroom Option III
Reproduce the “Terminology Matching Exercise” included with this unit. Have students
do the exercise in class. Discuss the results.

• Classroom Option IV
Have students break into small groups and brainstorm all the different street terms they
know describing AOD and related behaviors. Reconvene the whole class and compare
notes.

• Classroom Option V
Since terminology forms important building blocks for all future learning, spend the entire
time reviewing the following questions in class to be sure that students understand them.
Questions may also be used for examination purposes. The instructor may also stress that
students should do readings before coming to class, and do a “pre and post” discussion
quiz.

Review Questions

1) What is the difference between the central and autonomic nervous systems? Between the
sympathetic and parasympathetic?

2) What are neurotransmitters? How do they work? Name several along with their specific
functions.

3) How do psychoactive drugs work?

4) What factors determine the “effect”  (subjective effect, “high,” or intoxication) of a drug?

5) What is intoxication? Detoxification? Why are these terms used? (Because all of these
substances are toxic to the body.)

6) What is the effective dosage? Lethal dosage? What is the importance of these terms to
understanding “OD’ing?”

7) Why is it important to define dosages? What is the unit dose for beverage alcohol? How
do you determine the dosage of street drugs?

8) Define the following terms: synergism, antagonism, tolerance, progression, rebound,
remission.

9) What is the difference between intoxication and substance abuse?

10) Differentiate between drug use, misuse, abuse, and dependence.
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11) Give examples of legal (licit), illegal (illicit), and controlled drugs.

12) What is meant by the term “risk factors” for drug use? What are some of them? What are
“protective factors?” Give examples.

13) What are the two types of large drug-use surveys sponsored by the federal government on
a regular basis?

14) What types of things are included when we speak of the “costs” of alcohol and drug
abuse?

Further Reading

The Alcohol and Other Drug Thesaurus: A Guide to Concepts and Terminology in Substance
Abuse and Addiction – Second Edition (Second Edition). 4 Volumes. NIAAA/CSAP. 1996. The
four-volume AOD Thesaurus is sold as a complete set for $76.50 plus shipping and handling.
Shipping and handling costs are as follows:  Continental U.S. add $ 6.45; Alaska, Hawaii, and
Puerto Rico add $12.90; Canada add $17.78; All other countries add $32.00. NIAAA Research
Library c/o CSR, Incorporated; Attn: AOD Thesaurus Order; 1400 Eye Street, N.W., Suite 200;
Washington, DC 20005.

This comprehensive resource tool, reflecting the interdisciplinary nature of alcohol and
other drug (AOD) research and practice, has been updated and consists of four separate
perfect-bound volumes.

Jaffe, Jerome H. (ed), 1995. Encyclopedia of Drugs and Alcohol.  New York:  Simon and
Schuster Macmillan.

Comprehensive source of information for nonspecialists.  While many of the entries are
devoted to the actions of drugs on the body, the work as a whole is intended to serve the
wider interests of social science and includes articles on social policy, history, politics,
economics, international trafficking, law enforcement, scientific and medical research,
treatment and prevention of drug abuse, and epidemiology.

Prevention Primer: An Encyclopedia of Alcohol, Tobacco, and Other Drug Prevention Terms,
1993. Produced by, and available for free from, the National Clearinghouse for Alcohol and Drug
Information, PO Box 2345, Rockville, MD, 20847-2345; (800) 729-6686.

Though, as the name implies, this publication concentrates on terms related to prevention,
it is much, much more. It contains definitions and complete descriptions of a variety of
terms related to alcohol, drugs, recovery, special populations, as well as prevention.
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Rinaldi, R.C., Steindler, E.M., Wilford, B.B., and Goodwin, D. “Clarification and Standardization
of Substance Abuse Terminology,” Journal of the American Medical Association, 1988.  259,
555-557

Further definition of terms related to AOD.

The Encyclopedia of Alcoholism, by Robert O'Brien and Morris Chafetz. Green Spring
Publishers, Inc., 1982.

This reference book, now 15 years old, treats the subject of alcoholism in A to Z
dictionary format. Its articles, ranging in length from a few words to several thousand
words, cover all aspects of alcoholism-biological, medical, and psychological areas, social
and economic effects, legal implications, and terminology.

Further Resources

• Addictions & Life Organization website: Glossary of street AOD slang:

http://www.addictions.com/slang.htm
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Glossary Of Alcohol And Drug And Other Terms

Abstinence: Discontinuance and avoidance of further use of a drug.

ADP: State of California Department of Alcohol and Drugs. Their mission is to provide
leadership, policy direction and administration of a statewide system to eliminate alcohol and drug
problems.

Adverse Reaction: Reaction of an organism to a drug that is different from the desired reaction
and is determined to be detrimental to the organism.

AIDS: Acquired Immunodeficiency Syndrome

Alcoholics Anonymous (AA): A voluntary fellowship founded in 1935 and concerned with the
recovery and continued sobriety of the alcoholic who turns to the organization for help. The AA
program consists basically of Twelve Suggested Steps designed for the personal recovery from
alcoholism,  and AA is the major proponent of the disease model of alcoholism.

Alcoholism: Alcoholism is a primary chronic disease with genetic, psychosocial. and
environmental factors influencing its development and manifestation. The disease is often
progressive and fatal. It is characterized by impaired control over drinking, preoccupation with
the drug alcohol, use of alcohol despite adverse consequences, and distortions in thinking, most
notably denial. Each of these symptoms may be continuous or periodic.

American Academy: The American Academy of Health Care Providers is a credentialing agency
headquartered in Boston, MA.

Amphetamine: Behavioral Stimulant.

Anorexia: Lack or loss of appetite for food, accompanied by a noticeable weight loss if it is
chronic.

Source: Wilson, Dick, Guidelines for Alcohol/Drug Studies Programs Within Higher Education.
Prepared for the California State Department of Alcohol and Drug Programs. Revised March,
1995.
AOD: Alcohol and other drugs.
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Barbiturate: Class of chemically related sedative-hypnotic compounds, all of which share a
characteristic six-membered ring structure.

Behaviorism: A branch of psychology that bases its observations and conclusions on definable
and measurable behavior and on experimental methods, rather than on concept of “mind.”

Biofeedback: Use of a signal, such as muscle tension or brain slaves. to control a normally
involuntary physiological process. Blood Alcohol Level or Concentration: The concentration of
alcohol in the blood, usually expressed in percent by weight.

Bulimia:  Recurrent episodes of binge eating (rapid consumption of a large amount of food in a
discrete period of time, usually less than two hours). It also includes “consumption of
high-calorie, easily ingested food, which is usually done in an inconspicuous manner. These
episodes may be terminated by abdominal pain, sleep, social interruption or self induced
vomiting.”

CAADE: California Association for Alcohol and Drug Educators. This non-profit association
consists of substance abuse educators in higher education. Has developed a model drug alcohol
studies curriculum widely used by agencies throughout the state.

CAADPE: California Association of Alcohol and Drug Program Executives. This non-profit
association consists mainly of representatives from substance abuse providers in the field.
Primarily based in Southern California.

CAARR: California Association of Addiction Recovery Resources. This group represents
residential alcohol recovery programs utilizing the social model and certifies specialists to its own
standards.

CADCEP: California Alcoholism and Drug Counselors Education Program. The education arm
of CAADAC, which is responsible for certifying all education programs that meet CAADAC's
requirements

CAADAC: California Association of Alcohol and Drug Abuse Counselors. This non-profit
association represents a group of drug and alcohol counselors in the field. Has developed its own
certification standards.
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CADDTP: California Association of Drinking Driving Treatment Program. This is an association
of treatment programs that represents DUI purposes in California and certifies counselors to its
own standards.

CADPAP: California Association of Drug Programs and Professionals, also known as the
Alliance. A statewide group of providers, including substance abuse programs and professional
counselors based in Northern California.

Caffeine: An alkaloid found in coffee, tea, and kola nuts, that acts as a stimulant and a diuretic.

CANSA: The Consolidated Association of Nurses in Substance Abuse, is a membership
organization of nurses certified in substance abuse treatment and recovery.

CADPAAC: County Alcohol and Drug Program Administrators Association of California 
consists of the alcohol program administrators from each county in California.

Carcinogen: An agent or factor that causes cancer.

Central Nervous System (CNS): The brain and spinal cord.

Chemical: Substance capable of altering body function.

Cirrhosis: Chronic liver disease marked by scarring of liver tissue and eventually liver failure.

Co-Dependence: A mechanism whereby a person takes responsibility for actions of others and
helps one avoid facing problems directly in order to preserve stability in a family relationship.

Codeine: Sedative and pain-relieving agent found in opium. Structurally related to morphine but
less potent, and constituting approximately 0.5% of the opium extract.

COMP: California Organization of Methadone Programs.

Competencies: Skills that are essential to perform certain functions, for example, social workers
must have competencies in a number of areas to be effective professionals and to be licensed.

Confirmed Infectious TB Case: A person who has been determined to have infectious TB by
positive culture of body fluid or tissue.
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COPS: The mission of the Coalition of Organizations for Professional Standards (COPS) is to
provide the most effective level of certification standards for those who work in the field of
alcohol and other drug abuse education, prevention, intervention, treatment and recovery for the
people of the State of California; and to identify and bring together individuals with expertise in
these respective areas for this purpose.

Crisis Intervention: Intervention provided when a crisis exists to the extent that one's usual
coping resources threaten individual or family functioning.

Cross Dependence: Condition in which one drug can prevent the withdrawal symptoms
associated with physical dependence on a different drug.

Cross Tolerance: Condition in which tolerance of one drug results in a lessened response to
another drug.

CTC: California Therapeutic Communities. This is a statewide group, mostly consisting of
substance abuse treatment providers which practice therapeutic community principles.

Denial: The refusal to admit to one's self the truth or reality, i.e. a person who refuses to admit
that they have a problem with alcohol or drugs.

Depression: A state of sadness marked by inactivity and inability to concentrate: reduction of the
functional activity of the body.

DEA: Drug Enforcement Administration. Division of the U.S. Department of Justice.

Depressant: Any of several drugs that sedate by acting on the central nervous system: medical
uses include the treatment of anxiety, tension, and high blood pressure.

Detoxification: Removal of a toxic substance such as a drug or alcohol from the body.

Disease Model: A theory of alcoholism endorsed by the AMA, APA, The World Health
Organization, NCADD and AA, in which alcoholism is seen as a disease rather than a
psychological or social problem.

Disorganization: A state of impaired and inefficient emotional organization resulting from a
person’s inability to cope with internal conflicts and external reality.
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Downers: Barbiturates, tranquilizers, alcohol and depressants.

Drug Misuse: Use of any drug (legal or illegal) for a medical or recreational purpose when other
alternatives are available, practical or warranted, or when drug use endangers either the user or
others with whom he or she may interact.

Drug Tolerance: A state of progressively decreased responsiveness to a drug.

Dual-Diagnosis: Generally used to describe the condition of mental patients who are also
addicted to a mind altering drug.

DUI: Driving Under the Influence of alcohol or an illicit substance - any substance, licit or illicit,
if it impairs the driving function

DWI: Driving While Intoxicated.

Enzyme: Biological chemical, protein in nature and produced by living cells that can influence the
rate of body processes. Enzymes can act independently of the cells that produce them.

Ethanol: Ethyl alcohol or the beverage type of alcohol.

Fetal Alcohol Syndrome (FAS): A pattern of birth defects, cardiac abnormalities, and
developmental retardation seen in some babies of alcohol abusing and/or alcoholic mothers.

Fetal Drug Syndrome (FDS): A pattern of developmental birth defects characterized by low
birth weight, growth retardation (Teratogenic in early pregnancy), premature delivery, or
spontaneous abortion, and withdrawal symptoms for the neonate: seen in babies of drug abusing
mothers.

Food and Drug Administration (FDA): Agency of the U.S. Department of Health and Human
Services that administers federal laws regarding the purity of food, the safety and effectiveness of
drugs and the safety of cosmetics.

Hallucination: Perception of objects or experience of sensations with no real external cause. Can
be auditory, visual, etc.

Hallucinogen: Chemical substance which can distort perceptions to induce delusions or
hallucinations.
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High Risk Work Environment: Any facility which houses inmates: residential facility for HIV
infected persons, residential facility for elderly, shelter for the homeless, drug treatment clinic,
hospital, clinical research or production facility that works with TB bacilli, or medical facility
which utilizes procedures resulting in aerosolization of respiratory secretions from patients or
which provides medical treatment primarily to populations at increased risk for TB.

HIV: the human immunodeficiency virus, the causative agent of Acquired Immunodeficiency
Syndrome (AIDS).

Inhalant: Volatile substance that is introduced into the body through the lungs.

Illicit Drugs: Drugs whose use, possession, or sale is illegal.

Indian Alcohol Commission of California (ICC): A non-profit association in California
represented by eighteen Commissioners. Present focus of this organization is on education and
certification of counselors.

Intoxication: Literally, a state of being poisoned or drugged; a condition produced by use
(abuse) of toxic drugs, alcohol, barbiturates, and so forth.

Involuntary Smoking: Involuntary inhalation of the cigarette smoke of others.

Medical Model: A theory of drug abuse or addiction in which the addiction is seen as a medical,
rather than as a social problem.

Metabolism (of drugs): All the chemical and physical reactions that the body carries out to
prepare a drug for excretion.

Morphine: Major sedative and pain-relieving drug found in opium, being approximately 10% of
the crude opium exudate.

Methadone: A synthetically produced, long-acting opiate (trademark Dolophine).
Narcotic: A drug having the power to produce a state of sleep or drowsiness and to relieve pain
with the potential of being dependence producing.

NCADD: National Council on Alcoholism and Drug Dependence.

Neurotransmitter: A natural chemical released by one neuron to influence or communicate with
another. Acetylcholine, dopamine, norepinephrine, serotonin, GABA, etc.
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Nicotine: The main active ingredient of tobacco. Extremely toxic and causing irritation of lung
tissues, constriction of blood vessels, increased blood pressure and heart rate, and, in general,
central nervous system stimulation.

Opiate: Any substance, natural or synthetic, that is related in action to morphine and binds to the
same, or some of the same, receptors. Some writers use it just to mean opium, morphine, codeine,
and heroin - the natural ingredients of the poppy and their derivatives, excluding the synthetic
narcotic analgesics.

Opioids: Synthetic opiates.

Over-the-Counter Drugs: Drugs legally sold without a prescription.

Pep pills: amphetamines.

Pharmacology: The branch of science that deals with the study of drugs and their action on living
systems.

Placebo: A pharmacologically inert substance that may elicit a significant reaction entirely
because of the mental set of the patient or the physical setting in which the drug is taken.

Precursor: In a metabolic sequence of reactions, a compound that gives rise to the next
compound: for example, choline is the precursor for the neurotransmitter acetylcholine

Prescription Drugs: A controlled drug available only by the order of a licensed physician, P.A.
or nurse Practitioners’ prescription.

Prevention: Primary, secondary and tertiary. Primary prevention is an active assertive process of
creating conditions and or personal attributes that promotes the well being of people. Secondary
prevention is early detection and intervention to keep beginning problems from becoming more
severe. Tertiary prevention is the effort to rehabilitate those affected with severe disorders and
return them to the community.

Prognosis: The prospect of recovery as anticipated from the usual course of a disease.

Psychedelic: Mind-manifesting group of drugs producing a mental state of great calm and
intensely pleasurable perception.
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Psychoactive Drug: Any chemical substance that alters mood or behavior as a result of
alterations in the functioning of the brain.

Psychotropic Drug: Drug that acts on psychic mood behavior or experience.

Psychological Dependence: A compulsion to use a drug for its pleasurable effects. Such
dependence may lead to a compulsion to misuse a drug. A craving and compulsion to use a drug
that is psychologically rather than physiologically based, e.g., compulsive gambling is a purely
psychological dependence: a similar effect may come from drug use.

Psychopharmacology: The study of the effects of drugs on mood, sensation, consciousness, or
other psychological or behavioral functions.

Psychiatrist: Person with a degree in medicine (MD) with additional training in psychiatry; the
study of mental disorders.

Receptor: Special protein on the membrane or in the cytoplasm of a target cell with which a
drug, a neurotransmitter, or a hormone interacts.

Recidivism: Return or relapse to a type of behavior, such as drug taking.

Relapse: Referring to alcoholism, a recurrence of symptoms of the disease after a period of
sobriety.

Relapse Prevention: A therapeutic process for interrupting behaviors, beliefs and self talk that
lead to life style dysfunction.

Reversed Tolerance: State produced by a particular drug, process, or individual, such that lower
dosages of the same drug produce the same amount and quality of the desired or observed effect
that previously was observed only with higher dosages.

Self-help Group: Group of individuals with similar problems that meets for the purpose of
providing support and information to each other and for mutual problem solving; Parents
Anonymous and Alcoholics Anonymous are examples of self-help groups.

Side Effects: Secondary effects, usually undesirable, of a drug or therapy or behavior.

Sobriety: A basis for pervasive change in a person requiring a desire for, and attempt to work
towards a contented, productive life without drugs.
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Social Model: A modality of treatment known as the recovery process characterized by lifelong
commitment to life style changes to enable an individual to develop a constructive, productive and
meaningful sober way of life that fulfills their potential; generally accomplished in a community
based program.

Steroids: Any of a group of compounds (e.g., sex hormones) having the carbon atom ring
structure of the steroids. A steroid is any of a group of solid, cyclic unsaturated alcohols, such as
cholesterol, found in plant and animal tissue.

Stimulant: Any of several drugs that act on the central nervous system to produce excitation,
alertness and wakefulness. Medical uses include the treatment of hyperkinesis and narcolepsy.

Straight: Not using drugs; not intoxicated with drugs or under their influence.

Substance Abuse: Refers to overeating, cigarette smoking, alcohol abuse, or drug abuse.

Syndrome: All the signs and symptoms associated with a disease.

Synergism: Effect of a combination of drugs taken simultaneously, which is greater than the sum
of the effects of the same drugs when taken separately.

TB:  means the disease of tuberculosis

TB Bacilli: means the bacteria, Mycobacterium Tuberculosis, which causes human tuberculosis
infection and disease.

Therapeutic Community:  Setting in which persons with similar problems meet and provide
mutual support to help overcome those problems, with fairly structured rules, guidelines, etc.

Tolerance: Condition in which a person must keep increasing the dosage of a drug to maintain
the same effect. Tolerance develops with the barbiturates, amphetamines and related compounds,
and opiates.

Toxicity: Degree of poisonousness: any substance in excessive amounts can act as a poison or
toxin. With drugs, the margin between the dosage that produces beneficial effects and the dosage
that produces toxic or poisonous effects varies with the drug and the person receiving it.
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Tranquilizers: (major) Drugs used to relieve symptoms of severe psychosis (for example, 
Thorazine); (minor) Psychoactive drugs with sedative and antianxiety effect; also used as
anticonvulsants and muscle relaxants (an example is Valium).

Ups or Uppers: Stimulants; amphetamines.

Values: Assumptions, convictions, or beliefs about the manner in which people should behave
and the principles that should govern behavior.

Withdrawal Syndrome: The group of reactions or behavior that follows abrupt cessation of the
use of a drug upon which the body has become dependent. May include anxiety, insomnia, DTs,
perspiration, hot flashes, nausea, dehydration, tremors, weakness, dizziness, convulsions, and
psychotic behavior. If untreated in some individuals can be cause of death.

Source: Wilson, Dick, Guidelines for Alcohol/Drug Studies Programs Within Higher Education.
Prepared for the California State Department of Alcohol and Drug Programs. Revised March,
1995.
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Terminology: Treatment Vs. Recovery

Sobriety: a term applied to an alcoholic who abstains from the use of the drug alcohol and values
personal growth by participating in ongoing self-defined activities to provide for increasing
self-determination and self-actualization.

Recovery: can be described as a continuum of growth. A continuum of ability to respond. A
continuum of expanding relationships. A continuum of building stress tolerance and a continuum
of building ability to cope.

Treatment: suggests that there is someone, usually a professional who is doing the "treating". This
is antithetical to the concept of recovery, which is undertaken by someone who is abstinent and is
seeking sobriety. People with AOD dependencies are seen as "patients" and the professional or
treatment program is seen as a way to "fix the problem".

Adapted from: Bi-Bett Corporation. 1976. p.3
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Terminology Matching
Exercise

Directions: Match the words with the definitions by writing the letter in the space provided.

          1. Analgesic

          2.   Stimulant

          3.   Narcotic

          4.   Anesthetic

          5.   Intoxicated

          6.   Depressant

          7.   Tranquilizer

          8.   Hypnotic

          9.   Coma

          10. Sedative

A. Controls anxiety

B. Calms, relaxes

C. Causes sleep

D. Produces numbness, loss of feeling

E. Slows nervous system

F. Reduces pain

G. Speeds up nervous system

H. Loss of consciousness

I. Slows body functions

J. State of drunkenness

K. Results in loss of pain, feeling

Answers:   1. F;  2. G;  3. K;  4. D;  5. J;  6. E;  7. A;  8. C;  9. 1;  10. B.

Source: Bates, Carson, and Wigtil, James, Skill Building Activities for Alcohol and Drug
Education. Boston : Jones and Bartlett Publishers. 1994
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Topic Four
Models of Addiction

This unit is devoted to examining different models of addiction. It is generally worth devoting
considerable time to this topic, as these models encapsulate and underpin our basic beliefs about
addiction and treatment. Most of the literature is devoted to the disease model, and a good
introduction to this model can be found in Kinney & Leaton, Chapter 3. Included with this
chapter, for instructors, is an overview of ten other models, entitled, “Developmental History of
Models of Alcohol and Other Drug Abuse Behaviors” (Miller and Hester, 1989). Much of this
same information is encapsulated in table form in the handout section, as are two adaptations of
the so-called Jellinek chart.

Learning Objectives

• To become familiar with the major conceptual models of addictions.
• To be able to apply these models to case situations.
• To begin to recognize some of the strengths and biases inherent in each model.

Classroom Options

• Classroom Option I
Perhaps the most well known graphic depiction of the disease model of addictions is what
has come to be known as the “Jellinek Chart.” It was used by Jellinek to describe what he
referred to as “gamma” type alcoholism, acknowledging that not all alcoholics follow the
same progression. Distribute, or  create an overhead of the chart included with this
chapter. Go through each "life incident" on the way to the bottom. Invite students to share
specific stories of their own, or those of clients. Have students "walk through" the chart in
the development of crack addiction, also included. Ask students to imagine what the chart
would look like for heroin addiction, prescription drug addiction. What are the
similarities? Differences? Notice that major differences exist between life events associated
with illicit drugs as opposed to licit or controlled drugs. Also notice that the left side of
the chart represents a series of losses of increasing severity from loss of dignity to control
to relationships to function to freedom, to life. Hint: talk about how all losses must be
grieved in the recovery process. Is it always necessary to "hit bottom" to enter recovery?
Hint: talk about the role of the counselor as one who helps "precipitate" a shallower
bottom.



INTRODUCTION TO ADDICTION STUDIES
Models of Addiction

UCSD ATTC 4 - 2 February 1997

• Classroom Option II
Project and discuss any or all of the Margolis “slides” on models of addiction included in
the “Handouts” section of this chapter.

Further Reading

Handbook of Alcoholism Treatment Approaches: Effective Alternatives, Hester & Miller,
Editors.  Allyn & Bacon, 1995.

This book explores the complete spectrum of conceptual models and treatment
approaches to alcoholism. Included are chapters on medications, family therapy, cognitive
treatment, self-help groups, and other intervention strategies. Up-to-date research findings
on treatment effectiveness are included.

“Theories of Drinking,” Chapter 6 in Under the Influence: Alcohol and Human Behavior, by
John Jung. Belmont, CA:  Brooks/Cole Publishing Co., 1994.

This chapter reviews psychological theories of alcohol use: social learning theory, tension
reduction, stress-response dampening, etc. They do not address loss of control, serious
problem drinking, or alcoholism.

Concepts of Chemical Dependency, Second edition, by Harold Doweiko. Belmont, CA:
Brooks/Cole Publishing Co., 1993.

This book provides a holistic bio-psychosocial model of addictions. Especially useful is
chapter 18, "Alcoholism as a disease of the Human Spirit."

Controversies in the Addictions Field: Volume One,  Ruth Engs, Editor.  American Council on
Alcoholism, 1990.

Chapters  one through seven of this book outline every major theory of alcoholism that
enjoys current popularity. The extent of scientific substantiation available is reviewed in
each chapter. This is a good source for classroom instructors.

Treating the Alcoholic: A Developmental Model of Recovery, by Stephanie Brown. New York:
Wiley, 1985.

This classical work expands the developmental model often applied to addictions, and
applies it to the process of recovery. Brown outlines the active using phase, the transition
stage, early recovery, and ongoing recovery. The book is written from the viewpoint of a
therapist, and abundant clinical examples are provided.
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Introduction to Addictive Behaviors, by D.L. Thombs. New York: Guilford Press, 1994.

This book is a thorough overview of the major theoretical views of addictive behaviors.
Included are the disease model, the socio-cultural model, family systems, psychoanalysis,
and others.
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Developmental History of Models of Alcohol and Other Drug
Abuse Behaviors (Miller and Hester 1989)

Historically and currently there are a number of perspectives from which to view AOD problems.
It is important to understand the various ways people in our society think about AODA. The
perspective held often determines the approach favored. These perspectives are summarized in
figure I (figures appear in section five).

1. Moral Perspective

Historically, many religious institutions have viewed AODA as sinful or as a spiritual deficit by
virtue of the harm caused to oneself or others. Some people, implicitly or explicitly, view
AODA as a willful violation of societal rules. Proponents of this perspective suggest that
alcoholic or addictive behavior infringes on others and should be a punishable crime. From this
perspective, the individual is seen as capable of making conscious choices.

a. Examples
(1) Abuse as sin
(2) Abuse as crime

b. Emphasized Causal Factors
(1) Spirituality
(2) Personal responsibility

c. Implied Interventions
(1) Spiritual direction
(2) Moral persuasion
(3) Social sanctions

d. Appropriate Intervention Agents
(1) Clergy
(2) Law enforcement agents

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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2. The Temperance Perspective

The temperance model has often been confused with moral approaches. It arose from a
particular belief system regarding the cause of alcoholism that predominated from the late
19th century through the repeal of Prohibition in 1933. In the early years, the movement
emphasized moderation and cautious use of alcohol.

Alcohol was seen as a hazardous drug that had great potential for inflicting harm. As the
temperance movement gained political momentum, it became a prohibition movement. The
belief was that nobody could drink in moderation. Abstinence was viewed as the only
alternative. A Prohibition Party emerged in American politics, and considerable pressure was
exerted on Congress to prohibit the manufacture, sale, transportation, and importation of
alcoholic beverages.

In 1919, the 18th amendment to the Constitution proposed that the manufacture, sale,
transportation, and importation of alcoholic beverages constituted criminal acts. The
amendment was ratified into law in 1920. The law was both unpopular and impossible to
enforce. It was repealed in 1933 by the 21st amendment.

The core assumption of the temperance movement was that the cause of alcohol problems was
the alcohol itself. This is similar to the view of heroin and cocaine that is held today--that the
addictive and destructive power of the drug is strong, and the emergence of problems is best
explained by the pharmacological properties of the drug itself.

a. Examples
(1) Prohibition
(2) Women's Christian Temperance Union (WCTU)

b. Emphasized Causal Factors
Alcohol

c. Implied Interventions
(1) Exhortation
(2)  Abstinence and prohibition

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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d. Appropriate Intervention Agents
(1) Abstainers
(2) Legislators

3. The American Disease Perspective

After Congress permitted the sale of alcohol in 1933, a new approach to viewing the problems
related to alcohol was needed. The American disease perspective was developed around 1935,
two years after the repeal of prohibition. This was the same year Alcoholics Anonymous
began in Akron, Ohio.
The primary assertion of this perspective, for alcoholism and other addictions, is that the
problem of abuse is best seen as a unique and progressive condition or disease. This condition
is qualitatively and quantitatively different from normality. The belief is that the chemically
dependent individual is incapable of using alcohol or any other drug in moderation.

The disease is believed to be irreversible. The individual cannot be cured, but the disease can
be arrested if one totally abstains from any addictive substance.

The use of this model has implications for the users. They are not responsible for their
condition. Hence, this model justifies more humane treatment than users were afforded in the
past.

It is of benefit to the medical profession. It embraces the idea that addictions are a medical
problem, and treatment is therefore necessary. The model also has advantages for the distilling
industries, given that it identifies the source of the problem as the individual, not the
substance.

a. Examples
(1) Alcoholics Anonymous (AA)
(2)  Narcotics Anonymous (NA)

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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b. Emphasized Causal Factors
 (1) Irreversible constitutional

(2) Abnormality of individual

c. Implied Interventions
 (1) Identification and confrontation

(2) Lifelong abstinence

d. Appropriate Intervention Agents
(1) Recovering alcoholics
(2) Peer support

4. Educational Perspective

Some approaches have traditionally relied on education as a tool for preventing and treating
AODA problems. Programs dealing with alcohol-impaired drivers are a prime example of such
efforts.

The major assumption undergirding the educational approach is that the problems evolve from
knowledge deficits, that is, from lack of accurate information. The belief is that when
individuals are presented with appropriate, effective, and substantive information about the
hazards or risks of chemical substances, they will moderate or stop their use of AOD.

a. Examples
(1) Lectures
(2) Effective education

b. Emphasized Causal Factors
(1) Lack of knowledge
(2) Lack of motivation

c. Implied Interventions
Education

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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d. Appropriate Intervention Agent
Educators

5. Characterological or Personality Perspective

Generally, a characterological perspective views AODA as rooted in abnormalities of the
person. Those who abuse AOD are believed to have predisposing personality or behavior
traits, that is, an "addictive personality." The belief is that addictive persons have a number of
inadequate defenses, and resolving AOD problems involves restructuring their personality.

Behavioral traits associated with the development of AODA are difficulty in impulse control;
antisocial behaviors; low self-esteem; sex-role conflicts; difficulty in coping with stress,
especially problems in frustration tolerance; passive-dependent patterns of behavior;
egocentricity with manipulative, demanding behaviors; and a drive for power and control by
those who feel impotent or powerless.

a. Examples
Psychoanalysis

b. Emphasized Causal Factors
(1) Personality traits or dispositions
(2) Inadequate defense mechanisms
(3) Difficulty in impulse control
(4) Antisocial personality
(5) Problems in frustration tolerance
(6) Egocentricity with manipulative, demanding behavior
(7) Feelings of impotence or lack of power

c. Implied Interventions
(1) Psychotherapy
(2) Risk identification
(3) Self-image or self-concept modification
(4) Interpersonal skills, focused impulse control, alternative responses to frustration,

improved self-defense
(5) Dependency reduction

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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d. Appropriate Intervention Agent
(1) Psychotherapists
(2) Social workers with advanced practice expertise

6. Conditioning Perspective

In the first half of the 20th century, psychologists began to speculate that learning and
conditioning processes lie at the heart of AODA problems.

The premise of conditioning models is that AODA is a learned habit, responding to the
ordinary principles of behavior. Therefore, the same principles could be used to help an
individual extinguish problem behaviors (via aversion therapies and operant learning principles
such as community reinforcement approaches) and relearn appropriate alternative behaviors.

Conditioning theories are based on the association between the effects of AOD and the
stimulus situations in which the drug was taken.

Wikler (1948), using Pavlov's classical conditioning framework, provides an explanation for
the motivation to use drugs. He posits that a drug or unconditioned stimulus can support what
he calls both "drug-isodirectional and drug-antagonistic" conditioned responses. The
conditioning of drug-antagonistic conditioned responses can explain drug tolerance and drug
dependence. The Pavlovian perspective suggests that alcohol- or drug-dependent behaviors
can be modified by experimental extinction. This is especially true when the extinction efforts
are directed at conditioned substance effects adversely influencing abstinence.

a. Examples
(1) Classical conditioning
(2) Operant conditioning

b. Emphasized Causal Factors
(1) Conditioned response
(2) Reinforcement

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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c. Implied Interventions
(1) Counterconditioning
(2) Altered contingencies
(3) Relearning,"disenabling"

d. Appropriate Intervention Agent
(1) Behavior therapists
(2) Social workers with behavioral expertise

7. Biomedical Perspective

Biological explanations emerged in the 1970's, strongly emphasizing genetic and physiological
processes and their involvement in AODA. They are frequently confused with the American
Disease Perspective.

 
Most of those involved in AOD research favor a multiple-cause explanation of AOD
phenomena, with the exception of Goodwin (1986).

 
While most theories of the etiology of AODA refer to biological and genetic bases, the extent
to which other explanatory concepts are added to the biology and genetics discussion varies
(Schilit and Gomberg 1991).

 
More research is available on biological and genetic bases of alcohol abuse than on other drug
abuse, although research for the latter is increasing.

• Kaij (1960) reported that identical twins were significantly more concordant for
alcoholism than fraternal twins. The more severe the alcoholism, the greater the difference.

 
• Partanen and colleagues (1966) found differences between identical and fraternal twins

among the youngest alcoholics studied, but no difference in the total sample.
 

• Murray and colleagues (1983) report no identical-fraternal twin differences.
 

• Hrubec and Omenn (1981) report a genetic factor; that is, identical twins were more often
concordant for alcoholism than fraternal twins.

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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Adoption studies. Three adoption studies were conducted in the 1970's by different
investigators in Denmark, Sweden, and the United States; they are reported in detail in Schilit
and Gomberg (1991). All provided some support for a genetic predisposition toward severe
alcoholism among males.

Sons of alcoholics were more likely to be alcoholic than were sons of nonalcoholics, whether
they were raised by their biological parents or by nonalcoholic adoptive parents. However,
when both samples were raised by adoptive parents, sons of alcoholics did not manifest more
psychiatric symptoms as adults than sons of nonalcoholics.

In the Danish research (Goodwin et al. l 974), the results for male adoptees were clear.
However, the same kind of study conducted with female Danish adoptees yielded ambiguous
results (Goodwin et al. 1977).
The Swedish data revealed low rates of alcoholism among adopted daughters of alcoholics as
well. However, later analysis of the data revealed a correspondence between alcoholism in the
biological mothers and alcoholism in the adopted daughters (Bohman et al. 1981).

The adoption study that was done in the United States (Cadoret et al. 1979) revealed a higher
rate of conduct disorders in male children of alcoholics than in male children of nonalcoholics.
It revealed that men who become alcoholic have a childhood history of hyperactivity or
conduct disorder.

Similarly, Gomberg (1989) compared a sample of women in treatment for alcoholism with a
sample of matched nonalcoholic women. She found that the alcoholic women were
significantly more likely than nonalcoholic women to have had a history of emotional or
behavioral disorder in early life and a positive family history.

Several questions have been raised about the varied methods of the cross-cultural studies. The
studies used different definitions, data gathering procedures varied considerably, and there
were interpretational issues. For example, some studies used face-to-face interviews, while
others used arrest and hospital records. In interpreting transmission of alcoholism from
mothers to daughters, there was no control from the possibility of fetal alcohol effects, which
may appear in some of the adoptees under study. Without minimizing the value of the
research, data from these studies must be used with caution, however helpful the information
may be.

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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Finally, using the adoption studies, Cloninger and colleagues (Cloninger 1983;
Gilligan et al. 1987) developed a typology they believe includes both genetic and
environmental variables in understanding the following two distinct types of alcoholism:

• Type I alcoholism occurs in both men and women, has a later stage of onset, and is more
susceptible to environmental factors.

 
• Type II alcoholism occurs more often in males, has a relatively early onset, and is more

strongly related to genetic factors.

Genetic marker studies. Schilit and Gomberg (1991) provide data on genetic marker studies,
seeking to establish a relationship between alcoholism and a biological trait known to be
inherited.

While a variety of biological traits have been studied--including blood groups, serum proteins,
and color vision defects--the results have been ambiguous. Two lines of investigation have
been promising:

• Schuckit (1988) has reported on the investigation of the effects of alcohol on sons of
alcoholic fathers and a comparable group of young men with nonalcoholic fathers. The
sons of alcoholic fathers are labeled as family history positive (FHP). The comparable
group (i.e., the control group) are labeled family history negative (FHN).

The FHP sons demonstrate less intense reactions to alcohol. This was measured by
self-report, measures of body sway, changes in several hormones after drinking, and "the
intensity of persistence of ethanol-related changes on two electrophysiological measures."

Although the two groups showed no significant differences in their rate of absorption (the
disappearance of alcohol), there were some small, statistically significant differences
between the groups in their level of acetaldehyde. This suggests that there may have been
differences in their "mode" of ethanol metabolism.

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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• Begleiter and Porjesz (1988) focus on the event-related potential (ERP) performance of
the electrical response of the brain to external sensory stimuli with two groups--25 sons of
alcoholic fathers and 25 boys matched for age, school placement, and socioeconomic
status, but with no family history of alcoholism.

When the sons of alcoholic fathers were compared with ERP, they showed a significantly
reduced amplitude of "the late positive component . . . of the ERP." This result is similar
to that obtained among abstinent alcoholics.

Both the reaction-to-alcohol studies and the ERP studies are seeking the biological marker
that will predict who is more vulnerable and who is less vulnerable to the future
development of alcoholism.

What is known about other drugs. Most of what is known about the etiology of dependency
stems from alcohol studies. Generally, biomedical perspectives have not focused on other
drugs.

What little is known about the influence of other drugs stems more readily from explanations
by psychological or sociological theorists and researchers (Schilit and Gomberg 1991).

Thus far, we have one explanation of narcotics addiction vulnerability by an unspecified
metabolic deficiency (Dole and Nyswander 1967). While initial experimentation with drugs
begins with curiosity about effects, those who have this unspecified biological susceptibility
respond to heroin, for example, with euphoria rather than with adverse side effects.
Methadone, according to Dole and Nyswander, corrects the metabolic deficiency (Schilit and
Gomberg 1991).

Biology and genetics researchers are very cautious about using a simplistic interpretation of
the inheritability of alcoholism and addiction to other drugs. Schuckit (1988), for example,
describes alcoholism as a "genetically influenced disorder."

 
This caution is in sharp contrast to media coverage. Journalists, policymakers, members of 12-
step organizations, and the public are more prone to make statements about causality than are
the biomedical scientists.

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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a. Examples
(1) Heredity
(2) Brain
(3) Biochemistry

b. Emphasized Causal Factors
(1) Genetic endowment
(2) Physiological

c. Implied Interventions
(1) Risk identification
(2) Medical treatment

d. Appropriate Intervention Agent
(1) Diagnosticians
(2) Physicians
(3) Social workers with medical consultations

8.  Social Learning Perspective

The social learning perspective is a relatively complex integrative model that relies on
principles of classical and operant conditioning. However, it expands these traditional
approaches to include (1) an emphasis on the importance of symbolic, vicarious, and
self-regulatory processes in behavior; (2) an emphasis on the central role of cognition in the
model; and (3) aspects of other etiological models, such as the tension-reduction hypothesis,
the expectancy hypothesis, and genetics.

A social learning perspective views alcohol and other drug abuse as a socially learned behavior
pattern that involves cognitive processes, modeling influences, and the influences of behavior
and genetic mechanisms. Generally, the socially learned behavior has been maintained by
antecedent cues (expectancies or classical conditioning) and consequent reinforcement
(operant conditioning and tension reduction) (Nathan 1983).

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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Bandura (1969) criticized traditional learning theory approaches for understanding behavior.
He believed it was narrowly based on too few principles derived from animal conditioning.
Therefore, he extended learning theory to encompass the treatment of clinical disorders and
encouraged researchers and practitioners to move beyond traditional aversive conditioning
approaches.

 Social learning perspectives place a greater emphasis on person-environment interactions in
shaping patterns of substance use. They stress the influence of socialization processes, role
models, and the imitation of symbolic and observed behavior. These perspectives also
emphasize the influence of family, peers, and significant-other reference groups, as well as
cognitive processes and coping skills.

A family focus using a social learning perspective views AODA behaviors as rooted in
negative family interactions. In general, the most significant etiological factors in the family
emphasis are parenting styles, role models, and socialization deficits that occur as a result of
the caregiver's lack of skills and abuse of AOD.

The literature addressing family problems is noted for methodological weaknesses. However,
the role of negative early family interactive experiences cannot be ruled out as a significant
etiological variable in the development of AODA behaviors. Nor can one rule out the
influence of parents or significant adults as inadequate role models in the socialization and
nurturing of family members.

In recent years, increased attention has been given to the role of cognitive processes in the
learning of AODA behaviors. For example, there may be expectancies about the effects of
substance use. Positive expectancies or beliefs that the effects are beneficial may encourage
continued use (Brown 1985). This perspective also stresses that AOD may be used as a
coping strategy to handle problem situations, to alter one's psychological state, or to enhance
community interactions. Reliance on a drug for such a purpose is defined as psychological
dependence.

The social learning model has resulted in a variety of intervention techniques. These include
relapse prevention, emphasizing cognitive processes in evoking or preventing relapse.

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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Preventive interventions using a social learning perspective are concerned with particular
conditions of the social and cultural environment:

 
• Conditions that foster positive expectations for AOD use.

 
• Conditions that provide heavy-using role models.

 
• Conditions that encourage the use of AOD to cope with problems or interactions in the

workplace, with peers, or at the community level.

a. Examples
(1) Family treatment
(2) Cognitive treatment
(3) Relapse prevention

b. Emphasized Causal Factors
(1) Socialization deficits
(2) Modeling
(3) Skill deficits

c. Implied Interventions
(1) Appropriate goals
(2) Appropriate alternative models
(3) Cognitive restructuring
(4) Skill training
(5) Self-control training

d. Appropriate Intervention Agents
(1) Cognitive behavior practitioners
(2) Appropriate role models

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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9. General Systems Perspective

This approach views individuals as systems and individual behavior as an inherent part of the
broader social system and subsystems to which the person belongs. The behavior of
individuals, including AODA, cannot be understood apart from the person's relationship to
other members of systems and to various levels of the broader system in which the individual
transacts. People are part of an interrelated whole; change in one part affects the whole.

A general systems model suggests that a system such as the family will seek to maintain the
status quo and resist change. Hence, to work with an individual and not with the family is to
deny the functional significance that individual has for the system's equilibrium. What seems
like an individual's problem is, in reality, a malfunction or dysfunction of the family system.
Hence, AODA behaviors represent inadequate coping strategies within the family structure.

This perspective has some support in the research and practice literature. The research of
Steinglas and colleagues (1987), for example, reports that AODA is best viewed as a family
disorder, hence the whole family system should be treated. The view is that each member of
the system has something to be gained and sacrificed by change.

This perspective has also been proposed in the 12-step community. Children of alcoholics, for
example, are seen as manifesting dysfunctional behaviors and characteristics that stem from
the varieties of pathological roles they have adopted within their dysfunctional families
(Wegscheider 1981). Hence, the dysfunctional family gives rise to an "abnormal" set of needs
and "behavior or personality traits," which render the adult child vulnerable to addictive
behaviors or pathological relationships.

Thanepohn ( 1986) suggests that this pattern of vulnerability is passed even to the
grandchildren of alcoholics.

a. Examples
(1) Transactional analysis
(2) Adult children of alcoholics

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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b. Emphasized Causal Factors
Family dysfunction

c. Implied Interventions
(1) Family treatment
(2) Recognition
(3) Peer support

d. Appropriate Intervention Agents
(1) Family practitioners
(2) Support groups

10. Sociocultural Perspective

The sociocultural perspective points to the role of society and subcultures in shaping the AOD
use and abuse patterns of individuals and groups. It emphasizes social and cultural factors;
shared beliefs and behaviors; the nature of AODA environments; and ethnographic studies of
family culture (Bennett 1988). More recently, the model has emphasized cross-cultural
research and AOD-related issues with ethnic and racial subcultures in mainstream American
society (Bennett and Ames 1985).

Most sociocultural theorists or researchers distinguish between etiological or predisposing or
precipitating factors. The former are genetic or biological in nature. The latter factors are
most often environmental or cultural. This distinction is particularly relevant with regard to
prevention or intervention goals.

One contribution of researchers and practitioners who focus on subcultural norms is to help
develop culturally appropriate prevention and intervention strategies that do not destroy the
strengths and uniqueness of the subculture while still addressing its AODA problems.

A number of interacting sociocultural variables influence the rate of AODA problems in a
given society (Bales 1946; Hester and Miller 1989; Schilit and Gomberg 1991):

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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• The availability of AODA--the per capita consumption of alcohol and the market
economy for drugs.

 
• The degree of tension generated by the broader society or culture.

 
• Norms about AOD use and abuse.

 
• The degree to which the society or culture provides alternative ways for dealing with

stress or alienation.
 

• Encouragement or punishment for AODA.
 

• Overall societal attitudes about AOD.
 

• Media advertisements that encourage unrealistic positive expectancies with regard to
alcohol use.

 
• The symbolic, functional, or economic importance of AOD to those who use or abuse

them and to those who profit from marketing them.

The greater the availability of AOD, the greater the likelihood of problems. While there have
been some attempts to control the availability of illicit drugs in the United States, relatively
little has been done to decrease the per capita consumption of alcohol. The only area where
social controls have been stressed is in drinking and driving laws.

a. Examples
Control of consumption

b. Emphasized Causal Factors
(1) Environmental
(2) Cultural norms

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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c. Implied Interventions
(1) Supply-side intervention
(2) Social policy
(3) Service provisions and interventions

d. Appropriate Intervention Agents
(1) Lobbyists and legislators
(2) Social policymakers
(3) Retailers
(4) Social provision experts
(5) Service practitioners

11. Public Health Perspective

A public health perspective is an integrative approach for viewing AODA (Miller and Hester
1989) that understands the presence or absence of a disease or illness as the result of the
interaction of three types of causal factors: agent, host, and environment.

In AODA the agent is the alcohol or drug exhibiting destructive potential. Some agents take
their toll on most or all individuals exposed to them. Other agents may be found in humans,
with only some manifesting disease. Host factors, along with individual differences, influence
one's susceptibility to the disease. In this case, the disease is AODA. Host factors are personal
risk factors that increase or decrease the likelihood of susceptibility to the disease. An example
of a host (personal risk) factor would be family history of AODA. With infectious diseases,
attention must focus on the means by which the agent is spread to new hosts; in AODA,
attention is given to aspects of the environment that are believed to promote AODA.

All of the models that have been presented emphasize one of these factors, generally at the
exclusion of the other two. For example, the temperance perspective speaks to the destructive
power of the agent itself. The moral, American disease, educational, personality, and
biomedical perspectives all place a heavy emphasis on host factors; and the social learning,
general systems, and sociocultural perspectives focus on the environment.

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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The public health perspective is unique because it places strong emphasis on all these three
components of AODA problems. It also "offers hopes for integrating what have previously
been rival and seemingly incompatible perspectives." It can be used to take from each
perspective the factors that have been found to influence the occurrence of AOD problems
and integrate them into a complex and interactive model (Miller and Hester 1989).

a. Examples
(1) World Health Organization
(2) National Academy of Sciences

b. Emphasized Causal Factors
Interactions of host, agent, and environment

c. Implied Interventions
Comprehensive, multifaceted

d. Appropriate Intervention Agents
Interdisciplinary

Source: Center for Substance Abuse Prevention. Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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Source: Robert Margolis, Ph.D., American Institute for Addiction Studies, Atlanta, GA.

Psychoanalytic Theory

• Drugs function as external objects

• Chosen for specific psychopharmacological action

• Depending upon the affect defended against
• opiates to calm rage
• stimulants to medicate depression

Self-Medication Hypothesis

“Individuals are predisposed to use and become
dependent on substances primarily as a result of
ego impairments and disturbances in their sense
of self.”

Murphy & Khantzian, 1995, p. 164
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Source: Robert Margolis, Ph.D., American Institute for Addiction Studies, Atlanta, GA.

Biological Basis of Addiction

· Adoption Studies
· Sons of Alcoholic Fathers
· Animal Studies
· Neurochemical Studies

Genetics of Alcoholism

• First degree relatives have significantly greater risk
for developing alcoholism.

• How much greater?

• A.  4-5 times greater risk (Cotton, ‘79)
• B.  7 times greater risk (Mwerikangas, 1990)
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Source: Robert Margolis, Ph.D., American Institute for Addiction Studies, Atlanta, GA.

Danish Adoption Studies

· Adopted-out sons of alcoholic biologic parents are
 3-5 times more likely to develop alcoholism than
adoptees without genetic history of alcoholism

· Similar pattern for adopted daughters

· Non-adopted siblings with genetic history of
alcoholism are 3-5 times more likely to develop
alcoholism than non adopted siblings without
a genetic history.

Goodwin, 1973, 1974, 1977 

Twin Studies

Male Subjects Female Subjects
Diagnosis Identical Fraternal Identical Fraternal

Alcohol abuse/ .76 .61 .36 .25
  Dependence

Alcohol .59 .36 .25 .05
  Dependence
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Source: Robert Margolis, Ph.D., American Institute for Addiction Studies, Atlanta, GA.

Etiology of Addiction
Final Common Pathway

Childhood Family
Genetic &   Trauma Systems

Biochemical ===========================> Addiction
Proclivity

Disorders Social
Self Learning

Gateway Theory

⇓ Antecedents/Predictors 
1.   Beer/Wine More Peer Involvement

⇓ Exp. To peer/parent models
2.  Cigarettes or Hard Liquor Minor delinquent acts

- Bukstein, p. 57
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Source: Robert Margolis, Ph.D., American Institute for Addiction Studies, Atlanta, GA.

Gateway Theory

3.  Marijuana Psychological Distress
Poor Parental Relations

⇓ Exposure to Models
Heavy Marijuana Use

4.  Other Illicit Drugs Nonconforming Attitude
More Deviant Personal
Characteristics

Learning Theory

• Behavior is learned
• Determined by contextual & environmental factors
• Learning factors can be used to change behavior
• Rearrange environmental responses to substance use

Rogers, 1996
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Source: Robert Margolis, Ph.D., American Institute for Addiction Studies, Atlanta, GA.

Disease Model
Minnesota Model

• Primary, progressive, relapsing disease
• Loss of control
• Continued use despite negative consequences
• Denial
• Often fatal if untreated

S. Miller, 1995

Public Health Model

• Encompasses full spectrum of psychoactive
substance use

• Promotes interventions prior to abuse/dependence
• Integrative
• Vague or nonspecific re A&D problems
• Overlaps with Biopsychosocial Model

Miller & Hester, 1989
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Source: Robert Margolis, Ph.D., American Institute for Addiction Studies, Atlanta, GA.

Public Health Model

Miller & Hester, 1989

The Biopsychosocial Model
of Addiction

• Disorder is primary and progressive.
• End point is death.
• Model integrates other models.
• Model is widely accepted.
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Source: Robert Margolis, Ph.D., American Institute for Addiction Studies, Atlanta, GA.

Biopsychosocial Model

• Main Factors in Etiology & Progression

· Genetic
· Biochemical
· Social Learning
· Psychoanalytic
· Family Systems

Social Learning Theory

• Cognitive Behavioral Approach
• Fundamental principle -- self regulation
• Addiction not lack of self-regulation
• Attempt to regulate life around addiction
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Source: Robert Margolis, Ph.D., American Institute for Addiction Studies, Atlanta, GA.

Relapse Prevention Identifying Triggers

• Affective ____ Major Trigger
• Behavioral ____ Coping Skills
• Cognitive ____ Self-Efficacy
• Environmental/

Relationship ____ Social Networks
• Physiological ____ Illness
• Psychological/

Psychiatric ____ Depression
• Spiritual ____ Lack of __________

Daley & Lis, 1995

Relapse Prevention

Treatment strategy based on cognitive-
behavioral principles and techniques
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Source: Robert Margolis, Ph.D., American Institute for Addiction Studies, Atlanta, GA.

Community Reinforcement
Approach (CRA)

• Operant conditioning principles
• Environmental contingencies effect behavior
• Rearrange contingencies

· minimize reinforcement
· maximize punishment
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Table 1.1
Thirteen Conceptual Models Of Alcohol Problems

MODEL EMPHASIZED CAUSAL
FACTORS

EXAMPLES OF
INTERVENTIONS

Moral Personal responsibility, self-control Moral suasion, social and legal
sanctions

Temperance Alcohol Exhortation, “just say no,” control
of supply

Spiritual Spiritual deficit Spiritual growth, prayer, AA

Dispositional
Disease

Irreversible constitutional
abnormality of individual

Identification of alcoholics,
confrontation, lifelong abstention

Educational Lack of knowledge and motivation Education

Characterological Personality traits, defense
mechanisms

Psychotherapy

Conditioning Classical and operant conditioning Counterconditioning, extinction,
altered contingencies

Social Learning Modeling, skills deficits Skills training, appropriate
behavioral models

Cognitive Expectancies, beliefs Cognitive therapy, rational
restructuring

Sociocultural Environmental, cultural norms Social policy, price and distribution
controls

General Systems Boundaries and rules, family
dysfunction

Family therapy, transactional
analysis

Biological Heredity, brain physiology Risk identification, genetic
counseling, medical treatment

Public Health Agent, host and environment Interdisciplinary, multiple levels of
simultaneous intervention

SOURCE: Hester & Miller, Handbook of Alcoholism Treatment Approaches: Effective
Alternatives.  Second Edition.  Allyn & Bacon.  1995.
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An Attribution Model Of Addiction And Relapse

Responsible for Changing Problem?
(Is person capable of changing without

self-help or treatment group?)
                  YES                                   NO

YES

Personally
Responsible

for
Development
of Addictive
Behavior?

NO

Moral Model

(Relapse = Sin)

Spiritual
(Twelve-Step) Model

(Relapse = Loss of
contact

with Higher Power)

Biopsychosocial
Habit Model

(Relapse = Mistake/Error)

Disease Model

(Relapse = Reactivation
of Progressive Disease)

Source: Center for Substance Abuse Treatment. (1994) Intensive Outpatient Treatment for
Alcohol and Other Drug Abuse.  Treatment Improvement Protocol (TIP) No. 8. NCADI



Drinking to relieve tension

Drinking before a drinking
function or sneaking drinks

Uncomfortable in situation
where there is no alcohol

Preoccupation with drinking

Secret irritation when
drinking is discussed

LOSS OF CONTROL
(loss of predictability)

Making excuses for drinking

Repeated memory lapses

Promises and resolutions fail

Loss of other interests

Work and family problems

Protecting supply

LENGTHY INTOXICATIONS

Moral deterioration

Indefinable fears

Medical help &
hospitalization

Vague spiritual desires

Economic progress

Contentment in
sobriety

Improved physical health

Rebirth of ideals

Realistic thinking

Diminished fears and anxiety

Confession of defects

Spiritual needs examined

Makes honest admission of powerlessness
over drugs and alcohol

Positive thinking begins

Learns that alcoholism is a disease that can be treated

Physical recovery begins

Stops using alcohol and drugs

Increased deterioration
("hitting bottom")

Increase in
tolerance

Continued
drinking when
others stop

Occasional memory
lapses

Aggressive and
extravagant behavior

Efforts to control
drinking fail

Guilt and remorse
about drinking

Marked self-pity
and negative thinking

Tremors and early
morning drinks

Drinking alone

Geographic escape

Loss of alcohol
tolerance

Drinking with inferiors

Obsessed with drinking

All alibis exhausted

Complete defeat admitted

Continued dishonesty

Honest desire
for help

Enlightened and
interesting way
of life opens up
with road to
higher levels
than ever
before

Continued practice of
recovery principles

Confidence of family
& employer returns

Increased interest
in group therapy

Appreciation of
spiritual values

Return of self-esteem

Natural rest and
sleep

Makes amends
list

Makes personal
inventory

Responds to
group therapy

EARLY SIGNS

MIDDLE PHASE

CHRONIC
PHASE

JELLINEK CHART: Progression and Recovery in Alcoholism1
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FIRST INTRODUCTION

EXPERIMENTING

SEX HEIGHTENED BY COCAINE

USING COCAINE UNTIL SUNUP

MORNING AFTER GUILT FINANCIAL COMMITMENTS

MISSING WORK AND COMMITMENTS

CHANGING FRIENDS

PARANOIA BEGINS

USING COCAINE ALONE

ONSET OF BINGES

EFFORTS TO QUIT COCAINE FAIL

USING COCAINE WITH INFERIORS

PERSISTENT REMORSE

USE AT
SOCIAL EVENTS

USES ONLY
WHEN OFFERED

USER STARTS
BUYING COCAINE

BEGINS TO DEAL

CAN'T STOP
UNTIL COCAINE
IS FINISHED

CONTINUOUS
SEARCH FOR
COCAINE

OVERDOSE

FREQUENCY AND LENGTH
OF BINGES INCREASES

FAMILY AND FRIENDS AVOIDED

IMPAIRED THINKING

MORAL DEGRADATION

FINANCIAL RUIN

GROUP THERAPY AND SUPPORT GROUPS CONTINUE

CONTENTMENT IN SOBRIETY

EMOTIONAL CONTROL

REBIRTH OF IDEALS

NEW CIRCLE OF STABLE FRIENDS

REALISTIC THINKING SUPPORT GROUPS

GROUP THERAPY

APPRECIATION OF
POSSIBILITIES OF
NEW WAY OF HOPE

NEW WAY
OF LIFE

RETURN OF
SELF CONFIDENCE

APPLICATION OF
TRUE VALUES

NEW INTERESTS DEVELOP

ADJUSTMENT TO FAMILY NEEDS

NATURAL REST AND SLEEP

DESIRE TO ESCAPE GOES

DIMINISHING FEARS OF UNKNOWN FUTURE

ONSET OF NEW HOPE

LEARNS ADDICTION CAN BE ARRESTED

MEDICAL ASSESSMENT AND DETOXIFICATION

HONEST DESIRE FOR HELPCRISIS

PROGRESSION of COCAINE
DEPENDENCY
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Topic Five
Drug Classifications I - Opioids, Sedatives, & Alcohol

The teaching of drug categories and their properties is rather straight forward. Before embarking
upon a discussion of specific categories of psychoactive drugs, it is essential that some time be
devoted to a general discussion of the physiology of psychoactive drugs. Such a discussion can be
found in Chapter 5 of Ray & Ksir. An excellent introductory treatment of the topic can also be
found in Chapter 2 of Uppers, Downers, All Arounders by Darryl Inaba and colleagues of the
Haight -Ashbury Clinic in San Francisco, which is described below. Chapter 2 in Kinney & Leaton
deals with alcohol and the body, while Chapter 5 deals with medical complications of alcohol. Ray
& Ksir, Chapter 7 is devoted to depressants, and Chapters 4 & 5 are devoted to “downers.”
Chapter 14 in Ray & Ksir deals with narcotics, while Chapter 5 in Inaba deals with alcohol.
Supplemental material for the instructor includes “thumbnail” summaries of each category of drug
covered. Handouts include a drug chart which allows students to visually compare and contrast
the effects of different categories of drugs, and a chart which will allow similar comparison of
health effects.

Learning Objectives

• To expose students to the basic physiological effects of opioids, sedatives, and alcohol.
• For students to be able to identify major drugs in each of the above categories.

Classroom Options

• Classroom Option I
The first didactic option is a lecture, question format. Instructors may choose to use the
accompanying handouts from the Child Welfare League to augment lecture material.
Alternatively, “The Psychoactive Drugs Identification Chart” can be distributed, or
projected in order to act as a discussion guide. Questions for both topics five and six are
found at the ends of each chapter in Ray & Ksir, and Inaba, and should be gone over in
class. Additional review questions, especially those designed to challenge common myths
are provided later in this manual.

• Classroom Option II
Essentially the same as the above option, but the instructor may choose to show one or
both parts of the video Uppers, Downers, All Arounders to supplement lecture material.
Classroom discussion of questions is still important.

• Classroom Option III
Reproduce and distribute, or project, the handout included in this chapter entitled
“Substances of Abuse.” Be sure, via discussion and examples, that students understand the
dosage dependent continuum of behavioral sedative effects of sedative hypnotic drugs and
alcohol. Relate this discussion to “OD’ing.”
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• Classroom Option IV
Project or distribute the handout entitled “Health Consequences of AODA” included with
this chapter. Use this as a guide for discussion.

Additional Review Questions

1) What factors influence alcohol intoxication? Discuss how some of these factors effect
behavioral performance such as driving.

2) What constitutes addiction to alcohol?

3) Define the following terms: blackout, delirium tremens, esophageal varices, addiction
potential, synergistic effects.

4) What may be the effects of sudden withdrawal from large and/or long-term dosages of
benzodiazepines like Valium?

5) Withdrawal symptoms from opiates like heroin are very much like what common illness?

6) What is the behavioral sedation continuum with regard to sedative hypnotics?

7) What is tolerance? Reverse tolerance?

8)  What are the routes of administration? Why are they important?

Further Reading

Uppers, Downers, All Arounders: Physical and Mental Effects of Psychoactive Drugs, Second
edition, by Darryl Inaba and William Cohen, 1993. Available through: Cinemed Productions, Inc.,
P.O.Box 96, 130 3rd Street, Ashland, OR, 97520. Phone: 503 488 2805, Fax: 503 482 9252. 357
pages.

This is comprehensive and understandable introduction to drug classifications and
psychopharmacology.
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Further Resources

• Uppers, Downers, All Arounders.  (Video) Distributed by Cinemed, Inc. of
Ashland, Oregon. Phone: 503-488-2805

 
 This video, in two parts, looks at different drugs, both licit and illicit. History,

pharmacology, distribution, and abuse potential for each drug is presented in a
very non-technical way. Samples of various drugs are displayed on screen,
and different street names for drugs are discussed. The Haight Ashbury Clinic,
via Cinemed Productions, has also produced a myriad of books, pamphlets,
and videos, all in very understandable form, about drug properties,
psychophysiology, and epidemiological issues.

 
 Online

 
• Detailed information about drugs, by pharmacological classification, can be

found in the Drug Enforcement Administration (DEA) publication Drugs of
Abuse.  A good one-stop source.

 
 http://www.usdoj.gov/dea/pubs/abuse/contents.htm
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Narcotics

Narcotics initially produce a feeling of euphoria, followed by drowsiness, "nodding," and
withdrawal symptoms (cramps, nausea, chills, sweating). Users have constricted pupils. An
overdose may produce slow and shallow breathing, clammy skin, convulsions, coma, and death.

Tolerance to narcotics develops rapidly and dependence is likely. The use of unsterilized syringes
may result in the transmission of HIV or hepatitis.

Type What is it called? What does it look
like?

How is it used?

Heroin Smack
Horse
Brown sugar
Junk
Mud
Big H
Scag
Black tar

Powder, white to
dark     brown
Tar-like substance

Injected
Inhaled through the
nose
Smoked

Methadone Meth Solution
Pills

Taken orally
Injected

Opium
  (morphine,
codeine)

Paregoric
Dover's Powder
Juice

Dark brown chunks
Powder
Tablets, capsules
Liquid

Smoked
Taken orally
Injected

Other Narcotics Percodan
Fentanyl
Darvon
Talwin
Dilaudid
Demoral

Tablets
Capsules
Liquid
Powder

Taken orally
Injected

Source: Child Welfare League of America, ACT-1, Alcohol and Other Drugs: A Competency-
Based Training. 1993.
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Barbiturates, Tranquilizers, and Hypnotics

The effects of barbiturates, tranquilizers, and hypnotics are similar to those of alcohol in many
ways.  Small amounts of these depressants can produce calmness and relaxed muscles; larger
doses can cause slurred speech, staggered gait, and altered perception. Pupils are constricted and
vision may be blurred. Very large doses can cause respiratory depression, coma, and death. The
combination of these drugs and alcohol can increase the effects of the drugs, thereby multiplying
the risks.

The use of these depressants can cause both physical and psychological dependence. Regular use
over time may result in tolerance to the drug, leading the user to increase the quantity consumed. 
When regular users stop taking depressant drugs, they may develop withdrawal symptoms ranging
from restlessness, insomnia, and anxiety to convulsions and death.

Type What is it called? What does it look
like?

How is it used?

Barbiturates Downers
Barbs
Blue devils
Red devils
Yellow jacket
Yellows
Nembutal
Seconal
Tuinal

Capsules of many  
  colors: red,
yellow,      blue, or
red and blue

Taken orally
Dissolved and
injected

Tranquilizers Valium
Librium
Equanil
Tranxene
Xanas

Capsules
Tablets

Taken orally

Nonbarbiturate
sedative hypnotics

Quaaludes
Ludes
Sopors

Tablets Taken orally

Source: Child Welfare League of America, ACT-1, Alcohol and Other Drugs: A Competency-
Based Training. 1993.
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Alcohol

Alcohol consumption leaves an odor on the breath and skin; creates mild flushing, talkativeness,
and dulling of the senses; impairs judgment, reflexes, memory, and coordination; slurs speech; and
causes dizziness. Use is often followed by a hangover. Chronic use may lead to heart and liver
damage, pancreatitis, peptic ulcers, malnutrition, neurological disorders, and cancers of the
mouth, stomach, and bladder. An acute overdose can lead to stupor, coma, or death.

Type What is it called? What does it look
like?

How is it used?

Beer, wine, wine
coolers, liquor,
liqueur,
“moonshine”

Booze
Hooch
Brew
Juice

Legally packaged
liquid in bottles or 
cans
Jugs of moonshine
Also, in products
such as vanilla

Swallowed

Source: Child Welfare League of America, ACT-1, Alcohol and Other Drugs: A Competency-
Based Training. 1993.



Psychoactive Drugs Identification Chart
Drugs Medical Uses Medical 

Names
Slang Names Forms Usual Adminis-

tration
Effects Sought Possible Effects Overdose Long-Term Effects

Nicotine None Nicotine Butt, chew, 
smoke, cig

Pipe, tobacco, 
cigarettes, snuff

Sniff, chew, smoke Relaxation Respiratory difficulties, 
fatigue, high blood 
pressure

None Dependency, lung 
cancer, heart attacks, 
respiratory ailments

Caffeine Hyperkinesis, 
Stimulant

Caffeine None Chocolates, tea, 
soft drinks, coffee

Swallow Alertness Increased alertness, 
pulse rate, and blood 
pressure; excitation, 
insomnia, loss of 
appetite

Irritability Dependency may 
aggravate organic 
actions

Amphet-
amines

Hyperkinesis, 
Narcolepsy, 
Weight control, 
Mental disorders

Dexedrine, 
Benzedrine

Speed, bennies, 
dexies, pep pills

Capsules, liquid, 
tablets, powder

Inject, swallow Alertness, 
activeness

Increased alertness, 
pulse rate, and blood 
pressure; excitation, 
insomnia, loss of 
appetite

Agitation, increase in 
body temperature, 
hallucinations, 
convulsions, possible 
death

Severe withdrawal, 
possible convulsions, 
toxic psychosis

Cocaine Local anesthetic Cocaine Coke, rock, crack, 
blow, toot, white, 
blast, snow, flake

Powder, rock Inject, smoke, 
inhale

Excitation, 
euphoria

Increased alertness, 
pulse rate, and blood 
pressure; excitation, 
insomnia, loss of 
appetite

Agitation, increase in 
body temperature, 
hallucinations, 
convulsions, possible 
death

Dependency, 
depression, paranoia, 
convulsions

Alcohol None Ethyl alcohol Booze Liquid Swallow Sense alteration, 
anxiety reduction

Loss of coordination, 
sluggishness, slurred 
speech, disorientation, 
depressions

Total loss of 
coordination, nausea, 
unconsciousness, 
possible death

Dependency, toxic 
psychosis, neurologic 
damage

Sedatives Anesthetic, 
Sedative 
hypnotic, Anti-
convulsant

Secobarbital, 
Phenobarbital, 
Seconal

Barbs, reds, 
downers, sopors

Capsules, tablets, 
powder

Inject, swallow Anxiety reduction, 
euphoria, sleep

Loss of coordination, 
sluggishness, slurred 
speech, disorientation, 
depressions

Cold clammy skin, 
dilated pupils, shallow 
respiration, weak and 
rapid pulse, coma, 
possible death

Dependency, severe 
withdrawal, possible 
convulsions, toxic 
psychosis

Tranquilizers Anti-anxiety, 
Sedative hypnotic

Valium, Miltown, 
Librium

Downers Capsules, tablets Swallow Anxiety reduction, 
euphoria, sleep

Loss of coordination, 
sluggishness, slurred 
speech, disorientation, 
depressions

Cold clammy skin, 
dilated pupils, shallow 
respiration, weak and 
rapid pulse, coma, 
possible death

Dependency, severe 
withdrawal, possible 
convulsions, toxic 
psychosis

Opium Analgesic, 
Antidarrheal

Paregoric None Powder Smoke, swallow Euphoria, prevent 
withdrawal, sleep

Euphoria, drowsiness, 
respiratory depression, 
constricted pupils, sleep, 
nausea

Clammy skin, slow and 
shallow breathing, 
convulsions, coma, 
possible death

Dependency, 
constipations, loss of 
appetite, severe 
withdrawal

Morphine Analgesic, 
Antitussive

Morphine, 
pectoral syrup

None Powder, tablet, 
liquid

Inject, smoke, 
swallow

Euphoria, prevent 
withdrawal, sleep

Euphoria, drowsiness, 
respiratory depression, 
constricted pupils, sleep, 
nausea

Clammy skin, slow and 
shallow breathing, 
convulsions, coma, 
possible death

Dependency, 
constipations, loss of 
appetite, severe 
withdrawal

Source: Center for Substance Abuse Prevention, .Curriculum Modules on Alcohol and Other Drug Problems for Schools of Social Work
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Psychoactive Drugs Identification Chart
Drugs Medical Uses Medical 

Names
Slang Names Forms Usual Adminis-

tration
Effects Sought Possible Effects Overdose Long-Term Effects

Heroin Research Diacetyl-
morphine

China white, 
smack, junk, H, 
horse

Powder Inject, swallow Euphoria, prevent 
withdrawal, sleep

Euphoria, drowsiness, 
respiratory depression, 
constricted pupils, sleep, 
nausea

Clammy skin, slow and 
shallow breathing, 
convulsions, coma, 
possible death

Dependency, 
constipations, loss of 
appetite, severe 
withdrawal

Codeine Analgesic, 
Antitussive

Codeine, 
Empirin 
compound with 
codeine, 
Robitussin AC

None Capsules, tablets, 
liquid

Inject, swallow Euphoria, prevent 
withdrawal, sleep

Euphoria, drowsiness, 
respiratory depression, 
constricted pupils, sleep, 
nausea

Clammy skin, slow and 
shallow breathing, 
convulsions, coma, 
possible death

Dependency, 
constipations, loss of 
appetite, severe 
withdrawal

THC Research, 
Cancer 
chemotherapy 
antinauseant

Tetrahydro-
cannabinol

THC Tablets, liquid Swallow Relaxation, 
euphoria, 
increased 
perception

Relaxed inhibitions, 
euphoria, increased 
appetite, distorted 
perceptions, disoriented 
behavior

Fatigue, paranoia, 
possible psychosis

Amotivational syndrome, 
respiratory difficulties, 
lung cancer, interference 
with physical and 
emotional development

Hashish None Tetrahydro-
cannabinol

Hash Solid resin Smoke Relaxation, 
euphoria, 
increased 
perception

Relaxed inhibitions, 
euphoria, increased 
appetite, distorted 
perceptions, disoriented 
behavior

Fatigue, paranoia, 
possible psychosis

Amotivational syndrome, 
respiratory difficulties, 
lung cancer, interference 
with physical and 
emotional development

Marijuana Research Tetrahydro-
cannabinol

Pot, grass, sin-
semilla, dobie, 
ganja, dope, gold, 
herb, weed, reefer

Plant particles Smoke, swallow Relaxation, 
euphoria, 
increased 
perception

Relaxed inhibitions, 
euphoria, increased 
appetite, distorted 
perceptions, disoriented 
behavior

Fatigue, paranoia, 
possible psychosis

Amotivational syndrome, 
respiratory difficulties, 
lung cancer, interference 
with physical and 
emotional development

PCP None Phencyclidine Angel dust, zoot, 
peace pill, hog

Tablets, powder Smoke, swallow Distortion of sense, 
insight, exhilaration

Illusions and 
hallucinations, distorted 
perception of time and 
distance

Longer and more 
intense "trips" or 
episodes, psychosis, 
convulsions, possible 
death

May intensify existing 
psychosis, flashbacks, 
panic reactions

LSD Research Lysergic acid 
diethylamide

Acid, sugar Capsules, tablets, 
liquid

Swallow Distortion of sense, 
insight, exhilaration

Illusions and 
hallucinations, distorted 
perception of time and 
distance

Longer and more 
intense "trips" or 
episodes, psychosis, 
convulsions, possible 
death

May intensify existing 
psychosis, flashbacks, 
panic reactions

Organics None Mescaline, 
psilocybin

Mesc, mushrooms Crude preparations, 
tablets, powder

Swallow Distortion of sense, 
insight, exhilaration

Illusions and 
hallucinations, distorted 
perception of time and 
distance

Longer and more 
intense "trips" or 
episodes, psychosis, 
convulsions, possible 
death

May intensify existing 
psychosis, flashbacks, 
panic reactions

Aerosols and 
Solvents

None None Glue, benzene, 
toluene, freon

Solvents, aerosols Inhale Intoxication Exhilaration, confusion, 
poor concentration

Heart failure, 
unconsciousness, 
asphyxiation, possible 
death

Impaired perception, 
coordination, and 
judgment; neurologic 
damage

For more information, contact the Florida Alcohol and Drug Abuse Association Resource Center, 1030 E. Lafayette St., Suite 100, Tallahassee, Flordia 32301
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Substances Of Abuse

Continuum of behavioral sedation. How increasing doses of sedative hypnotic drugs affect
behavior.

NO EFFECT

 åANXIOLYSIS

 åDISINHIBITION

 åSEDATION

 åHYPNOSIS (Sleep)

 åGENERAL ANESTHESIA

 åCOMA

 åDEATH
↓
INCREASING DOSE OF DRUG

Source:  Adapted from R. Julien, (1995) A Primer of Drug Action.. Seventh edition. New York:
W. H. Freeman.
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Health Consequences Of AOD

Alcohol

· Death from overdose
· Chronic physical illness caused by tissue and organ damage
· Disease caused by malnutrition
· Irreversible brain damage and cognitive deficits
· Fetal alcohol syndrome
· Trauma and accidents

Cocaine and Crack

· Hypertension, increased heart and respiratory rates
· Cardiac arrest
· Cerebral vascular accident
· Paranoia, hallucinations
· Seizures, coma, death
· Toxic effects to fetus

Barbiturates

· Respiratory depression
· Coma, seizures
· Death from respiratory failure

Amphetamines

· Increased heart and respiratory rates
· Irregular heartbeat
· Physical collapse
· High fever
· CVA and cardiac arrest
· Psychosis

Source: Center for Substance Abuse Prevention, Mental Health Counselors Training Course:
Alcohol and Other Drug Prevention. 1992.

Hallucinogens
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· Violence and self-inflicted injuries
· Memory loss and speech difficulties
· Convulsions, coma, ruptured brain blood vessels
· Cardiac and respiratory failure
· Psychotic episodes and flashbacks

Narcotics

· Localized and systemic infections
· AIDS and hepatitis
· Convulsions, respiratory failure, coma, death
· Trauma and accidents during drug-seeking behavior
· Toxic effects to fetus

Inhalants

· Mouth ulcers, gastrointestinal problems
· Anorexia
· Confusion, headache
· Ataxia
· Death from asphyxiation

Source: Center for Substance Abuse Prevention, Mental Health Counselors Training Course:
Alcohol and Other Drug Prevention. 1992.
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Topic Six
Drug Classifications II - Stimulants,

Hallucinogens, & Cannabis

This chapter continues the didactic process begun with the drug taxonomy offered under the
previous topic.

Required Reading: Ray & Ksir, Chapter 6 looks at stimulants, as does Inaba, Chapter 3. Ray &
Ksir, Chapters 15, & 16, deal with hallucinogens and cannabis respectively, as does Inaba,
Chapter 6, in a chapter entitled “All-Arounders.” Again, this material may be augmented by the
Child Welfare League material included with this topic. These materials can be either handed out
or used by the instructor.

Learning Objectives

• To expose students to the basic physiological effects of opioids, sedatives, and alcohol.
• For students to be able to identify major drugs in each of the above categories.

Classroom Options

These are the same as those mentioned in the previous chapter, only using the material from this
chapter. The reproductions and handouts are the same.

Additional Review Questions

1) In the past, amphetamines were prescribed as a treatment for depression, and as an
anorexic, or aid in weight control. What are the current legitimate medical uses for
amphetamines that outweigh their potential dangers? A: There are none.

2) What is “tweeking?” A: The acute paranoid state associated with cocaine or amphetamine
abuse which can progress to full-blown paranoid psychosis if use continues. This, in part,
explains the number of violent crimes committed while under the influence of stimulants.
Discuss.

3) Is marijuana addictive? Habituative?

4) What is a “flashback?” What can precipitate one? For what period of time following the
cessation of hallucinogen use, may flashbacks continue?
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Further Reading

There are many good texts that cover drug taxonomy and physiological effects. Some suggested
texts that contain such chapters are:

Encyclopedic Handbook of Alcoholism, Kaufman & Mansell, Editors.  New York: Gardner Press,
1982.

Alcoholism: Introduction to Theory and Treatment, Third edition, by Ward. D. Dubuque, IA:
Kendall/Hunt, 1990.

The Encyclopedia of Drug Abuse, by Robert O'Brien & Sidney Cohen. New York: Facts on File,
1984.
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Cocaine

Cocaine stimulates the central nervous system. It is physically and psychologically addictive. It can
produce psychological dependent—users feel they cannot function without the drug. Its immediate
effects include dilated pupils, elevated blood pressure, increased heart rate, elevated body temperature,
sleeplessness, and restlessness. At later stages of use, irritability, unpredictability, paranoia, delusions,
or violent behavior may occur. Occasional use can cause a stuffy or runny nose; chronic use can cause
ulceration of the mucous membrane in the nose. Injecting cocaine with unsterile equipment can transmit
HIV, hepatitis, and other infections.

Crack or freebase rock, a concentrated form of cocaine, is extremely potent. Its effects are felt within
ten seconds of administration. Physical effects include dilated pupils, increased pulse rate, elevated
blood pressure, insomnia, loss of appetite, hoarseness, and parched lips, tongue, and throat. Crack is
highly addictive and can produce erratic mood swings—users may experience five minutes of elation
followed by agitation and depression. Preparation of free base cocaine, which involves the use of highly
volatile solvents, can result in fire or explosion.

Cocaine use may lead to death through disruption of the brain's control of heart and respiration.

Type What is it called? What does it look like? How is it used?

Cocaine Coke
Snow
Flake
Blow
Nose candy
Big C
Snow bird
Lady
Girl
Toot

White crystalline powder,
often diluted with other
ingredients

Inhaled through
the nose
Injected
Smoked

Crack Cocaine Crack
Free base rocks
Rock
Cloud 9
Super white

Light brown or beige pellets
or crystalline rocks, or dirty-
white powdery chunks that
resemble coagulated soap;
often packaged in small vials

Smoked in a
water pipe

Source: Child Welfare League of America, ACT-1, Alcohol and Other Drugs: A Competency-Based
Training. 1993.
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Other Stimulants

Stimulants can cause increased heart and respiratory rates, elevated blood pressure, dilated pupils, and
decreased appetite. In addition, users may perspire, or experience headaches, skin rash, blurred vision,
dizziness, sleeplessness, and anxiety. Extremely high doses can cause rapid or irregular heartbeat,
tremors, loss of coordination, and even physical collapse. An amphetamine injection creates a sudden
increase in blood pressure that can result in stroke or heart failure.

In addition to the physical effects, stimulant users report feeling restless, anxious, irritable, confused,
and moody. Higher doses intensify the effects. Persons who use large amounts of amphetamines over a
long period of time can develop an amphetamine psychosis that includes hallucinations, delusions, and
paranoia. These symptoms usually disappear when drug use ceases.

Type What is it called? What does it look
like?

How is it used?

Amphetamine Speed
Uppers
Ups
Black beauties
Pep pills
Copilots
Hearts
Benzedrine (bennies)
Dexadrine (dexies)
Biphetamine

Capsules
Pills
Tablets

Taken orally
Injected
Inhaled through
nose

Methamphetamines MDMA
Crank
Crystal Meth
Ice

White powder or
pills
Powder
Resembles a block of
   paraffin
Resembles ice rocks

Taken orally
Injected
Inhaled through
nose
Smoked

Source: Child Welfare League of America, ACT-1, Alcohol and Other Drugs: A Competency-Based
Training. 1993.
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Hallucinogens

Lysergic acid diethylamide (LSD), mescaline, and psilocybin cause illusions and hallucinations. The
physical effects may include dizziness, weakness, tremor, nausea, and drowsiness. Sensations and
feelings may change rapidly. It is common to have a bad psychological reaction to LSD, mescaline, and
psilocybin. The user may experience panic, confusion, suspicion, anxiety, and loss of control. Delayed
effects or flashbacks can occur even years after the use has ceased.

Phencyclidine (PCP) produces multiple and dramatic behavior alterations. Because the drug blocks pain
receptors, violent PCP episodes may result in self-inflicted injuries. The effects of PCP vary, but users
generally report a sense of distance and space estrangement. Time and body movement are slowed.
Muscular coordination worsens and senses are dulled. Speech is blocked and incoherent.

Chronic users of PCP report persistent memory problems and speech difficulties. Mood disorders –
depression, anxiety, and violent behavior – also occur. Large doses of PCP may produce convulsions,
coma, heart and lung failure, or ruptured blood vessels in the brain.

Source: Child Welfare League of America, ACT-1, Alcohol and Other Drugs: A Competency-Based
Training. 1993.
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Hallucinogens  (continued)

Type What is it called? What does it look like? How is it used?

Lysergic acid
 diethylamide

LSD
Acid
Green or red dragon
Sugar cubes
Microdot

Brightly colored dots
Impregnated blotter    
paper
Thin squares of gelatin
Clear liquid

Taken orally
Licked off paper
Eaten
Gelatin and liquid     
can be put in eyes

Phencyclidine PCP
Angel dust
Love boat
Lovely
Hog
Killer weed
Superpot (when
combined with
marijuana)

Liquid
Capsules
White crystalline
powder
Pills

Taken orally
inhaled
Injected
Smoked -- can be
sprayed on cigarettes,
parsley, and marijuana

Mescaline Mesc Hard brown discs Chewed, swallowed,
smoked

Peyote Buttons
Cactus

Tablets
Capsules

Chewed, swallowed,
smoked

Psilocybin Magic mushrooms
Shrooms

Fried or dried
mushrooms

Taken orally

Source: Child Welfare League of America, ACT-1, Alcohol and Other Drugs: A Competency-Based
Training.1993.



INTRODUCTION TO ADDICTION STUDIES
Drug Classifications II - Stimulants, Hallucinogens, & Cannabis

UCSD ATTC 6 - Instructor - page 5 February 1997

Cannabis (Marijuana)

All forms of cannabis have negative physical and mental effects. Several regularly observed physical
effects of cannabis are increase in heart rate, bloodshot eyes, dry mouth and throat, and hunger.

Use of cannabis may impair or reduce the user's short-term memory and comprehension, alter the sense
of time, and reduce the ability to perform tasks requiring concentration and coordination, such as
driving a car. Retention of information given while the person is high may be lower. Motivation and
cognition are altered, making the acquisition of new information difficult. Marijuana can also produce
paranoia and psychosis in susceptible individuals.

Because users often inhale the unfiltered smoke deeply and then hold it in their lungs as long as
possible, marijuana is damaging to the lungs and respiratory system. The tar in marijuana smoke is
highly irritating and carcinogenic. Long-term users may develop psychological dependence and
tolerance.

Type What is it called?
What does it look like? How is it used?

Marijuana Pot, Grass
Weed
Reefer
Dope
Mary jane
Acapulco gold
Sinsemilla

Dried parsley mixed
with stems, may
include seeds

Eaten
Smoked

Tetrahydrocannabinol TCH Soft gelatin capsules
Small wafers

Taken orally
Smoked
Rarely, extract is injected

Hashish Hash Brown or black cakes
or balls

Smoked

Hashish oil Hash oil Concentrated syrupy
liquid varying in color
from clear to black

Smoked (mixed with
tobacco)

Source: Child Welfare League of America, ACT-1, Alcohol and Other Drugs: A Competency-Based
Training. 1993.
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Designer Drugs/Analogs

Illegal drugs are defined in terms of their chemical formulas. Chemists seeking to circumvent these legal
restrictions modify the molecular structure of certain illegal drugs to produce analogs known as
designer drugs. These drugs can be hundreds of times stronger than the drugs that they are designed to
imitate.

Narcotic analogs can cause symptoms such as those seen in Parkinson's disease--uncontrollable
tremors, drooling, impaired speech, paralysis, and irreversible brain damage. Analogs of amphetamines
and methamphetamines cause nausea, blurred vision, chills or perspiration, and faintness. Psychological
effects include anxiety, depression, and paranoia. As little as one dose can cause brain damage. Analogs
of phencyclidine cause illusions, hallucinations, and impaired perception.

Type What is it called? What does it look
like?

How is it used?

Analogs of Fentanyl
(Narcotic)

Synthetic heroin
China White

White powder
resembling heroin

Inhaled through nose
Injected

Analogs of
Meperidine
(Narcotic)

Synthetic heroin
MPTP (New heroin)
MPPP
PEPAP

White powder

I
nhaled through nose
Injected

Analogs of
Amphetamines and
Methamphetamines

MDMA (Ecstasy, XTC,
Adam, Essence)
MDM
STP

White powder
Tablets
Capsules

Taken orally
Injected
Inhaled through nose

Analogs of
Phencyclidine
(Hallucinogens)

PCPy
PCE
TCP

White powder Taken orally
Injected
Smoked

Source: Child Welfare League of America, ACT-1, Alcohol and Other Drugs: A Competency-Based
Training. 1993.
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Inhalants

A variety of psychoactive substances have been inhaled as gases or volatile liquids. Many popular
commercial preparations such as paint thinners and cleaning fluids are mixtures of volatile substances,
making it difficult to be specific about their various effects. There is no single "inhalant syndrome."

Immediate negative effects of inhalants may include nausea, sneezing, coughing, nosebleeds, fatigue,
lack of coordination, slurred speech, and loss of appetite. Solvents and aerosol sprays may also decease
heart and respiratory rates and impair judgment. Amyl and butyl nitrate may cause rapid pulse,
headaches, and involuntary passing of urine and feces. Long-term use may result in brain damage,
weight loss, electrolyte imbalance, and muscle weakness. Repeated sniffing of concentrated vapors over
time can lead to permanent damage of the nervous system.

Type What is it called? What does it look like? How is it used?

Nitrous oxide Laughing gas
Wippets
Buzz bomb

Small 8-gram metal
cylinder sold with a
balloon or pipe

Vapors inhaled

Amyl nitrite Poppers
Snappers

Clear yellowish liquid in
ampules

Vapors inhaled

Butyl nitrite Rush
Bolt
Locker Room
Climax

Packaged in small
bottles

Vapors inhaled

Chlorohydrocarbon
s and hydrocarbons

Aerosol sprays
Solvents

Cans of aerosol
propellants, gasoline,
glue, paint thinner,
cleaning fluid

Vapors inhaled

Source: Child Welfare League of America, ACT-1, Alcohol and Other Drugs: A Competency-Based
Training. 1993.
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Topic Seven
Psychological Issues

This unit is devoted to an examination of some of the major psychological issues and mechanisms
found in the various addictive syndromes. Some, like denial, are most important in the active
using and early recovery phases. Others, like shame, remorse, and grieving are ongoing recovery
issues. Kinney & Leaton, Chapter 6, provides an overview of some of the internal mechanisms
associated with alcohol use and abuse. Supplemental materials included with this chapter
elaborate on denial, shame, and the elements of a successful intervention. There are classroom
options relating to each of these. In addition, one classroom option deals in some detail with the
behavioral contingencies involved in psychoactive substance use.

Learning Objectives

• For students to become familiar with some of the major psychological concepts used in the
addictions field.

• For students to learn to think dynamically with regard to the psychological issues
associated with AOD abuse.

• For students to be able to critically examine the limitations of the terms and constructs
used in this unit.

Classroom Options

• Classroom Option I
Discuss the term tolerance. Introduce the basic behavioral concepts of the three types of
reinforcement.
1) Positive reinforcement - the following of a behavior (drinking or using) by a

“reward” (euphoria, getting high, etc.). In this case the positive reinforcement is an
internal subjective feeling state. Positive reinforcement tends to increase the
frequency of the behavior (drinking, using).

2) Negative reinforcement - the behavior (drinking, using) results in the decrease or
diminution of something that was experienced as noxious or negative. This could
be feelings (guilt, shyness, worry), or negative physiological states such as craving
or the sequelae of detoxification. Again, the frequency of the behavior (drinking or
using) is increased by negative reinforcement.
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3) Punishment - the behavior (drinking, using) is followed by something perceived by
the person as negative or noxious, such as hangovers, personal castigation, legal
consequences, etc. This tends, in general, to decrease the frequency of the
behavior.

Have students think of examples for all three of the conditions mentioned above, giving
details. Point out to them that when drug/alcohol use first starts, it is generally sustained
by positive reinforcement (getting high, peer approval), but as tolerance develops, it is
sustained by negative reinforcement, or to avoid feeling badly. It is very important to
understand this distinction for effective engagement and treatment.

• Classroom Option II
Referring to the material on denial included in this chapter, discuss the various forms
denial can take. Point out that it is the mechanism of denial that prevents the person from
connecting drinking/using with its negative consequences. These are the connections we
strive to make. Talk about psychological defense mechanisms in general. They are
functional and not easily abandoned. Be sure that students understand that “stripping
away” a defense mechanism, denial included, leaves the client extremely vulnerable, and
that confrontation should be followed by support.

• Classroom Option III
Expose students to the concept of abuse of power in the counseling relationship via the
abuse of psychological terminology. For example, the term “insight” can be abused to
refer to anytime you generally agree with the way I see things (usually events in your life).
“Denial,” by extension, is when you don't. This leaves little room for alternative (often
cross-cultural) interpretations of events in the client’s life. Denial is a term that can be
used to berate and accuse clients at times when what they need most is hope. Ask students
to think of examples they are aware of where this could happen.

• Classroom Option IV
As a logical extension of the material on denial, reproduce and distribute the
handouts/overheads on the intervention included with this chapter. Have students design
an intervention for a chemically dependent person they know. Who would be involved?
When and where would it take place? Discuss the notion of timing as an important factor.
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• Classroom Option V
Using the material on shame-based addiction included with this chapter, explore this
dynamic in different addicted populations, by drug of choice, by gender, by ethnicity.
Explore the relationship between chemical dependency and other addictions: sex,
gambling, shopping, eating disorders, etc.

• Classroom Option VI
Elaborate on the notion of grieving all the losses mentioned in the previous section that
are associated with the progression of addiction. This includes the admission of loss of
control, loss of relationships, financial resources, dignity, freedom, health, and possibly life
itself. Grieving these various losses can help with the depression that so often accompanies
recovery. Using the Kubler-Ross handout, ask students to walk through the grieving
process as it applies to any of the areas mentioned above.

Further Reading

From Denial to Recovery: Counseling Problem Drinkers, Alcoholics, and their Families, by
Lawrence Metzger. San Francisco: Jossey-Bass, 1988.

This book is a good resource for instructors. It covers the important aspects of the
assessment and individual counseling of alcoholic clients. Especially useful is the chapter
on denial.

I'll Quit Tomorrow, by Vernon Johnson. New York: Harper & Row. 1983.

This classic volume provides an “understanding the mind of the alcoholic” approach that is
very user friendly for community college students. Of particular usefulness is the treatment
of denial and the section on the intervention.

Further Resources

• Video demonstrates how the addiction cycle works and how to break the
cycle at each point. Topics covered include belief systems, impaired thinking,
preoccupation, ritualization, and others.

Breaking the Addiction Cycle. 55 minutes. Available from:
CL Productions Inc.

342 Hillside Ave.
Santa Fe, NM 87501

(800) 203-3597
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Denial

Common Examples Used by Addicts When Denying

1. ABSOLUTE DENIAL:  “No, not me! I don’t have a problem.”

2. MINIMIZING:  “My drinking isn’t that bad. I know it is a problem, but it just isn’t as
serious as people think it is.”

3. AVOIDANCE

a. Avoidance by Omission:  “I won’t talk about it. I will talk about everything else, but I
will not talk about my drinking.”

b. Avoidance by Distraction

· Distraction by deluge:  “I’ll talk about everything else except my alcoholism and I
will immobilize you with tons of garbage.”

· Distraction by uproar:  “I’ll create a crisis situation for you if you push me into
talking about my drinking.”

4. SCAPEGOATING

“I only drink because of my husband/wife.”
“If you were married to a man/woman like this, or if you had a job like I have you would
drink as much as I do.”
“If it were not for my boss, I wouldn’t be drinking that much.”
“If you were a good therapist, I’d be able to stop.”

5. RATIONALIZATION

a. Intellectualization:  “The problem of abusive drinking and alcoholism starts back to our
social-cultural, bla, bla, bla . . .”

Source: Adapted by J. Vaughn, AMCHA member, from Michael F. Fleming, M.D. and K.C.
Barry, Ph.D., Addictive Disorders, Mosby Year Book Inc., 1992.
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Denial  (continued)

b. Comparison

“I don’t drink as much as my boss does and he/she is not in trouble.”
“I know Uncle Charlie, who used to drink two fifths a day, and he died of old age at
97.”

c. Diagnosis of yourself as beyond help:  “I’ve gone too far to get any help. How can you
expect a dilapidated old drunk like me to change his habits?”

d. Flight into health:  “I’ve been sober for 25 minutes now (two days--two weeks--two
months) and I understand what my problem is and it is solved. I know too much to ever
drink again.”

e. Consequential sobriety:  “I can’t drink ever again, because I’ll be sick and die. The
consequences will scare me into permanent sobriety. Since I know how awful my life
will be if I continue to drink I won’t drink anymore, and since I know I won’t drink
anymore, I don’t need treatment.”

6. COMPLIANCE:  “I’ll do whatever you say if you get off my back. I’ll get well by doing
what you say, Ha, Ha, Haaaa, Ha.”

Denial is the major impediment to recovery. Addicts not only deny that they have an
addictive behavior, they are experts at denying the past as prologue to the present. A list of
possible denial strategies that most often occur follows; they were first offered by Simon and
Simon (1990):

You may be using denial if you think that your past hurts were:

1) Unimportant
2) Water under the bridge
3) Irrelevant to your life today
4) Not worth dredging up again
5) Over and done with
6) Better off forgotten.
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Denial  (continued)

Some internal thoughts that speak of denial:

1) “It wasn’t that bad.”
2) “It could have been worse.”
3) “I got over that years ago.”
4) “It happened, but it didn’t affect me.”

Others too may collude with the addict to deny that the past may be affecting the present.
Counselors may have to overcome such sayings and ideas as:

“You mean that still bothers you?”
“It happened years ago.”
“You should just forget about it.”
“Worse things have happened to other people.”
“Why don’t you count your blessings instead of bellyaching about the past.”

Some addicted clients may rationalize shaming incidents in childhood by saying or thinking
the following:

1) You did something to make them happen.
2) You were not good enough in some way.
3) You did not do what you could have done to prevent them from happening.
4) You set yourself up to be hurt by expecting too much or ignoring the signs of

impending disaster

Other addicted clients may believe that no shaming events would have taken place if they
had done something different. They believe that:

“This wouldn’t have happened if . . .”

1) “If only I had not made that scene.”
2) “If only I had told my mother then she would have made my father stop molesting

me.”
3) “If only I had been more on top of things then I could have kept my parents from

drinking.”
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Denial  (continued)

“If only . . .” statements bring about more self-blame and tend to make the situation worse as
the shame prone or shame-based individuals continue to see themselves as ineffective. For
example:

“If only I had...
1) “Said no.”
2) “Kept my mouth shut.”
3) “Trusted my instincts.”
4) “Been a better son, daughter, spouse, parent.”

“If only I had not . . :”
1) “Expected so much.”
2) “Been so naive or trusting or needy.”
3) “Kept my mouth shut.”
4) “Married so young.”
5) “Been so fat, thin, poor, dumb, pretty.”

OR

1) “I should have seen it coming.”
2) “It couldn’t be their fault.”

Counselors may help their addicted clients by getting them to internalize and use some
clarification statements that work against denial, such as:

1) “I was hurt.” or “My father hurt me.” Or “My mother hurt me.”
2) “What happened to me still hurts.”
3) “That was no way to treat me.”
4) “It was wrong.”
5) “I have suffered because of what I went through.”
6) “I haven’t gotten over it yet.”
7) “It was that bad.”
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Mind Set Of Shame-Based Addicts

1. All information has symbolic negative meaning about their own personal identities. For
shame-based individuals or addicts even the most benign acts are seen as negative. Addicts
and other shame-prone individuals tend to distort or disqualify praise.

2. Shame-based addicts have strong negative expectations; they may even expect therapy to
make things worse and often fight against successful therapy.

3. Shame-based individuals have tunnel vision, a unique coding system for interpreting
interpersonal signals biased towards the negative.

4. These addicts question without justification loyalty and trustworthiness of friends. They see
personal rejection in most interpersonal exchanges.

5. Shame-based people choose to be involved with people and situations that lead to
disappointment, failure, or mistreatment, even when others can see that better options are
available. Shame-prone addicts can’t see better options.

6. Shame-based addicts reject or render ineffective the attempts of therapists to help them. 
When clients say that they have seen a number of therapists, this is a sign that the shame
dynamic is at work. Shame-based addicts may also sabotage attempts to help that come from
family.

7. Shame-based people will respond to events that should be construed as positive with
suspicion, depression, guilt or behavior that produces pain or an accident.

8.  Shame-based people demand that others treat them with the utmost kindness, and even one
lapse from this inevitably produces a letdown and will be translated to “people always do that”
or “people can’t be trusted.”

Source: American Mental Health Counselors Association, Mental Health Counselors Training
Course: Alcohol and Other Drug Abuse Prevention. 1992.
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Mind Set Of Shame-Based
Addicts  (continued)

9. Shame-based addicts respond to criticism with rage, even heartfelt softly delivered criticism.
They believe that it is safer to be with themselves than others, believe they are being
abandoned at the slightest provocation.

10. Sexualized anger is evidence of shame dynamics.

11. Shame-based addicts engage in activities that are shaming, that is, they are excessively
involved in pleasurable activities that have a high potential for painful consequences, such as
buying sprees, sexual indiscretions, or foolish business investments. (Source: Harper &
Hoopes, 1990).

Examples of Shame . . . as it might have taken place in childhood

“What’s wrong with you anyway . . .?”
“You should know better than that . .?”
“When are you ever going to learn . .?”

Or the child spills something and you hear . . .

“Why are you so clumsy . . .?”
“See what you’ve done . . .? Your mother is upset.”
“Are you satisfied . . .? You’ve made your father angry.”

“You’re                          “ (fill in the blank).

Dumb--clumsy--crazy--slow--always doing that--too fat--ugly--boring--sick--never
there for me--too thin

Source: American Mental Health Counselors Association, Mental Health Counselors Training
Course: Alcohol and Other Drug Abuse Prevention. 1992.



INTRODUCTION TO ADDICTION STUDIES
Psychological Issues

UCSD ATTC 7 - Instructor - page 7 February 1997

Mind Set Of Shame-Based
Addicts  (continued)

“Why can’t you be more like                       ?”

Me—a man—her/him—a woman—you’re sister/brother

“You’re going to                          that.”

eat—wear—do—say—bring—buy

“Don’t even think it!”
“Why do you feel that way?”
“Don’t think that you can come back here if it doesn’t work out.”
“I love you . . . go away.”
“C’mon now. You can’t be angry.”
“What did you get this for?”

Certain words indicate that the shame process has taken place or may be taking place. The
following words indicate that the client may have issues of shame around a particular subject:

· Useless—no good

· Worthless—inferior

· Overwhelmed—inadequate

Source: American Mental Health Counselors Association, Mental Health Counselors Training
Course: Alcohol and Other Drug Abuse Prevention. 1992.
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The Intervention

Our basic assumption is that even at his sickest, the chemically dependent person can accept
reality if it is presented to him in a receivable form. The rules for conducting this sort of scene can
be simply stated.

1. Meaningful persons must present the facts or data. That is, they must be people who do exert
real influence upon the sick person. His forms of denial can and will sweep aside the efforts of
others. The meaningful persons may be members of the family, as in this case, although such
members will almost always need help in gaining sufficient emotional stabilization to carry out
the task. The interveners may be professionals, such as physicians or clergymen, if they
personally possess information which is useful. This would include descriptions of physical
complications or behavioral patterns indicating the presence of the disease.

 The most effective interveners, however, because they are the most meaningful of all, are
employers or the members of management at the level next above the chemically dependent
person. Individuals tend to put their own greatest value as people on their productivity, so the
boss is the most meaningful person.

 In any case, intervention should not be attempted by people who are so emotionally distressed
that they might harm themselves or the effort, nor, for the most part, should intervention be
attempted alone, although it can be done. Groups of at least two or three seem most effective.
They tend to support each other in getting the task accomplished successfully, and also have
the necessary weight to break through to reality.

2. The data presented should be specific and descriptive of events which have happened or
conditions which exist. “I was there when you insulted our client, and it was obvious to both
the client and to me that you’d had too many,” or, “The Word around the office is not to send
you clients after lunch. The others often feel you aren’t in shape take care of them.”
Obviously, evidence is strongest when it is firsthand.

3. Opinions are to be avoided, along with all generalizations. “I think you have been drinking too
much”, or, “I think you ought to quit drinking entirely”, are worse than useless. All such
general opinions do is raise the defenses still higher and make the approach to reality more
difficult.

 

 Source:  Johnson, Vernon (1980) I’ll Quit Tomorrow. New York: Harper & Row, pp.55-57
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The Intervention  (continued)
 

1. The chief evidence should be tied directly into drinking wherever possible. “After the company
picnic last Saturday, I saw you leave a bit under the weather. I assumed that your wife would
do the driving but I learned that you drove nearly 100 mph on the freeway with you family in
the car.” The more general data should only be used to support the examples of drinking.
“Your production has gone down this year.”

2. The evidence of behavior should be presented in some detail, an very explicitly, to give the
sick person a panoramic view of himself during a given period of time. “Your eyes were
glazed, your walk unsteady” are comments which take into account reliance on euphoric
recall. Alcoholics themselves do not and cannot have this view because of their deluded
condition. They are out of touch with reality. Their greatest need is to be confronted by it.
Sound movies or tapes of some of their drinking episodes will do it best. No argument is
possible, no denial can be made. There they are on the silver screen or on tape, acting and
sounding like that. (“My God, I didn’t know I had hurt so many people so much!”) The
interveners are to act for the screen. “This is reality! Reality is not what you have been
believing it was!”

3. The goal of the intervention, through the presentation of this material, is to have the alcoholic
see and accept enough reality so that, however grudgingly, the need for help can be accepted.

4. Now, the available choices acceptable to the interveners may be offered. In many sections of
the country there are choices. The key person confronting the alcoholic may say, “Since
abstinence is a basic requirement, these alternatives are before us: this treatment center, that
hospital, or AA. Which help will you use?” Allowing the alcoholic, in some way, to be a part
of the decision-making is to offer some sense of dignity, which is obviously important.
Firmness here however, is again necessary. The drinkers defenses can and very likely will
regroup quickly unless it is clear the interveners mean what they say. In fact, at this point, the
group should have predicted what would be the alcoholic’s most likely excuses for not
accepting the choices being offered and be prepared to meet them. Examples: “I can’t go to
treatment now because my work will not allow me to be absent,” or, “I can’t go to treatment
now because there is a very important family commitment we have made,” and the like. When
the group is prepared in advance to answer such excuses, the likelihood of the alcoholic’s
accepting treatment is greatly enhanced.

Source:  Johnson, Vernon (1980) I’ll Quit Tomorrow. New York: Harper & Row, pp.55-57
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Intervention

OUTLINE:

I. IDENTIFYING THE  ILLNESS

A. Other problems tend to shield the alcoholism from being recognized and diagnosed.

B. Drinking episodes are progressively increasing symptoms of the addiction — the
primary problem to be dealt with.

II. IDENTIFYING “KEY PERSONS” WHO SURROUND THE ALCOHOLIC

A. Two basic questions:

1. Who are the meaningful persons surrounding the alcoholic?

2. Can they gather in my office?

B. Gathering this group of persons is an attempt to achieve two goals.

1. Accumulate enough data to demonstrate without a doubt the presence of the
progressively worsening disease of alcoholism.

2. Motivate the persons who could best present this data to the alcoholic.

III. INTERVENTION TRAINING OF THE “KEY PERSON”

Two basic goals of training sessions:

A. Evaluate these people in two areas.

1. Do they know enough about the illness of alcoholism to see that the alcoholic is
unable to seek help voluntarily?

2. Are these people emotionally adequate to be interveners?

Source:  Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College.
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Intervention  (continued)

B. Prepare the people specifically for the Intervention scene.

1. Prepare written lists of specific incidents or conditions (first-hand information).

2. Become aware of various alternatives in the continuum of care which could be
offered to the alcoholic and agree on which alternatives to be offered.

3. Predict alcoholic’s most likely excuses and attempt to meet them in advance.

4. Simulate forthcoming intervention session. Select a chairperson and define
responsibilities of this role as follows:

a. Stating purpose of meeting.
b. Summarizing how these people are gathered for this meeting.
c. Setting the ground rules for the meeting.
d. Beginning the process of presentation of data by selecting the order of

presentations.
e. Closing the session by summarizing the concerns of the group and offering

the choices of care that the group agreed upon in advance.

IV. CONCLUSION

A. The counselor is an evaluator who assesses:

1. The severity of the illness as described by the concerned person.

2. What knowledge about the nature and dynamics of the illness must be presented
to the concerned persons in order to help them be more effective interveners.

3. The emotional stability of each of the concerned persons. By doing this the
counselor is able to eliminate the potential counterproductive interveners and also
select the person who could best be the chairperson of the intervention Fusion.

Source: Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College.
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Intervention  (continued)

B. The counselor is an educator who trains the concerned person by:

1. Providing information about the nature and dynamics of the disease.

2. Describing the principles and specific techniques of the intervention process.

3. Selecting and then equipping the chairperson with additional information about
this role in the intervention process.

4. Listing the various alternatives in the continuum of care that could be offered to
the alcoholic.

5. Assisting the interveners in selecting the most appropriate alternatives that they
will offer the alcoholic.

6. Simulating the intervention session in order to better prepare the persons for the
actual one.

Source: Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College.
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Intervention  (continued)

CHECK LIST

1. Who are the most meaningful persons around the alcoholic?

2. Could you gather them together?

3. Do they know enough about the nature of alcoholism to accept the basic facts that the
alcoholic is incapable of recognizing the true nature of his condition and. therefore, is unable
to seek help voluntarily?

4. Are these people emotionally adequate to be interveners?

5. Are these people prepared specifically for the intervention session?

6. Do these people have a written list of specific  incidents or conditions Which legitimize their
concern?

7. Does the data legitimize the concern being expressed?

8. Is the group familiar with various alternatives in the continuum of care which could be
offered to the alcoholic?

9. Can the group predict what will be the alcoholic s most likely excuses for not accepting the
choices being offered and attempt to meet them in advance?

10. Has the group been rehearsed by simulating the forthcoming intervention session?

11. Have you eliminated a person or persons frolic the group, who you feel would not be useful?

12. Is there a chairman for the intervention?

13. Is the chairman aware of his task of setting the “ground rules” for the meeting, and bringing
it to closure?

Source: Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College.

Process Of Overcoming Loss
Elizabeth Kubler-Ross
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When we think about it; most of our life will be spent overcoming obstacles to reach whatever
goal we have set for ourselves.  Overcoming a disabling injury can be seen as another obstacle in
the way of attaining our goal.  To be sure, the injury was most likely not planned on. 
Kubler-Ross identified five stages that people go through when dealing with a sudden loss.

Usually the first response is:

DENIAL . . . . . No this can't be happening to me!!!

This is followed by:

ANGER . . . . .  Why did this have to happen now. It's not fair!!!

The next stage is:

BARGAINING . . . . . O.K. lets make a deal. I'll be good and never do it again just let me get
better!

When bargaining does not bring results, what often follows is:

DEPRESSION . . . . . I've really lost everything. It's hopeless.

If a person can get through this situational depression the healing process can begin. To recover,
it is necessary to accept our situation, or condition and make the necessary changes to
accommodate the limitations of our disability. So the last stage in this model is:

ACCEPTANCE . . . . . I can still have a good life.

This model was developed by Elizabeth Kubler Ross when she was working with people who had
terminal illness.

Do you see a similarity between this model and the twelve steps?

Source: Angela Stocker, Alcohol and Drug Studies Program, College of San Mateo.
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Topic Eight
Assessment, Diagnosis, and Referral

Learning to assess substance abuse problems embodies several areas of knowledge. First,
counselors must have a conceptual perspective on what constitutes a problem. This they can
formulate and/or refine from the unit on conceptual models of addiction. Second, they should be
knowledgeable about the constellation of symptoms, life events, and behaviors that constitute the
problem or diagnostic category. Finally, they should possess entry level skills for eliciting such
evaluative information, whether it be through interviewing, understanding historical and collateral
information, or utilizing the results of assessment instruments. Kinney & Leaton, Chapter 8,
provides an integrated overview of these three areas for assessing alcohol related problems. The
supplemental material included for instructors with this chapter is divided into five categories: an
overview from NIAAA detailing the goals of assessment, Diagnosis/Problem Classification,
Interviewing/Data Gathering, Assessment Instruments, and Referral, including the criteria that can
be used when making level of care decisions. Classroom teaching options generally focus on these
areas.

Learning Objectives

• To understand the reasons for, components of, and types of assessment of AOD related
problems.

• To utilize information gained from an assessment in decisions regarding the type of
treatment resource to refer to.

Classroom Options

• Classroom Option I
Using the material from NIAAA Alert No. 12, present the class with an overview of the
types and goals of assessment. Be sure and refer to the multiple sources of information
used in formulating assessments. What are some of the challenges in obtaining such
information? From referral sources? From clients? From relatives and significant others?
Discuss the importance of relationship and interviewing style as well as some of the
cultural biases inherent in the process of collecting and interpreting assessment data.

• Classroom Option II
Discuss the "spheres of functioning" approach to assessment. Examples of the various
spheres of human functioning are: physical, emotional/psychological, spiritual, sexual,
creative, social (including familial), vocational, and legal, including incarceration history.
Examine the effects of alcohol/drug use on each of these spheres. Now examine the effects
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of alcohol/drug abuse on each of these spheres. The diagnosis of substance abuse is based
upon negative life consequences in these various spheres. Using the material in the
"Interviewing/ Data Gathering" section of this chapter, discuss ways of eliciting
information from clients about these various spheres. See if the questions students come
up with can be universally used, or should be modified for different groups based on
culture, age, gender, etc.

• Classroom Option III
Included with this chapter are copies of the CAGE-AID, Brief MAST, RAFFT, and the
Addiction Severity Index (ASI). Go over the "Criteria for Selecting Assessment
Instruments" in class. Have students think about clients or other people they know, and
give an example of a person where an assessment tool would be helpful, and one where it
would not - explaining why in each case. Alternatively, the instructor may select and
reproduce one of the above instruments, have the students self-administer it, and discuss
the results.

• Classroom Option IV
Using the material in the section entitled "Referral,” have students apply the criteria in the
handout, "Adult Placement Criteria...” to people (clients or others) they are personally
familiar with to practice making level of care decisions. Use the material from "Making
Effective Referrals,” and "Guidelines for Referrals" to prompt a discussion about the
problems that arise in the process of making a successful referral. Be sure to include
discussion of "treatment matching,” i.e., matching client clinical and personal needs with
program capability. The instructor may wish to save this final discussion for the section on
treatment, using this section to focus on detox decisions (medical, social, outpatient), and
covering treatment matching in more depth under the treatment section. Make sure
students understand the nature of this continuum between assessment, engagement, and
treatment.

Further Reading

Assessing Alcohol Problems: A Guide for Clinicians and Researchers (1995) NIAAA Treatment
Handbook Series 4. John P. Allen and Megan Columbus, Editors. Available free from NCADI
(800) 729-6686.

This is a comprehensive review, in understandable language, of all the major assessment
and screening instruments for alcohol and drug related problems. Copies of public domain
instruments are included, along with prices and ordering information for copywritten
material.
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Addiction Severity Index (ASI) Package (1993) NIDA.  Available through NCADI
(item#BKD122)

A structured clinical interview designed to collect information about substance use and
functioning in life areas from adult clients seeking substance abuse treatment. Package
includes an introductory brochure, handbook for program administrators, resource
manual, two videotapes, and training manual.

On Line Resource

Alcoholism Treatment Assessment Instruments from the NIAAA Treatment
Handbook Series 4, Assessing Alcohol Problems: A Guide for Clinicians and
Researchers:

http://www.niaaa.nih.gov/publications/assinstr.htm
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The Stages of Alcohol and Other Drug Abuse
(A Continuum With Distinct Phases)

Stage 1: Experimentation

A person uses alcohol or other drugs (AOD—licit or illicit—a number of times, out of
curiosity, peer pressure, and so on.

Further actions: He or she may stop, experiment with another drug, or move to the
next stage.

Stage 2: Use

A person continues to use a specific drug on an integrated basis, for example, having a
glass of wine with dinner, using marijuana only at parties, etc. The drug is integrated into the
person's life but does not control the individual's activities. The person could easily give up
the drug but does not choose to do so.

Further actions: She or he may stop, integrate the use of AOD at a certain dosage
level, move back and experiment with a different drug, or move on to the next stage.

Stage 3: Abuse

A person continues to use the AOD on a level of psychological dependence. The drug
controls the person's life. He or she needs the drug to feel okay. The drug is in the person's
mind, a need. A good deal of time is spent thinking about, obtaining and using the drug.
Day-to-day functioning in this person's life is dependent on AOD.

Further actions: He or she may stop (often difficult without help), integrate the abuse
at some dosage level, move back to use, or move on to the next stage.

Source: Center for Substance Abuse Prevention. Curriculum Models on Alcohol and Other Drug
Problems for Schools of Social Work.  1995.
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Stage 4: Addiction

A person enters a biological and psychological state in which the drug is now necessary
for day-to-day functioning. Addiction is characterized by building tolerance (more drug is
needed to obtain the same effect) and withdrawal (the body requires the drug and goes
through physical discomfort when the drug is stopped). Addiction, depending on the alcohol
or drug in question, may require medical intervention. Addicted people often have difficulty
stopping the use of AOD on their own.

Further Actions: She or he may stop (often very difficult without intervention),
integrate the abuse at a particular level, return to abuse (lowering dosage levels), return to
use of alcohol or the drug in question or other drugs. Addiction to AOD causes a great deal
of personal pain, loss, and physical injury to the addicted person, and grief for the significant
others in the addict's life.

Source: Center for Substance Abuse Prevention. Curriculum Models on Alcohol and Other Drug
Problems for Schools of Social Work.  1995.
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Criteria for Substance Abuse

A. A maladaptive pattern of substance use leading to clinically significant impairment or
distress, as manifested by one (or more) of the following occurring within a 12-month
period:
(1) recurrent substance use resulting in a failure to fulfill major role obligations at

work, school, or home (e.g., repeated absences or poor work performance related
to substance use; substance-related absences, suspensions, or expulsions from
school; neglect of children or household)

(2) recurrent substance use in situations in which it is physically hazardous (e.g.,
driving an automobile or operating a machine when impaired by substance use)

(3) recurrent substance-related legal problems (e.g., arrests for substance-related
disorderly conduct)

(4) continued substance use despite having persistent or recurrent social or
interpersonal problems caused or exacerbated by the effects of the substance (e.g.,
arguments with spouse about consequences of intoxication, physical fights)

B. The symptoms have never met the criteria for Substance Dependence for this class of
substance.

Criteria for Substance Dependence

A maladaptive pattern of substance use, leading to clinically significant impairment or
distress, as manifested by three (or more) of the following, occurring at any time in the same
12-month period:
(1)  tolerance, as defined by either of the following:

(a) a need for markedly increased amounts of the substance to achieve intoxication or
desired effect

(b) markedly diminished effect with continued use of the same amount of the
substance

(2) withdrawal, as manifested by either of the following:
(a) the characteristic withdrawal syndrome for the substance (refer to Criteria A and

B of the criteria sets for Withdrawal from the specific substances)
(b)  the same (or a closely related) substance is taken to relieve or avoid withdrawal

symptoms

Source: American Psychiatric Association: Diagnostic and Statistical Manual of Mental
Disorders:DSM-IV, Fourth Edition. Washington, DC: 1994.
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(3)  the substance is often taken in larger amounts or over a longer period than was intended
(4) there is a persistent desire or unsuccessful efforts to cut down or control substance rise
(5) a great deal of time is spent in activities necessary to obtain the substance (e.g., visiting

multiple doctors or driving long distances), use the substance (e.g., chain-smoking), or
recover from its effects

(6) important social, occupational, or recreational activities are given up or reduced
because of substance use

(7) the substance rise is continued despite knowledge of having a persistent or recurrent
physical or psychological problem that is likely to have been caused or exacerbated by
the substance (e.g., current cocaine use despite recognition of cocaine-induced
depression, or continued drinking despite recognition that an ulcer was made worse by
alcohol consumption)

Specify if:

With Physiological Dependence: evidence of tolerance or withdrawal (i.e., either Item 1 or
2 is present)
Without Physiological Dependence: no evidence of tolerance or withdrawal (i.e., neither
Item 1 nor 2 is present)

Course specifiers (see text for definitions):

Early Full Remission
Early Partial Remission
Sustained Full Remission
Sustained Partial Remission
On Agonist Therapy
In a Controlled Environment

Source: American Psychiatric Association: Diagnostic and Statistical Manual of Mental
Disorders:DSM-IV, Fourth Edition. Washington, DC: 1994.
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Screening Techniques

• Start with general questions about use of prescribed drugs, then use of over-the-counter
drugs, then self-prescribed drugs (caffeine, nicotine, alcohol, other drugs).

 
• Move to the current situation with use of Brief MAST or CAGE and CAGE-AID.
 
• Follow up a positive screen with specific questions on use. Examples:
 

• What do you use?
• How much, and how often?
• When do you drink?
• Where do you drink?
• Under what circumstances do you drink?
• What are the payoffs or benefits from your drinking?
• What are the costs -- the adverse effects -- of your drinking?

 
• Use open-ended questions. Ask questions that are difficult to answer evasively or with a

simple yes or no.
 
• Use probing questions – be persistent, rephrase questions. Don't assume anything.
 
• Confront avoidance and discrepancies in a nonjudgmental, supportive manner.
 
• Express empathy for the clients' feelings about their problems and let them know you are

there to help.
 
• Paraphrase the clients' concerns and viewpoints and let them know that you understand their

perspective.
 
 
 
 

Source: American Psychological Association.  Psychologists Training Course: Alcohol and Other
Drug Abuse Prevention.  1992.
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Screening Techniques  (continued)
 
• Expect the client to use more than one substance. Ask about all alcohol and other drug

abuse (AODA).
 
• Observe the client's behavior during interview. Denial or false information may be indicated

by client's body language: uncomfortable posture, avoidance of eye contact, long pauses
before answering, fidgety and restless movements, and hostile gestures.

 
• Corroborate data given by client with data provided through multiple sources, such as

family/significant others, physical exam, lab tests, observations of client, and clues in client's
history.

Source: American Psychological Association.  Psychologists Training Course: Alcohol and Other
Drug Abuse Prevention.  1992.
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Data to be Gathered When Taking an AOD History

Subject Data Needed

Drug History
 
• Chemical substances used
• Routes of administration
• Evidence of tolerance
• Most recent use
• Chemical of choice
• Abstinence history
• How chemicals are obtained and paid for
• Age at first use

 
• Changes in the frequency of 

use over time
• Current level of use
• Patterns of use (chronic, daily,

binge, weekend, etc.)
• Attempts to control use
• Longest period of abstinence

Symptoms of Use
 
• Physical
 - Withdrawal
 - Track marks
 - Overdose history
 - HIV/AIDS
 - Other medical complications
 - Blackouts
 - Hangovers
 - Premature or drug-exposed births
 - Organ damage (liver, stomach,

cardiovascular, skin)

 
• Psychosocial
 - Effect on

employment/school
 - Marital/family relationships

(includes history of violence,
child maltreatment

 - Legal or financial problems
- Other interpersonal

relationships

Motivation
 
• Internal Motivation
 -Level of insight
 -Desire to receive help

 

• External Motivation
-Family court involvement
-Employer
-CPS involvement
-Family

Treatment History
 
• Prior history (where, when, modality, outcome)
• Attitude toward treatment
• Treatment for other issues (psychiatric, family therapy, etc.)

Family History
 
• AOD use by other family members
• Attitudes toward alcohol and other drugs
• Beliefs about the nature of dependency
• History of treatment or diagnosis of dependency by other family members
• Level of support for the Individual
• Connection to extended kin or friendship network

Source: Child Welfare League of America. Act 1, Alcohol and Other Drugs: A
Competency-Based Training. 1993.
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Clues In Adult Client's History

• Social

• Reclusive and isolated -- withdrawal from social activities
• Social life revolves around drinking or drug-related activities
• Change of friends
• Frequent conflicts and altercations with friends
• “Partying” a lot and would like to “cut down”
• Accidents, driving arrests
• Frequent alcohol/drug use among peers
 

• Psychological
 

• Cares less about everything
• Mood disturbances/mood swings
• Suicidal thoughts
• Chronic or acute depression
• Lack of impulse control
• Thought disorders
• Sexual dysfunction
• Manipulative or evasive
• Frequent and/or chronic anxiety and stress
• Preoccupied with alcohol and/or drugs
• Low self-esteem
• History of physical or sexual abuse

 
• Behavioral
 

• Drinking during pregnancy
• Changes in school performance
• Repeated intoxication
• Frequent requests for mood-altering substances, asking for increased dose and more

refills
 
 

 Source:  American Psychological Association. 10/1/92
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  Clues In Adult Client's History  (continued)
 

• Complaints that life is a mess
• Frequently cancels appointments
• Frequently blames others for problems
• Denial/minimization of problems
• Tolerance to pain medication, alcohol, anesthesia
• Tried to quit before but was unable to

 
• Employment
 

• Frequent complaints about job, employer, coworkers
• Frequent absenteeism, tardiness, absence from work station
• Frequent and unexplained job changes
• Diminished job performance and low productivity
• High incidence of on-the-job accidents and injuries

 
• Family
 

• Complaints by family members about drinking or drug use
• Continued AOD use in spite of tension created in family
• Reports by spouse or partner about intimacy or sexual problems
• Unexplained alterations in family system, such as separation, divorce, abandonment
• Treatment of family members for alcoholism and/or drug addiction and/or depression
• Rejection or absence of involvement by family members
• High level of family conflict
• Decreased interaction with family members
• Secretiveness
• Less responsibility taken at home
• Reports of financial problems

Source:  American Psychological Association. 10/1/92
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  Clues In Adult Client's History  (Continued)
 
• Medical
 

• More frequent trauma than would be expected
• Unexplained injuries and accidents
• Complaints of gastritis and heartburn, with frequent use of antacids
• Signs of withdrawal syndrome such as tachycardia, hypertension, diaphoresis, muscle
• Cramps, tremors, flu-like symptoms
• Malnourishment with weight loss, decreased muscle mass, and/or ascites
• Unexplained burns on arms, hands, fingers, chest (from falling asleep with lit cigarette)
• Heavy smoking with harsh cough and hoarseness
• Complaints of tingling sensations in extremities
• Frequent infections, including cellulitis and abscesses
• History of treatment for hepatitis, cirrhosis, pancreatitis, subacute bacterial endocarditis,

chronic pulmonary problems
• Seizures that first appear between ages 10 and 30.
• Persistent fatigue or general debilitation
• Deterioration in personal hygiene
• Sleep disturbance
• Episodes of hyperactivity
• Disturbance in motor functions
• Confusion, disorientation, memory loss

 
 
 
 

Source:  American Psychological Association. 10/1/92
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Clues In Adolescent's History

• Social
 

• Complaints, jokes, remarks made by friends about alcohol and other drug (AOD) use
• Conflicts with boyfriend/girlfriend over AOD use
• Rejection by non-using peer group
• Peer group drift: increasing socialization with heavy users
• Binges with peers
• Risk-taking behavior
• Increased sexual activity, risky sexual practices
• Increased conflict with family

 
• Physical
 

• Passing out (with or without injury)
• Blackouts
• Cigarette smoking
• Increasing sickness (colds, flu)
• Headaches, stomachaches
• Sweating, rapid pulse, chest tightness
• Hangovers
• Steady deterioration in personal appearance and hygiene
 

• Legal
 

• Arrests for possession, driving while intoxicated, disorderly conduct
• On probation
• Arrests for stealing, breaking and entering, vandalism, truancy

 
 

Source:  American Psychological Association. 10/1/92
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Clues In Adolescent's History  (continued)
 
• School performance
 

• Declining grades
• Low achievement in middle/junior high
• Low expectations
• May appear to have learning difficulties
• Decreased attention and concentration
• Uninvolved in school activities
• Hyperactive
• Difficult to discipline
• May stop doing homework
• Increased absenteeism, tardiness
• Dropping out
• Rebellious, argumentative with authority figures
• No goals for life
• Increased aggressiveness, excessive fights

 
• Psychological
 

• Lethargy, no motivation
• Agitation, restlessness
• Depression, suicidal thoughts
• Paranoia
• Defensiveness, secretiveness
• Euphoric, unusually self-confident
• Unwillingness to express real feelings
• Feelings of guilt, shame, rejection that undermine self-esteem
• “Addict personality:” Grandiose, defensive, self-absorbed, manipulative, arrogant

 

Source:  American Psychological Association. 10/1/92
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Tips To Improve Cross-Cultural Verbal Communication*

How you speak is as important as what you say in cross-cultural interviewing and communication.
Your tone of voice should be pleasant, with volume audible but not too loud. Articulation of each
word is important, especially with clients whose native language is not English. Check with the
client whether your rate of speech is too slow or fast. Avoid slang, technical jargon, and the use
of an ethnic communication style that is not naturally your own. The points below summarize
some additional tips.

· Formality: In some cultures, verbal communication tends to be more formal than it is in the
Anglo-American culture. You should not assume that a first-name basis is appropriate for
client relationships. Assume formality when in doubt, or ask the client how he or she prefers
to be addressed.

· Rapport: Too much chatting, too many questions, or being “too nice” may cause a client to
feel uneasy or suspicious. Beginning counseling sessions with open-ended questions can help
establish a rapport, as well as demonstrating patience, respect, and an awareness of the
client's culture.

· Subject: Subject matter may influence the success of cross-cultural interviewing. Certain
subjects may not be acceptable to the client for discussion, such as those not typically shared
with an unfamiliar caseworker. Personal or family affairs, questions about family or spouses,
and “personal” concerns such as alcohol or drug use may be considered private matters. You
need to explain why it is necessary to ask certain questions, or you can say to the client,
“Please tell me if you do not want to answer.”

Last, you should learn how to overcome language barriers posed by clients who use English as a
second language, and how to use interpreters effectively with non-English-speaking clients.

Adapted from United States Department of Agriculture, Cross-Cultural Counseling: A Guide for
Nutrition and Health Counselors (Washington, DC: U.S. Department of Agriculture, September
1988); and from National Institute on Drug Abuse, Prevention Networks (Winter 1984-85), 6-8.
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Interpretation of Data

Before interpreting the data gathered in the history-taking process, it is helpful to remember the
following:

• Not all cultural/racial groups are comfortable sharing personal information. Be careful about
labeling families as workable or uncooperative until you have checked out any hesitancy to
respond from a cultural perspective.

 
• Self-reports of AOD use are not always reliable. Users have a tendency to significantly

under-report usage and the negative consequences of use. When possible, check the
information obtained with outside sources and weigh the information against your own
observations of the individual.

 
• Without labeling the individual as an alcoholic or as being chemically dependent, use the

history-taking process as an opportunity to educate the individual about the connection
between alcohol and drug use and problems in other areas of the individual's life.

 
• After completing the history, point out all areas that indicate a possible problem. This

process of naming symptom after symptom is a powerful tool for motivating the individual
to pursue recovery.

 
• Allow the individual to disagree with your assessment. This is part of the process of working

through denial and of being aware of and sensitive to the personal or cultural values of the
individual.

 
• If there does not appear to be a problem with alcohol or drugs but there is reason to believe

that the individual is at risk, share that information with the individual. Always preface your
remarks with the phrase that you do not see a problem “at this time.” Then go on to point
out the ways that the individual maybe at risk of a problem. Do not inadvertently give the
individual permission for future abuse.

Source: Child Welfare League of America. Act 1, Alcohol and Other Drugs: A Competency-
Based Training. 1993.
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Advantages And Disadvantages Of Screening Instruments

1.  Positives
 

• Specific questions listed in organized fashion -- less likelihood of leaving out important
questions.

 
• Helpful for client self-inventory

 
• May elicit answers, and increase rapport sooner

 
• Instruments focus not only on alcohol, but also other drugs

2. Negatives

• Questions can sound accusatory
 

• May mobilize avoidance, anger, defensiveness, and denial
 

• May result in client dropping out of treatment
 
 
 
 
 
 

Source: Center for Substance Abuse Prevention. Curriculum Models on Alcohol and Other Drug
Problems for Schools of Social Work. 1995.
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The CAGE and CAGE-AID Questions
(CAGE Adapted to Include Drugs)

1. In the last three months, have you felt you should cut down or stop drinking or using drugs?
       ¨ Yes  ¨  No

2. In the last three months, has anyone annoyed you or gotten on your nerves by telling you to
cut down or stop drinking or using drugs?

       ¨ Yes ¨ No

3. In the last three months, have you felt guilty or bad about how much you drink or use?
       ¨ Yes ¨ No

4. In the last three months, have you been waking up wanting to have an alcoholic drink or use
drugs?
¨ Yes¨ No

Each affirmative response earns one point. One point indicates a possible problem. Two points
indicates a probable problem.

The original CAGE questions appear in plain type. The CAGE questions Adapted to Include
Drugs are the original CAGE questions modified by the italicized text.

The CAGE or CAGE-AID should be preceded by two questions:

1. Do you drink alcohol?

2. Have you ever experimented with drugs?

If the patient has experimented with drugs, ask the CAGE AID questions. If the patient only
drinks alcohol, ask the CAGE questions.

Source: The Society of Teachers of Family Medicine. Project SAEFP Workshop Materials,
Screening and Assessment Module, p.18. Funded by the Division of Health Professionals, HRSA,
DHHS, Contract No. 240-89-0038.
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Brief M A S T
Short Michigan Alcoholism

Screen Test

1. Do you feel you are a normal drinker?

2. Do friends or relatives think you are a normal drinker?

3. Have you ever attended a meeting of Alcoholics Anonymous?

4. Have you ever lost friends or girlfriends/boyfriends because of drinking?

5. Have you ever gotten into trouble at work because of drinking?

6. Have you ever neglected your obligations, your family, or your work for 2 or more days in a
row because you were drinking?

7. Have you ever had delirium tremens (DTs), severe shaking, heard voices, or seen things that
weren't there after heavy drinking?

8. Have you ever gone to anyone for help about your drinking?

9. Have you ever been in a hospital because of drinking?

10. Have you ever been arrested for drunk driving after drinking?

Source:  Pokovny, A.D.; Miller, B.A; Kaplan, H.B. (1972). The Brief Mast: A Shortened
Version of the Michigan Alcohol Screening Test. American Journal of Psychiatry, 129: 342-345.
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Brief MAST Scoring

Questions Response    Score
Yes No

1. Do you feel you are a normal drinker? 0 2
 
2. Do friends or relatives think you are a normal drinker? 0 2
 
3. Have you ever attended a meeting of Alcoholics Anonymous? 5 0
 
4. Have your ever lost friends or girlfriends/boyfriends because  2 0
 of drinking?
 
5. Have you ever gotten into trouble at work because of drinking? 2 0
 
6. Have you ever neglected your obligations, your family or your 2 0
 work for two or more days in a row because you were drinking?
 
7. Have you ever had delirium tremens (DTs), severe shaking, 2 0
 heard voices, or seen things that weren't there after heavy drinking?
 
8. Have you ever gone to anyone for help about your drinking? 5 0
 
9. Have you ever been in a hospital because of drinking? 5 0
 
10. Have you ever been arrested for drunk driving or driving 2 0

after drinking?

Score of 6 or more indicates probable diagnosis of alcoholism, except for questions 3, 8, or 9
which are diagnostic.
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RAFFT

RAFFT: A relatively new screening instrument, particularly valuable because it focuses equally
on AOD use, is the screening instrument developed at Brown University for
Project ADEPT.

• Do you drink or use drugs to Relax, feel better about yourself, or to fit in?

• Do you ever drink or use drugs while you are by yourself, Alone?

• Do you or any of your closest Friends drink or use drugs?

• Does a close Family member have a problem with alcohol or drug use?

• Have you ever gotten into Trouble from drinking or drug use?

Note: Any positive response is a red flag.

Source: Riggs, S.G. and Alario, A.J. (1989). Adolescent Substance Abuse. In C.E Dube; M.G.
Goldstein; D.C. Lewis, D.C.; Myers, E.R.; and Zwick, W.R. (Eds). The Project ADEPT
Curriculum for Primary Care Physician Training. Providence, Rl: Brown University, p.27.
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DAST—Drug Abuse Screening Test

1. Have you used drugs other than those required for medical reasons?
 
2. Have you abused prescription drugs?
 
3. Do you abuse more than one drug at a time?
 
4. Can you get through the week without using drugs (other than those required for medical

reasons)?
 
5. Are you always able to stop using drugs when you want to?
 
6. Do you abuse drugs on a continuous basis?
 
7. Do you try to limit your drug use to certain situations?
 
8. Have you had “blackouts” or “flashbacks” as a result of drug use?
 
9. Do you ever feel bad about your drug use?
 
10. Does your spouse (or parents) ever complain about your involvement with drugs?
 
11. Do your friends or relatives know or suspect you abuse drugs?
 
12. Has drug abuse ever created problems between you and your spouse?
 
13. Has any family member ever sought help for problems related to your drug use?
 
14. Have you ever lost friends because of your use of drugs?
 
15. Have you ever neglected your family or missed work because of your use of drugs?
 
16. Have you ever been in trouble at work because of drug use?
 
17. Have you ever lost a job because of drug abuse?
 
18. Have you gotten into fights when under the influence of drugs?
 
19. Have you ever been arrested because of unusual behavior while under the influence of drugs?
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20. Have you ever been arrested while driving under the influence of drugs?
 
21. Have you engaged in illegal activities in order to obtain drugs?
 
22. Have you ever been arrested for possession of illegal drugs?
 
23. Have you ever experienced withdrawal symptoms as a result of heavy drug intake?
 
24. Have you had medical problems as a result of your drug use (e.g., memory loss, hepatitis,

convulsions, bleeding, etc.)?
 
25. Have you ever been in a hospital for medical problems related to your drug use?
 
26. Have you ever gone to anyone for help for a drug problem?
 
27. Have you ever been involved in a treatment program specifically related to drug use?
 
28. Have you been treated as an outpatient for problems related to drug abuse?

Source:  Addictive Behaviors 7(4):363; Skinner, H.A. The drug abuse screening test, Copyright
1982, Pergamon Press. *Items 4, 5 and 7 are scored in the “no” or false direction.
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National Institute on Alcohol Abuse and Alcoholism No. 12 PH 294 April 1991

Assessing Alcoholism

The goal of assessment is to determine personal characteristics that can influence the treatment of a patient's alcohol
problem. Once a person has been referred for alcohol treatment, clinicians use assessment techniques to characterize the
problem and to plan treatment (1,2).

Assessment comprises at least four important tasks: 1) to aid in the formal diagnosis of the patient's alcohol problem; 2)
to establish the severity of the alcohol problem; 3) to guide treatment planning; and 4) to define a baseline of the
patient's status, to which his or her future conditions can be compared (3). Assessment is an ongoing, interactive
process, used to evaluate a patient's progress and adjust treatment.

Questions answered by assessment include the following: Can withdrawal be accomplished without medications? Is
outpatient treatment appropriate? If inpatient treatment is desirable, should the setting be psychiatric or alcohol-specific
in nature? What would be an appropriate mix of choices taken from the variety of therapies? How has the patient's status
changed during the course of treatment, and what problem areas remain?

A variety of methods are involved in comprehensive patient assessment, including medical examinations, clinical
interviews, and formal instruments (questionnaires or tests). Each has specific strengths, and the approaches
complement each other as they address the four goals stated above.

Every patient entering alcoholism treatment presents a unique combination of medical and psychological characteristics
(4-7). Clinical interviews are valuable, and it is unlikely that there will ever be an adequate substitute for the
experienced and skillful clinician. Nevertheless, the clinician's perception and judgment can be enhanced by the
application of formal assessment instruments. Formal instruments relating to alcohol problems can be used to assess
beliefs about the effects of drinking, levels of alcohol dependence, high-risk drinking situations, and resources that will
aid in recovery. General psychological instruments can be used to assess personality, cognition, and neuropsychological
characteristics.

Most alcoholism assessment instruments are standardized, self-administered questionnaires (or tests). These instruments
offer comprehensiveness, consistency, ease of administration, and low cost. Standardized instruments provide a
quantitative scale of alcohol problems, which can be useful, for example, when attempting to measure the patient's
current need for treatment and future progress. In addition, formal instruments tend to be highly valid (they measure
meaningful dimensions of alcoholism) and reliable. They also offer the clinician norms, by which the patient can be
quantitatively compared to peers. And finally, some patients may place greater confidence in treatment strategies based
on results of standardized tests rather than on clinical judgment alone.

Clinicians can choose from more than 100 assessment instruments in constructing a battery of tests tailored to the needs
of a particular patient (see, for example, 8-14). Some instruments are protected by copyright, but can be obtained and
used by paying a small royalty fee. Many are available free of charge.

To make a formal diagnosis of alcoholism, the clinician might use a test such as the alcohol section of the Structured
Clinical Interview for DSM-III-R (SCID). The SCID is an extensive interview which must be administered by a trained
clinician. The alcohol section of the SCID can be administered in about 15 minutes. The SCID reflects the criteria of the
Diagnostic and Statistical Manual of Mental Disorders, Third Edition, Revised (DSM-III-R) to arrive at a formal
diagnosis (15). To make a quick estimate of the patient's psychiatric condition, the clinician might employ a short
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screening instrument such as the Brief Psychiatric Rating Scale, or BPRS, which can be administered in about 5 minutes
(16). Should the BPRS suggest possibly severe psychiatric problems, the clinician might then administer the SCID in its
entirety.

To establish the severity of the patient's alcohol problem, the clinician might use an instrument such as the Addiction
Severity Index, or ASI (9). The ASI is a structured, 40-minute interview designed to assess the severity of adjustment
problems in seven areas: medical, legal, psychiatric, drug abuse, alcohol abuse, employment, and family. The patient
answers questions related to the number, extent, and duration of difficulties in each of these areas.

To help individualize treatment, the clinician might employ an instrument such as the Alcohol Use Inventory, or AUI
(8,17). The AUI assesses the patient on the basis of three domains: perceived benefits of drinking, drinking styles, and
consequences of drinking. Answers to test questions in these domains offer helpful suggestions in planning treatment. A
recent version of the AUI comprises 228 questions, and can be self-administered in 40 to 60 minutes.

While some patients require medication to help them withdraw from alcohol, many others do quite well with the
assistance of social support, emotional reassurance, and frequent "reality reorientation." The Clinical Institute
Withdrawal Assessment Scale (CIWA) is an example of an instrument designed to help clinicians choose the best
strategies for treating the patient's withdrawal (10,18). The CIWA employs a "check off" format to uncover signs and
symptoms of alcohol withdrawal. Two recent studies found the CIWA to be helpful in identifying the risk of severe
withdrawal and the need for medication (19,20).

A growing area of interest in alcoholism treatment deals with identifying emotional, cognitive, and social factors that
may precipitate drinking. If such prompting, or "high risk," circumstances can be accurately gauged, treatment can
incorporate interventions to teach the patient the skills to cope with them. The Inventory of Drinking Situations (21) and
the Alcohol Expectancy Questionnaire (22) are examples of promising instruments being used in this area.

To establish a baseline to which future improvement or deterioration of the patient may be compared, the clinician might
use an instrument such as the ASI, noted earlier. The measures cited here are examples of a wide range of instruments,
some or all of which might be helpful to patients.

Many factors must be considered in choosing and employing assessment instruments to obtain treatment-relevant
information (23). In the course of treatment, the timing and sequencing of tests are important issues. For example, an
early test might help determine if the patient will require detoxification. Subsequent tests might assess collateral or
contributing psychological problems and suggest interventions and treatment. Later tests might measure the progress of
the patient and assist in selection of after-care interventions.

Many patients will show cognitive improvement during the few weeks after drinking has stopped, in which case the
clinician must be especially alert to the timing of tests. In addition, certain limitations of patients will affect the
administration of tests--indeed, the greater the patient's impairment, the greater the demand for skill on the part of the
interviewer. The timing and selection of tests depends not only on the course of the patient's progress, but also on the
needs of the treatment facility. In choosing and using instruments, administrators and clinicians consider cost, staff
capacity, and their own treatment models.

Assessment techniques can provide benefits other than those for which they are specifically designed. For example, the
administration of instruments can suggest the seriousness and concern for individual patients of a program. This can
encourage patients to stay with or return to treatment (2,24).

Assessing Alcoholism--A Commentary by
NIAAA Director Enoch Gordis, M.D.

Assessment is a valuable tool for alcoholism treatment, and the use of formal assessment instruments as a standard part
of all alcoholism treatment programs is recommended.

Although formal assessment cannot replace an experienced clinician's judgment, standardized tests and questionnaires
can supplement clinical wisdom in important ways. For example, an assessment instrument can provide important
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baseline data for measuring individual patient progress, can aid in making patient/treatment-match decisions, or, in the
press of a busy day, can help prevent clinical staff from omitting things of importance at intake. Even programs in which
only one mix of treatment is offered can use formal assessments to highlight aspects of a patient's life that need the most
help. Formal assessment also can provide standardized patient outcome data that can be used to justify reimbursement
and validate the effectiveness of program components.

The number of programs that currently use any type of assessment instrument is low, although there are many
advantages to such use. Many programs are concerned that using an assessment instrument may require extensive staff
training or time that should be spent in patient care. However, all competent programs perform some kind of assessment,
whether it involves a clinician's initial interview with a patient or the use of a formal assessment instrument. In many
cases, a portion of the time currently used to conduct initial patient interviews can be devoted to formal assessment
without interfering with patient care. Moreover, the variety of instruments that are now available permits a program to
tailor assessment to its individual staff and schedule.
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All material contained in the Alcohol Alert is in the public domain and may be used or reproduced without permission
from NIAAA. Citation of the source is appreciated.

Copies of the Alcohol Alert are available free of charge from the Scientific Communications Branch, Office of Scientific
Affairs, NIAAA, Willco Building, Suite 409, 6000 Executive Boulevard, Bethesda, MD 20892-7003. Telephone: 301-
443-3860.
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For comments or suggestions send mail to NIAAA Web Master

Source:  http://www.niaaa.nih.gov/publications/aa12.htm
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Quick-Reference Instrument Guide

Instrument Name Screen-
ing

Diag-
nosis

Assess-
ment of
Drink-
ing Be-
havior

Treat-
ment
Plan-
ning

Treat-
ment
and
Process
Assess-
ment

Out-
come
Eval-
uation

Adapted Short Michigan Alcoholism
Screening Test for Fathers
(F-SMAST) and Mothers
(M-SMAST)

★ ✩

Addiction Admission Scale (AAS) ★
Addiction Potential Scale (APS) ★
Addiction Severity Index ★ ✩
Adolescent Alcohol Involvement
Acale (AAIS)

★

Adolescent Diagnostic Interview
(ADI)

★ ✩ ✩

Adolescent Drinking Index (ADi) ★
Alcohol Abstinence Self-Efficacy
Scale (AASE)

★

Alcohol Clinical Index (ACI) ★
Alcohol Dependence Scale (ADS) ✩ ★ ✩
Alcohol Effects Questionnaire
(AEFQ)

★ ✩

Alcohol Expectancy Questionnaire
(AEQ)

★ ✩

Alcohol Expectancy Questionnaire -
Adolescent (AEQ-A)

★ ✩

Alcohol-Specific Role Play Test
(ASRPT)

✩ ★

Alcohol Timeline Followback
Method (TLFB)

★

★ Primary assessment domain usage
✩ Secondary usage

Source:  Assessing Alcohol Problems: A Guide for Clinicians and Researchers. NIAAA. 1995
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Alcohol Use Disorders and
Associated Disabilities Interview
Schedule (AUDADIS)

★ ✩

Alcohol Use Disorders
Identification Test (AUDIT)

★

Alcohol Use Inventory (AUI) ★ ✩
Brown-Peterson Recovery Progress
Inventory

★

CAGE ★
Chemical Dependency Assessment
Profile (CDAP)

✩ ★

Clinical Institute Withdrawal
Assessment (CIWA)

★ ✩

Composite International Diagnostic
Interview (CIDI Core)

★

Comprehensive Drinker Profile
(CDP)

✩ ✩ ★

Computerized Lifestyle Assessment
(CLA)

★ ✩ ✩

Diagnostic Interview Schedule
(DIS-III-R) (Alcohol Module)

★

Drinking Expectancy Questionnaire
(DEQ)

★ ✩

Drinking Inventory of
Consequences (DrInC)

✩ ★

Drinking Problems Index (DPI) ★ ✩
Drinking Refusal Self-Efficacy
Questionnaire (DRSEQ)

★

Drinking Related Internal External
Locus of Control Scale (DRIE)

★

Drinking Restraint Scale (DRS) ★
Drinking Self-Monitoring Log
(DSML)

★ ✩

Drug Use Screening Inventory
(DUSI) (revised)

★ ✩

Family Tree Questionnaire (FTQ)
for Assessing Family History of
Drinking Problems

★

Follow-up Drinking Profile (FDP) ★
Impaired Control Scale (ICS) ★
Inventory of Drinking Situations ★
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(IDS)
Lifetime Drinking History (LDH) ★
MacAndrew Alcoholism Scale
(Mac)

★

Michigan Alcoholism Screening
Test (MAST) and variants
      Brief MAST
      Malmo Modification of the       
        MAST
      Short MAST

★

Million Clinical Multiaxial Inventory
(MCMI-II)

★ ✩

Motivational Structure
Questionnaire (MSQ)

★

Munich Alcoholism Test (MALT) ★

Negative Alcohol Expectancy
Questionnaire (NAEQ)

★ ✩

NET ★
Perceived Benefit of Drinking Scale
(PBDS)

★ ✩

Personal Experience Inventory
(PEI)

✩ ★

Personal Experience Screening
Questionnaire (PESQ)

★

Problem Experience Screening
Instrument for Teenagers (POSIT)

★ ✩

Problem Situation Inventory (PSI) ✩ ★
Psychiatric Research Interview for
Substance and Mental Disorder
(PRISM)

★

Quantity-Frequency (QF) Methods
      Composite Quantity Frequency
            (QF) Index
      Graduated-Frequency (GM)
            Measure
      NIAAA Quantity Frequency     
           (QF)
      Quantity Frequency Variability
            (QFV) Index

★

      Volume-Pattern (VP) Index
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      Volume Variability
             (V/V) Index
      Rand Quantity Frequency (QF)
Readiness to Change Questionnaire
(RTCQ)

★

Recovery Attitude and Treatment
Evaluator (RAATE)

★

Restrained Drinking Scale (RDS) ★
Rutgers Alcohol Problem Index
(RAPI)

★

Self-Administered Alcoholism
Screening Test (SAAST)

★

Severity of Alcohol Dependence
Questionnaire (SADQ)

★

Short Alcohol Dependence Data
(SADD)

★

Situational Confidence
Questionnaire (SCQ)

★

Steps Questionnaire ★
Substance Abuse Subtle Screening
Inventory (SASSI)

★ ✩

Substance Use Disorders Diagnostic
Schedule (SUDDS)

★ ✩

T-ACE ★
Temptation and Restraint Inventory
(TRI)

★

Treatment Services Review (TSR) ★
TWEAK ★
Veterans Alcoholism Screening Test
(VAST)

★

Yale-Brown Obsessive Compulsive
Scale-Modified (Y-BOCS-hd)

★

Young Adult Alcohol Problems
Screening Test (YAAPST)

★

Your Workplace ★
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The Clinical Interview

A more indepth clinical interview should include:

1. Complete history of the problem

2. Developmental history

3. Family history

4. Family relationships

5. Social relationships

6. Work/school performance

7. Legal problems

8. Medical problems

9. Previous therapy/treatment

1O. Chemical use profile

Source: American Psychological Association. Psychologists Training Course: Alcohol and Other
Drug Abuse Prevention. 1992.
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Criteria for Selecting Screening Instruments

Use screening and assessment instruments after

1. Rapport is established

2. General assessment

3. Feedback given to client about existence of an AOD abuse problem

4. Client agrees that problems may exist

Source: Center for Substance Abuse Prevention. Curriculum Models on Alcohol and Other Drug
Problems for Schools of Social Work.1995.
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Preparing the Client

• Give rationale for referral

• Describe the referral resource

• Provide emotional and logistical support

• Provide name and number of contact person

• Discuss monitoring and follow-up plans

Source: American Mental Health Counselors Association. Mental Health Counselors Training
Course: Alcohol and Other Drug Abuse Prevention. 1992.
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Making Effective Referrals

A. Treatment planning and use of referral network by stage of illness

B. Importance of followup and monitoring

1. Client or receiving agency may find referral unsatisfactory, requiring a new
referral.

2. Client may drop out of specialized AOD abuse treatment prematurely and need
help in returning.

3. Referral of family and significant others to Al-Anon and other support groups is
important in maintaining a support system.

C. Managing treatment problems posed by concurrent treatment modalities

Source: Center for Substance Abuse Prevention. Curriculum Models on Alcohol and Other Drug
Problems for Schools of Social Work. 1995.
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Guidelines For Referrals

I. Establishing referral networks
 

A. Referrals may be made to a range of community services and resources.
 

1. 12-step program is the first referral
2. Alcohol and other drug treatment and rehabilitation services
3. Counselors, psychiatrists, psychologists, and social workers in private

practice
4. Community mental health facilities
5. Community social service and welfare agencies
6. Hospital outpatient departments
7. Community public school systems
8. Court and probation systems
9. 

II. Criteria for evaluating referral resource
 

A. The program's record and success rate
B. Attitudes of program staff
C. Education and training of program staff
D. Licensure and accreditation of the program
E. Treatment of alcohol and drug dependence as primary disorders
F. Patients free of drugs early in the recovery process
G. Adequate provision for care of acute medical problems
H. Extent to which the program will help expedite the client's entry into treatment
I. Use of a comprehensive treatment approach
J. Encouragement of families to participate in the treatment process
K. Active preparation of clients against relapse
L. Development of a plan for continuing care
M. Ability to respond to special issues and needs
N. Reasonable cost

Source: American Mental Health Counselors Association. Mental Health Counselors Training
Course: Alcohol and Other Drug Abuse Prevention. 1992.
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Individual Counseling

A. Purpose

1. As a bridge to treatment

Individual counseling without treatment is usually not successful. If a patient
refuses treatment but will accept individual counseling, the counseling can
sometimes provide a bridge to treatment if the counseling relationship is strong.

2. In conjunction with treatment

Individual counseling can be used to deal with personal and developmental
problems while the patient is undergoing treatment.

3. Post-treatment

Post-treatment counseling is probably the primary use of individual counseling for
substance abusers. Once sobriety is achieved, the patient is often faced with many
problems that preceded the abuse or that were caused by the abuse. These need to
be resolved to help prevent relapse.

4. As a treatment modality

Some therapists will use individual counseling as a treatment modality. This is not
recommended.

B. Types of counselors

1. Professional counselors

Professional counselors are trained at the master's or doctoral levels and are now
licensed in most states.

Source: University of Virginia Health Sciences Center, Project Sage: Substance Abuse
Curriculum for Medical Students, House Staff, and Physicians in Primary Care.
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Individual Counseling  (Continued)

2. Certified counselors

Counselors come from a variety of educational backgrounds. Their special training
and experience in substance abuse qualify them for certification by the state they
practice in. They must be supervised by a licensed professional.

3. Social workers

Clinical social workers are trained at the master's and doctoral levels and are
licensed in most states.

4. Psychologists

Most licensure for psychologists requires training at the doctoral level. Most
clinical psychologists provide assessment and psychotherapy.

5. Psychiatrists

Psychiatrists are physicians with training and certification in psychiatry. They
provide medication, assessment, and psychotherapy.

6. Psychiatric nurses

Psychiatric nurses participate in special training and supervision with psychiatric
populations. They are usually supervised by psychiatrists or psychologists.
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Topic Nine
Treatment, Recovery, Relapse

This section is devoted to providing an overview of treatment and the recovery process. It should
be pointed out that there is no discrete distinction between assessment, covered in the previous
chapter, engagement, referred to in the “psychological issues” chapter, and treatment, which is
presented in this chapter. Students should also be reminded that whenever we talk about
treatment, we should address the environment surrounding the person in recovery. Kinney &
Leaton, Chapter 9, explores counseling and treatment issues with alcoholics. Ray & Ksir, Chapter
19, does the same for other drugs, and includes discussion of methadone treatment and
therapeutic communities. Included with this chapter, for instructor or student use, is material on
models of recovery, treatment matching, treatment outcomes, the various models for
detoxification programs, counseling/case management, 12 step programs, rational recovery,
relapse prevention, and acupuncture. Classroom options are designed to give instructors
maximum flexibility in topic selection and pedagogical methodology.

Learning Objectives

• For students to become familiar with the major treatment/intervention modalities and be
able to demonstrate entry level competence at treatment matching.

• To introduce basic concepts involved in treatment outcome research, and for students to
critically evaluate studies as well as be aware of some of the major recurrent findings.

• For students to move beyond a “one size fits all” approach to treatment and develop some
notion of which treatment modalities are best suited for which client populations.

Classroom Options

• Classroom Option I
Go through the 12 steps one-by-one. Encourage detailed classroom discussion about each
step.

• Classroom Option II
Using the material on program models, lead a class discussion comparing and contrasting
the medical model, social model, community model, and the “Minnesota Model.”
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• Classroom Option III
Using any of the material included in the “for the instructor” section, lead a student
discussion addressing the following questions for each of the treatment modalities listed
below: When and for whom is each of the following modalities indicated? For whom are
they not indicated? Discuss the strengths and limitations of each.  This material represents
a mixture of models, settings, and tools.

Medical detoxification
Social Model detoxification

Therapeutic Community
Methadone maintenance

Inpatient hospital program
12 step groups

Outpatient non-12 step groups
Individual psychotherapy

Antagonists (Naltrexone, Disulfiram)
Day Treatment
Family Therapy

Recovery Homes
Community Recovery Centers

• Classroom Option IV
Discuss the following dimensions of counseling with substance abusers: relationship, trust,
personal distance, disclosure, support, confrontation, style, and other dimensions covered
in Kinney & Leaton. Have each student describe their personal counseling style. Discuss
ways in which counseling/therapy can augment participation in a recovery program, and
ways it may inhibit recovery (enabling). Refer to the section in this chapter on counseling.

• Classroom Option V
Distribute the material on 12 step approaches, relapse prevention, and rational recovery.
Facilitate a discussion on the relative merits of each approach. What are the basic
differences in the assumptions underlying each philosophy? Which of these approaches are
complimentary, and which are fundamentally incompatible?

• Classroom Option VI
Distribute any or all of the CWLA case studies included in the case vignette section. Have
the class, as a group, answer the questions at the end of each vignette using the criteria
from the treatment matching section of this chapter. The instructor may need to provide
students with some information on ecological risk factors which can be found under the
prevention topic in this manual.
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• Classroom Option VII
Assign each student to attend at least one open AA meeting prior to coming to class. Have
a general discussion about the personal stories students heard.

• Classroom Option VIII
Refer to the material in Ray & Ksir, and that included in this chapter under “Therapeutic
Communities”. Lead a class discussion on this modality. What is the history of the TC
approach? How does it work? What type of person does it work for? What kind of person
is it contraindicated for? What program modifications are necessary for women to be
effectively treated in TC’s?

• Classroom Option IX
Referring to the material in the section entitled “Models of Addiction,” and the material in
this chapter on treatment models, lead a class discussion on the controversial issue of
abstinence versus controlled use.

• Classroom Option X
Using the handout/overhead entitled, “Treatment Outcomes,” lead a class discussion
focusing on each outcome.  Suggested questions: Is the outcome “legitimate”?
Measurable?  Reliable?  Related to recovery in any meaningful way?  Discuss possible
political considerations inherent in the various outcomes.  Which group(s) of political
constituents would favor one outcome or the other?

Further Reading

Clinical Textbook of Addictive Disorders, Frances & Miller, Editors.  New York: The Guilford
Press, 1991.

A research based volume which includes five chapters covering different modalities.
Useful for instructors as a reference.

Crack Cocaine: A Practical Treatment Approach for the Chemically Dependent. Barbara
Wallace. New York: Brunner/Mazel. 1991.

This is the text for crack treatment. It is based upon a thorough review of the research
current at that time, and upon the author’s experience operating a treatment program in
New York.

Treating the Alcoholic: A Developmental Model of Recovery, by Stephanie Brown. New York.
John Wiley & Sons, 1985.

A timeless work that integrates psychological and 12 step thinking. In effect, the book
translates terminology found in the recovery community and the therapy community. The
developmental model of recovery is a very useful conceptualization.
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Treating Alcoholism, Stephanie Brown, Editor.  San Francisco: Jossey-Bass, 1995.

This up-to-date compendium of alcoholism treatment topics is unique in its focus on the
role of the therapist/counselor. The list of chapters by expert contributors takes the reader
through the developmental stages of recovery. This volume is much more appropriate for
instructor edification than for students.

Handbook of Alcoholism Treatment Approaches, Second edition, Reid Hester and William Miller,
Editors. Boston: Allyn & Bacon, 1995.

This up-to-date text reviews every major approach to the treatment of alcohol related
problems. The editors have assembled a group of contributors that take a thorough, non-
dogmatic approach to their respective treatment modalities. The most current treatment
outcome research is included in each case.

Cocaine Treatment: Research and Clinical Perspectives, National Institute on Drug Abuse,
Research Monograph Series No. 135, 1993. Available from NCADI (800) 729-6686.

This volume provides up-to-the-minute descriptions, and some outcome data for all the
major cocaine treatment modalities including: psychotherapy, medication, day treatment,
inpatient, therapeutic community, and behavioral approaches.

Drug and Alcohol Abuse: A Clinical Guide to Diagnosis and Treatment, Fourth edition, M.A.
Schuckit, & S.M. Woods, Editors.  New York:  Plenum, 1995

This text, clearly more useful for instructors than students, takes the reader through each
of the major categories of psychoactive drugs, detailing effects, clinical management, and
treatment considerations for each. The medical perspective is emphasized, sometimes at
the expense of the psychological and social.

The Macy Conference on Medical Education, by McLellan, et al. “Is Addiction Treatment
‘Worth it’?” Public Health Expectations, Policy-Based Comparisons. D. Lewis, editor.  New
York: Macy Press, 1995.

As the title suggests, this work reviews the existing treatment outcome literature, but
places it in the comparative context of looking at public policy and how we are expending
our resources.

Characteristics of Therapeutic Community Programs, by Deitch. D.  Proceedings of the 1992
Planning Conference of Therapeutic Communities of America, 35-39.

A thorough and readable review of the modality.
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Drug Free Therapeutic Community: An Evaluation, by R.C. Brook & P.C. Whitehead. New
York: Human Sciences Press, 1980.

A thorough, albeit dated (pre-crack) look at the workings of therapeutic communities.
Evaluative data is included.

Treating Opiate Dependency,  Smith, Wesson, & Tusel. Minneapolis: Hazelden Foundation,
1989.

The chapters in this book review the major modalities of treatment for opiate addiction.
Retention data for one particular program is provided.

State Methadone Treatment Guidelines. Center for Substance Abuse Treatment, Treatment
Improvement Guidelines (TIP) Number 1. Available from NCADI (800) 729-6686.

This free publication contains history, guidelines for programs, protocols, and outcome
research on methadone treatment. In short, it is comprehensive.

Understanding and Preventing Relapse, J. Zweben, Editor.  A special issue of the Journal of
Psychoactive Drugs, April-June, 1990, 22(2).

This collection of research and scholarly articles is best utilized for instructor reference on
relapse related topics.

Recovery Training and Self-Help: Relapse Prevention and Aftercare for Drug Addicts, NIDA.
1994. Available from NCADI (800) 729-6686.

The comprehensive, user-friendly book addresses the various dimensions of ongoing
recovery including triggers, craving, sexuality, intimacy, families, groups, and many other
topics. It contains many practical guidelines including forms and check lists for self-use.

Group Psychotherapy with Addicted Populations, by Phillip Flores. New York: Haworth Press,
1988.

A good overview of group techniques. The author does an especially effective job of
reconciling and defending disease model thinking, realistic goal formulation, and group
process.

“Recovery Oriented Psychotherapy: Facilitating the Use of 12 Step Programs,” by Joan Zweben
in Journal of Psychoactive Drugs.19(3), 1987. 243-251.

This article discusses typical client resistances and provides practical strategies for
facilitating 12 step participation.
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Twelve Step Facilitation Therapy Manual: A Clinical Research Guide for Therapists Treating
Individuals with Alcohol Abuse and Dependence, Project MATCH Monograph Series (1995,
NIAAA) Volume 1. 124 pp. NCADI Inventory No. BK202

A very useful guide, especially for the non-recovering counselor to helping clients work 12
step programs. Many practical techniques for both counselor and client are included.

On-line Resources

• LAAM in the Treatment of Opiate Addiction.  Treatment Improvement
Protocol (TIP) Series 22.  CSAT.  DHHS Publication No. (SMA) 95-3052
Printed 1995.

http://text.nlm.nih.gov/ftrs/pick?ftrsK=36020&cd=1&t=852062357&collect=tip&dbName=tip22

• “Naltrexone: The Magic Bullet for Alcoholism” by Alfred M. Turner,
Waubonsee Community College.  A literature review of Naltrexone is at:

http://www.netcom.com/~alturner/naltrexone.html

Video Resources

• Relapse Prevention. Available from NCADI.  24 minutes.  This video is an
introduction to the principles involved in relapse prevention. Included are:
Craving, Behavior Modification, Behavior Change, Cognitive Change,
Cueing, Medications.

 
• Video: Spirituality and the Steps. 55 minutes. This video presentation makes

the concepts of recovery from addiction simple. It clears up the confusion that
may exist about recovery by explaining: What is spirituality?  Spirituality
versus religion.  How the 12 steps work.  The 12 steps versus therapy.
Available from: CL Productions, Inc., 342 Hillside Ave., Santa Fe, NM
87501, (800) 203-3597.
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Addiction Research Foundation Clinical Institute
Withdrawal Assessment-Alcohol (ClWA-Ar)

This scale is not copyrighted and may be used freely.
Patient:                                   Date: /___/___/___ Time            :             

            y    m     d (24 hour clock, midnight = 00:00)
Pulse or heart rate, taken for one minute: Blood Pressure:   __________/_________
NAUSEA AND VOMITING -- Ask
“Do you feel sick to your stomach?
Have you vomited?” Observation.
0 no nausea and no vomiting
1 mild nausea with no vomiting
2
3
4 intermittent nausea with dry heaves
5
6
7 constant nausea, frequent dry heaves

and vomiting

TACTILE Disturbances -- Ask “Have you any
itching, pins and needles sensations, any burning,
any numbness, or do you feel bugs crawling on
or under your skin? Observation.

0 none
1 mild itching, pins and needles, burning or

numbness
2 mild itching, pins and needles, burning or

numbness
3 moderate itching, pins and needles, burning or

numbness
4 moderately severe hallucinations
5 severe hallucinations
6 extremely severe hallucinations
7 continuous hallucinations

TREMOR -- Arms extended and
fingers spread apart.  Observation.
0 no tremor
1 not visible, but can be felt fingertip to
fingertip
2
3
4 moderate, with patient’s arms

extended
5
6
7 severe, even with arms not extended

AUDITORY DISTURBANCES -- Ask “Are you
more aware of sounds around you? Are they
harsh? Do they frighten you? Are you hearing
anything that is disturbing to you? Are you hearing
things you know are not there?” Observation.
O not  present
1 very mild harshness or ability to frighten
2 mild harshness or ability to frighten
3 moderate harshness or ability to frighten
4 moderately severe hallucinations
5 severe hallucinations
6 extremely severe hallucinations
7 continuous hallucinations.

Source: Center for Substance Abuse Treatment (1995) Detoxification From Alcohol and Other
Drugs.  Treatment Improvement Protocol (TIP) No. 19. NCADI
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Addiction Research Foundation Clinical Institute
Withdrawal Assessment-Alcohol (continued)

PAROXYSMAL SWEATS --
Observation.
O sweat visible
1 barely perceptible sweating, palms

moist
2
3
4 beads of sweat obvious on forehead
5
6
7 drenching sweats

VISUAL DISTURBANCES --Ask “Does the
light appear to be too bright? Is its color
different? Does it hurt your eyes? Are you seeing
anything that is disturbing to you? Are you seeing
things you know are not there?” Observation.
O not present
1 very mild sensitivity
2 mild sensitivity
3 moderate sensitivity
4 moderately severe hallucinations
5 severe hallucinations
6 extremely severe hallucinations
7 continuous hallucinations

ANXIETY Ask  -- “Do you feel
nervous?”
Observation.
0 no anxiety, at ease
1 mildly anxious
3
4 moderately anxious, or guarded, so
anxiety is    inferred
5
6
7 equivalent to acute panic states as

seen in severe delirium or acute
schizophrenic reactions.

HEADACHE, FULLNESS IN HEAD -- Ask
“Does your head feel different?  Does it feel like
there is a band around your head?”  Do not rate
for dizziness or lightheadedness. Otherwise, rate
severity.
O not present
1 very mild
2 mild
3 moderate
4 moderately severe
5 severe
6 very severe
7 extremely severe

Source: Center for Substance Abuse Treatment (1995) Detoxification From Alcohol and Other
Drugs.  Treatment Improvement Protocol (TIP) No. 19. NCADI
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Addiction Research Foundation Clinical Institute
Withdrawal Assessment-Alcohol (continued)

AGITATION -- Observation.
0 normal activity
1 somewhat more than normal activity
2
3
4 moderately fidgety and restless
6
7 paces back and forth during most of the

interview, or constantly thrashes about

ORIENTATION AND CLOUDING OF
SENSORIUM -- Ask “What day is this?
Where are you? Who am 1?”
O oriented and can do serial additions
1 cannot do serial additions or is uncertain

about date
2 disoriented for date by no more than 2

calendar days
3 demented for date by more than 2 calendar
days
4 disoriented for place and/or person

Total CIWA-A Score      
Rater’s Initials      

Maximum Possible Score      67

Source: Center for Substance Abuse Treatment (1995) Detoxification From Alcohol and Other
Drugs.  Treatment Improvement Protocol (TIP) No. 19. NCADI
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Non-Drug Detox (In A Social Setting)

Goal: to provide a non-threatening positive environment for the person to go through detoxification.

The client should:

1. Be ambulatory/semi-ambulatory
2. Be free from serious illness
3. Be encouraged to perform purposeful activities or become involved in group therapy sessions

If the client is agitated, the staff is to provide the 3 R’s:

*reassurance
*reality orientation
*respect

Benefits to Non-Drug Detox:

1. It is shorter in duration (72 hours to 5 days).
2. It can be done by non-medical personnel.
3. It is less expensive
4. It permits earlier diagnosis of psychiatric conditions
5. It decreases dependence on other drugs.
6. The person is more alert and may participate more in program activities.
7. The person will remember the withdrawal experience.

Source: Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College
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Signs And Symptoms Of Withdrawal

DRUG
POSSIBLE

WITHDRAWAL SYMPTOMS

ALCOHOL Restlessness, irritability, anxiety,
agitation, anorexia, nausea, vomiting tremor, elevated heart rate,
increased blood pressure, cardiac collapse, insomnia, intense
dreaming, nightmares, impaired concentration, memory, and
judgment, increased sensitivity to sounds, alteration in tactile
sensations, delirium, hallucinations, and delusions, grand mal
seizures, elevated temperature

CANNABIS GROUP
(i.e., marijuana, hashish)

Nonspecific symptoms including nausea, insomnia, irritability,
depression, restlessness

CNS DEPRESSANTS
(i.e., barbiturates,
methaqualone)

Tremulousness; insomnia; sweating; fever; clonic blink reflex;
anxiety; cardiovascular collapse; agitation; delirium;
hallucinations; disorientation; convulsions; shock

HALLUCINOGENS
(i.e., LSD, mescaline)

None

NICOTINE Headaches, irritability, inability to concentrate, nervousness, sleep
disturbances, anxiety

OPIATES Muscular spasms and aches; abdominal cramps; “flu” like
symptoms - vomiting, diarrhea, weakness; rapid pulse; anxiety;
insomnia; sweating; tearing or crying; yawning; goose bumps;
runny nose; dilated pupils; anorexia; irritability; restlessness

CNS STIMULANTS
(i.e., cocaine, speed)

Muscular aches, abdominal pain, chills, tremors, increased
appetite, anxiety, sleep disturbances, intense dreaming, low
energy, depression, sometimes suicidal

POLY DRUG USE Produces complex combination of symptoms depending on
combination of drugs used

Provided by: Donna Wapner, Department of Alcohol and Drug Studies, Diablo Valley College.
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Recovery Process.

Most treatment professionals regard recovery as a process that begins when the patient makes
the decision to stop using alcohol and/or other drugs and to change other destructive patterns in their
life. Recovery is more than just abstinence. It is a process of becoming honest with self and others,
accepting limitations, confronting difficult life issues rather than avoiding them and, for many,
developing a greater sense of spirituality. This process often involves a treatment program; however,
some individuals are able to be in recovery by involvement with AA or by some other means.
Involvement with AA has been correlated with successful recovery, and almost all treatment
professionals recommend involvement with AA for their patients as a part of their recovery plan.
Every recovering alcoholic or addict is unique though, and no two recovery plans will be identical. It
is important for physicians to be aware of their addicted patients’ recovery plans and to encourage
them to be active participants in the recovery process.

The recovery process can be broken down into four developmental stages: the drinking stage, the
transition stage, the early recovery stage, and the recovery stage (Sayre, 1987). Briefly, these stages
are described in the paragraphs below.

I. Drinking Stage

In this stage, patients are actively drinking. They are in a state of denial; attempts to control the
drinking are failing; they are in a constant state of emotional and sometimes physical pain; and
their ability to cope with the normal problems of living has almost completely disappeared. Many
times there will be a precipitating event such as a DUI, a spouse leaving, a comment by a child,
the loss of a job, or an intervention, that will motivate these individuals to seek help or go
directly into treatment. For some, this stage ends at that point. For others, it will just require a
stronger or different kind of denial.

II. Transition Stage

This stage begins when denial ends and the patients realize that they are not able to use the drug any
more. At this point there is often a need for external control such as inpatient treatment. Emotionally
the patient is exhausted and is often depressed, having lost the main support (the drug) in their life
and having to face their losses in terms of people and in terms of their lost

 Source: University of Virginia Health Sciences Center, Project Sage: Substance Abuse Curriculum
for Medical Students, Housestaff, and Physicians in Primary Care.
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Recovery Process  (continued)

potential. They are also facing the shock of admitting that they are addicted.They may also
experience a “pink cloud” or a feeling that they are now cured, and all their problems are behind
them. Cognitively, they are beginning to understand the nature of their disease and the role that
denial has played and is playing in their life. They are beginning to face the facts and let go of the
fantasy that the drug can help them avoid problems.

III. Early Recovery

In early recovery, there is the beginning of a true acceptance of their inability to use the drug.
Control has become more internalized, and they acknowledge the need for accepting help from a
12-step group or from other support systems. If they are attending 12-step meetings, this may
have become an important part of their weekly routine. They begin to accept the paradox of
giving up control in order to gain control and often gain a greater sense of spirituality.
Emotionally, they are beginning to feel a new sense of happiness and serenity in their life that
clearly contrasts with the pain and chaos of their drug-use days. They are also beginning to
accept that they must face the pain of life stressors and must honestly deal with the problems that
their drug use caused. Cognitively, they are learning more about the long-term effects of the
disease and the need to integrate their recovery plan into their lives. They are also beginning to
understand that recovery will be a lifelong effort.

IV. Ongoing Recovery

At this stage, the recovery principles have become integrated into the patients’ lives. Greater
awareness, honesty, and a spiritual connection have become part of their living pattern. There is
full acceptance of their addiction, and there is rarely an internal struggle with their identity as a
recovering person. It may be perceived as a positive characteristic because it has opened new
possibilities for them. They have developed effective methods of coping with life stressors, and
they deal with others more honestly and openly. They may attend 12-step meetings on a regular
basis and perceive them as a normal component of their weekly routine. Emotionally, there is
stability and an acceptance of their inadequacies and limitations. There often is a sense of serenity
and satisfaction with their life. Cognitively, there is no longer a need to remind themselves of
their recovery because it has been fully integrated into their daily lives and their relationships.
Recovery is no longer an issue but is a fact of life.
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A Dynamic Model of Recovery

Recovery is a dynamic process characterized by four overlapping phases. To be effective,
interventions must be tailored to the individual’s needs and state of readiness during each phase.

Phase Messages communicated by user Interventions

Phase One: “I don’t have a problem.” Active listening.
Active Use of AOD “I can stop any time I want to.” Education.

“People lie about me and say I Honest feedback.
do all these things” Data gathering.

AOD Intervention.

Phase Two: “I’m scared!” Active listening.
Transition “What have I done to myself?” Support grieving process.

“I’m out of control.” AOD evaluation.
Develop treatment plan.

Phase Three: “My life is changing!” Reinforce treatment goals.
Early Recovery “I can see myself sober.” Build support networks.

“I am making amends for hurting Reinforce new skills.
myself and others.” Build on support systems and 

individual strengths.
Develop relapse prevention plans.
Address non-AOD Issues.

Phase Four: “I am making it one day at a time.” Acknowledge and reinforce
Ongoing Recovery progress.

“This is the best time of my life.” Reinforce reliance on healthy 
supports.

Anticipate and prevent relapse.
Continue to address non-AOD 
issues that jeopardize recovery.

* Adapted from Stephanie Brown, Treating the Alcoholic (New York: John Wiley & Sons, 1985),
13-28.
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Distinguishing Features Of Social Model ProgramsDistinguishing Features Of Social Model Programs

The major characteristics of social model programs have been identified in earlier works (U.S.
Center for Substance Abuse Treatment, 1993), with the essential characteristics frequently
delineated along nine general elements (Shaw & Borkman, 1990; University of California at
San Diego, 1986). These in turn have been boiled down into six crucial areas (Wright, 1990b),
listed below. Many of the distinguishing features of social-community model were reiterated by
the expert panel report on social model program evaluation (University of California San Diego
Extension, 1993), whose conclusions in this regard will also be described. The underpinnings of
these distinguishing features have been explained by Borkman, the first academic to study social
model programs: a final topic described in this section is Borkman’s conceptualization of the
social model as experiential reaming (Borkman, 1983; 1990).

In 1985, Wright listed six characteristics of social model that are often quoted, and which were
published in the 1990 Shaw and Borkman book (Shaw & Borkman, 1990):

1. The basis of authority is experiential knowledge.
2. The primary therapeutic relationship is between the person and the program.
3. Everyone both gives and receives help.
4. The basic principles and dynamics of Alcoholics Anonymous creates the fundamental

framework.
5. A positive sober environment is maintained.
6. Alcoholism is viewed as being centered in the reciprocal relationship between the

individual and his/her surrounding social unit (Wright, 1990b).

The first characteristic—the basis of authority is experiential knowledge -- refers to Borkman’s
formulation of social model as consisting of experiential learning systems, the last topic
discussed in this section.

An expert panel was convened by the Center for Substance Abuse Treatment (CSAT) to make
recommendations for the evaluation of social model programs (University of California San
Diego Extension, 1993). This panel was composed of the social model movement’s founders and
leaders as well as several health services researchers. The panel reached a broad consensus on
the features

Source:  Borkman, T.J., Kaskutas, L., and Barrows, D.C., The Social Model Program:  A
Literature Review and History.  May, 1996.  Alcohol Research Group, 2000 Hearst Ave., Suite
300, Berkeley, CA, 94709.
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Distinguishing Features Of Social ModelDistinguishing Features Of Social Model
Programs  (continued)Programs  (continued)

of recovery which would distinguish social model programs, at least for the purposes of
preliminary studies. The panel recognized that it would be necessary to characterize and define
the social model in more depth and detail than has previously been done. The Program
Philosophy Checklist that was developed as part of the current study (Kaskutas, 1996a) is one
effort that will greatly facilitate this objective.

The features identified by the expert panel overlap extensively with the six characteristics
isolated by Wright (1985). The first feature described by the panel was the relationship of the
program and the community. The social model approach recognizes an interdependency between
the individual seeking recovery from alcohol problems and the wider world. This relationship has
been described as a series of concentric circles, all of which impact the individual in varying
degrees. At the center are the individual who is seeking recovery, and the social model program
that was established to facilitate that recovery. Next are the individual’s family and friends and
social network. Beyond this is the local community with its various institutions and agencies.
The outermost circle consists of local, state, and federal governments.

Social modelists (and others) believe that social attitudes toward alcohol and toward recovery
will impact the individual in recovery. Individuals in recovery will in turn influence the wider
social world, via their use of various social services and through establishment of a network of
positive social relationships and involvement in community affairs. While the principles of
Alcoholics Anonymous (AA) are the basis for social model recovery, the social model approach
differs from AA in that social model services are formally organized social services and, at times,
social modelists may be involved in outside issues (which is against the traditions of AA).

The second feature of social model identified by the CSAT expert panel is the program
environment. Social model programs attempt to create a social climate conducive to recovery —
both within the recovery home or other social model program and within the community outside
the program (Dodd, 1990). Further, participants are encouraged to try to recreate such an
environment in the outside world after they leave the recovery program. Ideally, social model
programs are not “cloistered”; rather, personnel, both staff and program participants move
freely between the program and the community, with some emphasis on participation in
community
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Distinguishing Features Of Social ModelDistinguishing Features Of Social Model
Programs  (continued)Programs  (continued)

activities which seek to change social attitudes toward alcohol and alcohol problems. Individuals
who complete recovery programs are encouraged to return to the facility frequently to attend
group activities and to serve as volunteers. In doing this, the recovering alcoholic remains
involved with a sober community:

A social model program encourages and supports its participants’ mission to
reform their social contexts through a mutual-aid process which results in a
transformation of self, a network of support for their desired behavior, and the
addition of meaning to their lives. (Dodd, 1986, p. 3).

The third feature of social model programs involves the selection of participants into the
recovery program. The intake process of each program is designed to maintain a group in which
the recovery-inducing social climate is maintained. Each new participant must reflect a
willingness to change and a commitment to the social model approach to recovery. (This of
course means that some people needing recovery might not be admitted into the program.) The
expert panel felt that social model recovery was appropriate for people from the full range of
economic circumstances, although most program participants are in publicly funded programs
and appear to be of lower socioeconomic status.

A fourth feature of social model programs is the recognition of experiential knowledge as the
basis of authority. Experiential knowledge is an alternative to professional knowledge. It is
knowledge based on personal lived experience with alcoholism or other drug addiction and its
recovery (Borkman, 1976). Experiential knowledge is transmitted through informal interactions
and participation in AA meetings and other group activities; participants hear stories of
successful and unsuccessful recovery, and they see these stories unfolding in the daily lives of
their peers.

Ideally, in social model programs there is no rigid set of recovery activities mandated for each
participant; the exception is in primary recovery. Especially in supportive and sustaining
recovery phases, each individual chooses to participate in a variety of the activities available in
the program and the community. Each participant is responsible for developing an individual
recovery plan with realistic goals. Social model programs encourage individuals to consider their
recovery to be a process of lifelong learning which will affect not just their substance use but
their mental and spiritual lives and all of their relationships with others.
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Distinguishing Features Of Social ModelDistinguishing Features Of Social Model
Programs  (continued)Programs  (continued)

Other features of social model programs involve the staffing and management of programs. As
much as possible, the management of a social model facility is vested in a resident council. Paid
staff are kept to a minimum through the use of volunteers and through having program
participants perform many tasks, especially housekeeping. Staff members act as guides or
coaches rather than as authority figures. The authority of staff members comes from their
experiential knowledge—knowledge based on working through life experiences with addiction
and its recovery, rather than from academic credentials or institutional titles. Staff members
and volunteers serve as role models, demonstrating a commitment to sobriety and behavior
consistent with recovery.

Finally, the physical environment of a social model program seeks to avoid an institutional
atmosphere. Rooms should be furnished in a comfortable, homelike manner to encourage
interpersonal and small group interactions.

One element of the social model which has been present from the beginning and which has been
largely ignored in descriptions is the spiritual dimension (Dodd, 1995). This spiritual element is
shared with AA, and it is one of the features of AA which makes the group difficult for some
individuals to accept. Dodd states that the hallmark of social model recovery programs is that
recovery is considered a “gift of God”. Recovery does not result from the individual’s act of will
or from the therapist’s skill. The first of the 12 steps of Alcoholics Anonymous states:

We admitted we were powerless over alcohol - that our lives had become unmanageable.
(Alcoholics Anonymous, 1976. p.59)

Recovery, then, is a gift, a gift of unconditional love that cannot be earned, only accepted. Dodd
suggests that AA members who do twelve step work, who carry the message of AA, are
transformed by their unconditional giving to suffering alcoholics who can give nothing in return.
Dodd writes:

They switched from the role of self-entered wretch to an apostle of redemption. They
have found purpose, that is meaning, in life. (Dodd. 1995. p.6)
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Distinguishing Features Of Social ModelDistinguishing Features Of Social Model
Programs  (continued)Programs  (continued)

The final topic in this section concerns the conceptual underpinnings of the social model
programs. Social modelists first learned about the effects of alcohol or drug addiction in their
lives and how to recover from it in Alcoholics Anonymous, a mutual aid/self-help group which
combines taking responsibility for one’s own behavior (self-help) with mutual help from
experiential-peers who are also struggling to recover. The learning approach used in AA, and
subsequently in social model programs, is so different from conventional schools and education
that it has been difficult to describe it as a learning process. Borkman’s ethnographic study of
two social model programs in southern California in 1980 was not only the first academic
research on  these programs but it was also the first academic work to articulate a
conceptualization of the experiential learning process used in social model recovery programs,
AA, and other mutual aid/self-help groups (Borkman, 1983). Borkman’s formulation has been
well-received by social modelists and is incorporated in a number of ways into discussions of the
distinguishing features of social model programs. She has continued to expand and elaborate
her theory of experiential learning which she has applied to AA, to social-community model
recovery programs, and to other mutual aid/self-help groups (Borkman, 1990b; 1992; 1995;
forthcoming).

Experiential learning in the context of mutual aid/self-help groups and social model programs
refers to an educational process among peers with the same life experiences. Borkman described
experiential learning partially as:

gaining information by practicing and doing; it is a process of developing and trusting
knowledge acquired by personal lived experience. Experiential information is expressed
in living behavior and one’s state of being. It is not well captured by written exams or by
verbal descriptions since it is difficult to articulate in logical, precise written or verbal
form. Experiential information is frequently conveyed verbally by stories of one’s
experiences, personal anecdotes, metaphors or analogies (Borkman, 1983, p. 5-1).

Borkman emphasizes that experiential learning “teaches” individuals to trust as valid the group-
based information and wisdom, and also teaches them to rely upon themselves instead of an
external authority. The experiential knowledge of the recovering individual is developed within
the peer group context; the body of experiential knowledge about alcoholism and its recovery is
grounded in the
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Distinguishing Features Of Social ModelDistinguishing Features Of Social Model
Programs  (continued)Programs  (continued)

living group. The group process creates knowledge through the sharing, exchanging, and
evaluating of what worked and what did not work, discarding unworkable ideas but retaining
workable ideas, among peers with similar life experiences and motivation to problem solve and
to recover.

Source:  Borkman, T.J., Kaskutas, L., and Barrows, D.C., The Social Model Program:  A
Literature Review and History.  May, 1996.  Alcohol Research Group, 2000 Hearst Ave., Suite
300, Berkeley, CA, 94709.
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Recovery Homes

Recovery homes were the original social model programs, in which the social model philosophy was
developed. One of the pioneer social model recovery home operators, Ken Schonlau, notes that
recovery homes operate with a different belief system and different method of service than do their
cousins, residential treatment programs, which have adopted a case management method. Schonlau
cites an early definition of recovery homes that was written in the 1970’s by the California
Association of Alcoholic Recovery Homes (CAARH). An alcoholic recovery home was defined as:

a community-based, peer-oriented residential facility that provides food, shelter, and
recovery services in a supportive alcohol-and-other-drug-free environment for
ambulatory and mentally competent alcoholics and family members (in Schonlau,
1990, p. 68).

CAARH described the services of the recovery home as including:

individual and group recovery planning, alcohol and recovery education, peer group
learning, recreational and social activities, and information about and assistance in
obtaining health, social, vocational, and other social services (in Schonlau. 1990, p.
68).

¹Susan Blacksher adds that:  “other descriptive writings can be found on social model
detoxifications in the evaluations of the Sacramento and Humboldt Public Inebriate Projects
(Department of Alcohol and Drug Programs, 1980).  Sacramento County (Susan Blacksher, Principal
Investigator and author) established a social model system for public inebriates as a diversion from the
criminal justice system (Established by SB 1410, Arlen Gregorio).  The system utilized recovery
homes, sober centers, and two social model detoxification centers (with a medical detoxification
center as a comparison).  The “Dry Dock” sober center was established in Humboldt County (Gino
Maiolini) and there were others throughout the state in the early to mid 1970’s.”  (Blacksher,
personal communication)

Source:  Borkman, T.J., Kaskutas, L., and Barrows, D.C., The Social Model Program:  A Literature
Review and History.  May, 1996.  Alcohol Research Group, 2000 Hearst Ave., Suite 300, Berkeley,
CA, 94709.
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Recovery Homes  (continued)

The State of California used the same definition in its guidelines for alcoholic recovery homes and
added two sentences explaining the recovery home process:

Recovery for the alcoholic individual does not depend solely upon what happens
“inside” the person, but depends largely upon the personal and social surroundings
within which he lives. Recovery homes initiate and encourage new patterns of social
relationships which aid abstinence and personal growth (California State Office of
Alcoholism. 1975, p. 2).

Key features of a recovery home include:

· A cheerful, warm, and accepting alcohol-free and drug-free environment that can inspire the
recovering person to make positive lifestyle changes.

· The environment and peer learning are considered primary contributions to recovery. Most of
the recovery learning is through peer sharing.

· Staff responsibility is primarily focused on maintaining the environment and facilitating peer
group learning.

· Attendance at scheduled recovery activities is the responsibility of the residents; most
residents have a choice of activities in which they may choose to participate.

· The residents are continuously involved in the design and operation of the home.
· The recovery activities are primarily resident driven.
· Residents take initiative and responsibility for applying sanctions when rules are violated.
· Residents become “prosumers”; i.e., they both provide and receive recovery services in the

environment of peers.
· Residents are the core working force within the facility.
· Interaction with the community stimulates both community volunteer work in the home and

resident/staff outreach activities into the community.
· Case management and clinical treatment are avoided; assessments, individual evaluations

(diagnosis), and progress notes are not used (Borkman, 1990c: Schonlau. 1990).

Schonlau emphasizes that the key distinguishing feature of a recovery home is that it is the peer group
which serves as the primary motivator for the new resident to participate in recovery activities. This is
in contrast to clinical and case management programs, which schedule activities and use counselors
and therapists in order to transmit recovery information.
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Recovery Homes  (continued)
Self-help meetings and involvement are considered to be the core of an on-going personal recovery
program. Recovery home residents are expected to begin attending AA or other meetings in the
community. Social and recreational activities are an important part of recovery home programs.
Residents learn how to organize and attend a variety of activities. This is a crucial part of recovery for
individuals who in the past may have thought of alcohol as an essential part of having fun.

Sometimes recovery homes have been thought of as providing a full range of social model recovery
services: social detoxification, primary recovery, supportive recovery, and sober living (Schonlau,
1990).² Today these are usually recognized as individual services in a continuum of recovery services,
although these services are at times provided by affiliate programs. Primary recovery services are
those provided immediately upon entry into a recovery home. This may or may not follow
detoxification. Supportive recovery services are designed to prolong and strengthen the initial
sobriety. Typically, recovery homes continue to provide services to former residents and family
members after the residents have moved away from the recovery home. The former residents return
to attend meetings, to participate in activities, to interact with the staff and current residents, and to
serve as a role model for others in their recovery process.

Recovery homes provide the environment for the individual to manage his or her own recovery.
Recovery homes do not provide medical or social services, but they will assist a resident in obtaining
whatever services he or she may need from other service providers in the community. To engender
responsibility for one’s life, residents are usually given information and expected to make necessary
contacts on their own.

Social model proponents reject the idea of recovery homes as adjuncts to other treatment modes.
They consider recovery homes to be primary programs in and by themselves, fully capable of fulfilling

²Social modelist Martin Dodd adds that: “Social model detox had its origins in recovery
homes. All early recovery homes took in drunks.  Some, like Sun Street Center (guest home), still do.
 In fact there is a better chance for ongoing recovery if the “drunk beds” are within the recovery home
as opposed to “sobering-up” and being referred elsewhere.  I believe that more and more recovery
homes will return to this practice.  It should be encouraged, not only because of cost savings, but
because of the “helper therapy” principle.  Those very early in recovery will have a chance to
“convince themselves” while extolling the wonders of recovery to ‘shaking drunks’.”
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Recovery Homes  (continued)

the service needs of most alcoholics, independent of medical and mental health alcoholism treatment
programs (California Association of Alcoholic Recovery Homes, 1974). This is one reason for the
adoption of the name “recovery home”. CAARH suggests that recovery homes provide support in a
homelike atmosphere and “education” rather than “treatment”.

Perhaps because of this emphasis on being a home, and also because many alcoholics do not have a
permanent residence by the time they arrive at a social model recovery home, at times recovery homes
have been thought of as providing board and care for the homeless. This characterization is resisted
by recovery home associations:

Alcoholic recovery homes are not board and care facilities; they do not provide
elements of personal care, or caretaker supervision. Recovery homes do not provide
medical or mental health treatment for the alcoholic, although they will assist in
obtaining such treatment as the need is indicated (California Association of Alcoholic
Recovery Homes, 1974, p. 8).

This means that recovery homes are able to serve most, but not all, of those seeking recovery. Only
those able to feed, bathe, and function with a spirit of cooperation in a shared residential setting are
appropriate (Schonlau, 1990). In the past, alcohol recovery homes have specifically excluded people
who were physically or mentally incapacitated. Program personnel stated that they lacked sufficient
staff and facilities to care for such people. There was for a time a potential conflict between program
policies (and, in some cases, state guidelines) and federal law. The Rehabilitation Act of 1973 (PL 93-
516), Title V, Section 504, required that the disabled not be denied access to any program receiving
federal funding. There are now various programs specifically designed for people with dual
diagnoses—substance abuse and mental illness. Recovery homes at times admit residents with mental
disorders, although they may limit the number of such admissions. In addition, there are recovery
home programs specifically designed for people with particular disabilities, such as deafness (Fortney,
1992). For information on standards for alcoholics recovery homes, see the CAARH document on
“Standards” (California Association of Alcoholic Recovery Homes, 1992). CAARH estimates that
there are currently about 400 social model recovery facilities in California alone. Counts of programs
are somewhat arbitrary since successful organizations have expanded, opening additional facilities. If
an organization operates three recovery homes and a detoxification facility, they may be counted as
one program, two programs, or four programs, for example.

Most recovery home programs require residents to be at least 18 years of age. Some programs have



INTRODUCTION TO ADDICTION STUDIES
Treatment, Recovery, Relapse

UCSD ATTC 9 - Instructor - page 19 February 1997

Recovery Homes  (continued)

upper age limits of 60 to 65 years. The average age of recovery home residents has been declining. In
1970, it was about 45. Currently in California, 32% of alcohol abusers in residential treatment (which
includes social model programs as well as other residential treatment facilities) are between 35 and 44
years of age; 42% are between 25 and 34 years. Drug abusers in residential treatment are younger:
27% are between 35 and 44 years; 46% are between 25 and 34 years (data from California
Department of Alcohol and Drug Programs). In California, alcohol abusers in residential treatment
are younger than the population of all those in treatment for alcohol abuse, and younger than the
population of all substance abusers in any kind of substance abuse treatment, which includes those
receiving methadone maintenance and outpatient treatment as well as residential treatment (Gerstein,
et al., 1994).

Recovery programs have various lengths of stay. Schonlau states that recovery homes function best
when there is no defined length of stay, and that recovery homes generally do not set time limits
unless required to do so by funding sources. In the early 1980’s, San Diego County held that people
were expected to spend from three to six months in a recovery home learning and practicing sobriety
(San Diego County Department of Health Services, 1983).

Recovery homes charge fees and expect residents to pay when able. Paying the fee encourages the
resident to be responsible for his or her own food and shelter. Schonlau states that residents who are
eligible for state unemployment or disability insurance, general relief, food stamps, or other sources of
income are expected to apply (Schonlau, 1990). In the past, some recovery home programs have held
that relief and disability payments were counter to recovery, and these sources of income were
discouraged. Most recovery homes in California today operate with a contract from the county
alcohol program which will pay a portion of the operating expenses. Some recovery homes have
contracts with the Veterans Administration and/or the state prisons to reserve a given number of beds
for restricted classes of residents.

Recovery home programs maintain minimal records on each resident, usually no more than personal
data for purposes of identification and for notifying next of kin in case of emergencies.

Licensing requirements require an agreement of participation to be signed by each resident, and
programs are required to have a record of TB tests. Recovery homes do not maintain clinical case
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files such as would typically be found in a medical program. Recovery home operators maintain that
they cannot maintain clinical files because they do not provide clinical services to individuals. This
remains a source of conflict between recovery homes operators and various government officials and
funders.

Pointing to the peer influences, staff personnel at recovery home programs have stated that they
believed that if any “therapy” took place while residents were in the program, it occurred in the
informal interactions among or between the residents. Recovery home programs are often structured
to allow a considerable amount of informal interaction. Extended observations of one recovery home
(Barrows, 1980) indicated that informal interactions are frequent — and further, that the typical male
topics of conversation, sports, politics, money, and women (Farrell, 1975) were rare. The informal
interactions generally focused on the alcohol problem -- past, present, or future. In short, the informal
interactions dealt mostly with recovery. Thus, the “free time” spent in informal interactions
contributes to the recovery process at social model programs.

To understand the importance of informal interaction, a discussion of role theory is helpful. Role
theory asserts that our identities are socially bestowed, socially sustained, and socially transformed
(Berger, 1963). It may be more productive to think of identity as negotiated, since the individual
contributes to the process. The social recognition of the individual’s self-identify in fact validates that
self-image and bestows, sustains, or transforms the identity of the individual. When an individual’s
self-image is not socially validated, the individual can modify his self-image, or attempt to modify the
social perception, or both. To influence social perception, the individual provides more information
about his personal history (Goffman, 1963). Storytelling is a convenient method of doing this.

Recovery and rehabilitation entail changing one’s self-identity. As a minimum, a person must admit to
oneself that he or she has a problem with alcohol or drugs. The mere fact of being “in a program” or

“in treatment” does not necessarily mean that the individual recognizes or admits to himself a problem
with alcohol or drugs. People enter into a recovery or treatment for many reasons: following arrest,

because of pressure from family or employers, for room and board (“three hots and a cot”), or just for
a respite from the usual pattern of life. Some incident or experience may cause an individual to

recognize that he in fact does have a problem with substance abuse. At such a time, the past and the
present and the future are reevaluated in terms of the new revelation. Thus, the past comes to have a

new meaning and the person develops a new image of self. Barrows (1980) suggests that some sort of
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realizing experience is necessary for the alcoholic or addict to enter into a recovery or treatment
program with the goal of changing his behavior. Barrows further suggests that certain features of
recovery homes facilitate recovery by providing opportunities for introspection and offering a setting
which promotes informal interactions. Informal interactions frequently take the form of telling stories
about incidents from the storyteller’s life. Hearing a story about some drinking incident seemed to
promote recall of similar incidents in the lives of listeners and reflection on the meanings of those
incidents. The stories told provide biographical data and reveal elements of the storyteller’s self-image
as well. Barrows (1980) describes how stories are used to negotiate identity and how changes in
identity can be inferred from changes in a story.

Source:  Borkman, T.J., Kaskutas, L., and Barrows, D.C., The Social Model Program:  A Literature
Review and History.  May, 1996.  Alcohol Research Group, 2000 Hearst Ave., Suite 300, Berkeley,
CA, 94709.
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Minnesota Model Programs For Substance Abusers

As noted above, a hybrid model of treatment which claims to reflect a “biopsychosocial” model has
been popular in recent years. Perhaps the foremost example of this approach is the Minnesota, an
abstinence-oriented, comprehensive strategy for the treatment of addictions which developed in
Minnesota in the 1940s and 1950s (Cook, 1988a). It combines elements of professional treatment
programs as well as those of AA including the use of recovered staff. Early examples of the program
model were found in residential rehabilitation facilities and at a state hospital (Pearson, 1950: Rossi &
Bradley, 1960). More recently, Minnesota Model programs have become associated with the private
sector, and may thus be available only to those with resources to pay for residential treatment, and/or
those with health insurance which pays for inpatient substance abuse treatment - and not to all who
may need treatment. Conversely, insurance coverage for Minnesota Model programs brings with it a
paying clientele and helps sustain and validate the approach.

The program philosophy is straightforward. First is the belief that alcoholics and addicts can change
their behaviors, attitudes and beliefs. Second is the belief that alcoholism or chemical dependency is a
disease. Third are the treatment goals of abstinence from all mood altering chemicals and
improvement of lifestyle, and it is recognized that abstinence alone does not define a positive
outcome. Fourth, the principles of Alcoholics Anonymous (AA) and Narcotics Anonymous (NA), in
particular their spiritual emphasis, are central to the program (Cook, 1988a).

Minnesota Model programs in the United States are typically three to six week residential programs
(somewhat longer in the United Kingdom), with a progression to aftercare, and including intense
involvement with AA or NA and other services as may be individually required. The residential phase
of the program includes group therapy, family counseling for the benefit of both the patient and other
family members, and didactic education about addiction, recovery, and the 12 steps and traditions of
AA/NA. In addition to professional staff such as physicians, psychologists, social workers, and clergy,
recovering alcoholics and addicts are used as counselors (Cook, 1988a; also Steffen, 1994).

Minnesota Model programs utilize a therapeutic milieu similar to other residential and inpatient
programs, i.e., the setting is organized so that every interaction will support rehabilitation. Originally,
residents each day performed many hours of labor doing practical jobs such as laundry, cleaning, and
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maintenance; currently, there is less of such tasks. During the program, residents are expected to
regularly attend AA/NA meetings on-site or in the local community. There is a daily reading group
examining AA/NA materials. In addition, residents are expected to work through the first three to five
steps of AA/NA during their stay (Cook, 1988a).

Cook (1988b) reviewed studies of Minnesota Model programs conducted by the Hazelden
Foundation, which evaluated its own programs. Cook recalculated the provided success figures
(which were “inflated”) but still found that about two-thirds of patients had positive outcomes (either
abstinence or improved) for both alcohol and drug use. Cook suggests that the success of Minnesota
Model treatment compares favorably with other treatments. A regression analysis of post-treatment
abstinence at 12 month follow-up found the following factors to be important: frequency of AA
attendance, lack of post-treatment hospitalization, assessment of group and individual activities in
treatment as helpful, better education, and “higher power” contact, i.e., increased prayer and
meditation post-treatment (Laundergan, et al., cited in Cook, 1988b). These factors, however,
accounted for less than 20% of the variance.

Source: Borkman, T.J., Kaskutas, L., and Barrows, D.C., The Social Model Program: A Literature
Review and History.  May, 1996.  Alcohol Research Group, 2000 Hearst Ave., Suite 300, Berkeley,

CA 94709.
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Twelve Step Programs

All across America—and indeed in most parts of the world—people with common problems meet to
listen to each other and to provide support for each other. They meet wherever a room is available.
They come together to learn about a disorder which they share, to talk about their progress and to
build on their repertoire of coping techniques. They find acceptance and even unconditional love.
They don’t give their names or even talk unless they want to. They laugh, shed tears, feel hopeful.
Above all they are honest and real. This program started as Alcoholics Anonymous and now exists for
some 200 different groups. Some of their names are Cocaine Anonymous, Narcotics Anonymous,
Overeaters Anonymous, Gamblers Anonymous, Sex and Love Addicts Anonymous, Al-Anon,
Alateen, Adult Children of Alcoholics, Co-dependents of Sex Addicts, among others.

· Alcoholics Anonymous (AA) was founded in 1935 and is the oldest, largest and most successful
ongoing self-help program in the world. It was started by a New York stockbroker and an Ohio
surgeon, both of whom had been hopeless drunks.

· The 12 steps, the heart of the program, were written by the founders, Bill W. and Dr. Bob. They
reflect wisdom garnered from religious traditions, universal values such as honesty, humility and
forgiveness, the spiritual quest of Carl Jung and what worked from other attempts to help the
hopeless and despairing drunk.

· The 12 traditions provide the organizational structure—which is mostly about not having an
organizational structure.

· To belong to a 12-step program, the only membership requirement is a desire to change the
addictive behavior. There are no dues, although members contribute money for “upkeep”.

There are different kinds of meetings: “open” meetings welcome members and nonmembers,
alike; “closed” meetings are for members only; “speaker” meetings focus on a study of one of
the 12 steps. Most meetings are one to one and one-half hours long and follow a format from
the “Big Books”. There is no cross talk in meetings.

· In 1986, it was estimated that there were more than 73,000 AA groups throughout the world.

There are self-help groups, not part of the 12-step family, that do not rely on spirituality. Rational
Recovery (based on an RET model) is one such group.

Source: Office of Substance Abuse Prevention, Mental Health Counselors Training Course:  Alcohol
and other Drug Abuse Prevention.  October, 1992.
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Twelve-Step Terms

Alcoholics Anonymous: Groups of individuals who admit that they are alcoholics. These groups
were co-founded by two alcoholics, Bill W. and Dr. Bob.  They conduct
“meetings” to share their experiences, strengths, and hope in order to solve
their common problems. The only requirement for membership is a desire
to stop drinking. The AA program is based on 12 steps that are applied to
the lives of these individuals so that they may recover from alcoholism.

Al-Anon: A 12-step program for the relatives and friends of alcoholics. These groups
were founded by Lois and Anne, the wives of the co-founders of AA.
Some groups deal with issues of the Adult Children of Alcoholics (ACOA).

Alateen: A 12-step Al-Anon program for the teen-age children of alcoholics.

The Big Book: The basic text for Alcoholics Anonymous. It contains stories about the
lives of some of the early members of AA.

Closed meeting: A 12-step meeting that is closed to the public. As it would be applied to
AA, attendance at such meetings would be limited to alcoholics.

Discussion meeting: A 12-step meeting with a limited attendance in which those present sit in a
circle and engage in a give-and-take discussion. There is usually a person
who leads the discussion so that it will be orderly.

Institutional  meetings: 12-step meetings held in hospitals, treatment centers, and the like.

Meeting directory: A booklet published by the local chapter which lists the time, place, and
type of meetings available in the local area.

Nar-Anon: A variation of Al-Anon for the relatives and friends of drug addicts.

Narcotics Anonymous: A variation of AA for drug addicts.

Open meeting: A 12-step meeting that is open to anyone who would like to attend.
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Speaker meeting: A 12-step meeting that usually has a large attendance. Participants sit as an
audience while a member speaks to them. The speaker usually will share a
personal experience.

Sponsor: A member of a 12-step program with some experience who acts as a
mentor to help guide a newcomer through the program of recovery.

Twelve by Twelve: A book entitled “Twelve Steps and Twelve Traditions” in which a co-
founder of AA tells how members recover.

Source: Office of Substance Abuse Prevention, Mental Health Counselor’s Training Course: Alcohol
and Other Drug Abuse Prevention.  October 1992.
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The Twelve Steps of AA

1. We admitted we were powerless over alcohol—that our lives had become unmanageable.

2. Came to believe that a Power greater than ourselves could restore us to sanity.

3. Made a decision to turn our wills and our lives over to the care of God as we understood
Him.

4. Made a searching and fearless moral inventory of ourselves.

5. Admitted to God, to ourselves, and to another human being the exact nature of our wrongs.

6. Were entirely ready to have God remove all these defects of character.

7. Humbly asked Him to remove our shortcomings.

8. Made a list of all persons we had harmed, and became willing to make amends to them all.

9. Made direct amends to such people wherever possible, except when to do so would injure
them or others.

10. Continued to take personal inventory and when we were wrong promptly admitted it.

11. Sought through prayer and meditation to improve our conscious contact with God as we
understood him, praying only for knowledge of His will for us and the power to carry that
out.

12. Having had a spiritual awakening as the result of these steps, we tried to carry this message to
alcoholics and to practice these principles in all our affairs.

Alcoholics Anonymous World Services, Inc., Alcoholics Anonymous, New York City, 1976.

Source: Office of Substance Abuse Prevention, Mental Health Counselor’s Training Course: Alcohol
and Other Drug Abuse Prevention.  October 1992.
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The Twelve Traditions of AA

1. Our common welfare should come first; personal recovery depends on AA unity.

2. For our group purpose there is but one ultimate authority—a loving God as He may express
Himself in our group conscience. Our leaders are but trusted servants; they do not govern.

3. The only requirement for AA membership is a desire to stop drinking.

4. Each group should be autonomous except in matters affecting other groups or AA as a whole.

5.  Each group has but one primary purpose— to carry its message to the alcoholic who still suffers.

6. An AA group ought never endorse, finance, or lend the AA name to any related facility or
outside enterprise, lest problems of money, property, and prestige divert us from our primary
purpose.

7. Every AA ought to be fully self-supporting, declining outside contributions.

8. Alcoholics Anonymous should remain forever nonprofessional, but our service centers may
employ special workers.

9. AA, as such, ought never be organized; but we may create service boards or committees
directly responsible to those they serve.

10. Alcoholics Anonymous has no opinion on outside issues; hence the AA name ought never be
drawn into public controversy.

11. Our public relations policy is based on attraction rather than promotion; we need always
maintain personal anonymity at the level of press, radio, and films.

12. Anonymity is the spiritual foundation of all our traditions, ever reminding us to place
principles before personalities.

Source: Office of Substance Abuse Prevention, Mental Health Counselor’s Training Course: Alcohol
and Other Drug Abuse Prevention.  October 1992.
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Introduction to 12 Step Programs

The only qualifications to participate in the Step Program are to have a desire to stop “using” and to
attend meetings.

Orientation:  Getting acquainted with an existing organization can be difficult. Start by reading this
section about the 12 Step program. As you start attending meetings, look around and observe how
others are acting. There are behaviors that are inappropriate, such as attending a meeting after
“using” or dominating the conversation. Behaviors that are appropriate are to listen and ask for some
additional information or help for yourself.

As soon as possible, get names and phone numbers to help you start building a support system and
find a temporary sponsor. Ask questions and listen. Pretend you are a mental “sponge!” The real
work in your 12 Step program is a lot more than just observing from the back in a large meeting.
Give yourself and the 12 Step program a genuine chance to connect. You will hear about “90 & 90”
(attending 90 meetings in the first 90 days of recovery). This is more than a structure; it’s an
introduction into a committed recovering lifestyle. This is similar to the daily recovery activity
discussed earlier.

Meetings:  All meetings are either open or closed. Any interested person is welcome at open
meetings which usually are “speaker” meetings. Closed meetings are exclusively for people with an
addiction problem. “Speaker,” “discussion,” and “Step study” meetings are the most common. Other
types of meetings are organized to meet the specific needs of a group. These could be discussion,
questions and answers, and participation meetings. Every meeting has a different “personality.” If you
don’t like one, try another until you find the one that meets your needs.

Your “home group” is the meeting you will attend regularly. It is a part of your stability and you will
look forward to this meeting for the people as much as the meeting. In “speaker meetings,”
individuals share their story. The emphasis should be on the speaker’s recovery rather than on his/her
addiction. These meetings are especially valuable because they help you to identify with other
participants in this fellowship. In most of these meetings, only the speaker shares; in others, an open

Source: Rohrer, Tom, MFCC, Your Recovering Future: A Beginner’s Guide and Workbook for
Recovering from Chemical Dependency.  Next Step Programs, Walnut Creek, CA 1990.
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discussion is held after the speaker’spresentation. These meetings can be quite large. “Step study
meetings” are those in which the 12 Steps & 12 Traditions are studied and discussed. Generally, they
are small, usually 10 to 15 people. There are “Theme” meetings for “subgroups” such as young
people, women, men, gays, lesbians, physicians, etc. There are increasing numbers of non-smoking
meetings.

Meetings have a rotation “secretary” who facilitates the group. Most meetings open with the reading
of the 12 Steps. It is expected that if you decide to speak during a meeting (you can decline), you will
start with, “Hi, I’m (your first name only), and I’m an (alcoholic, addict, visiting, etc. )...”  If you
choose to speak (you don’t have to), do so briefly and stay focused on addiction/recovery issues.
Speak from your experience, and don’t give advice. A donation basket may be passed; one dollar (if
you can afford it) is the typical donation. Sometimes a telephone list (of those who are willing to be
called) is passed around and then distributed to the newcomers.

Meetings end with the Serenity Prayer, the Lord’s Prayer, or another prayer, and the closing “Keep
coming back, it (the 12 Step program) works (if you work it).” After the meeting, many people stay
to talk informally, connect with other members, exchange telephone numbers, and connect with
potential sponsors/sponsorees. Some people go as a group to a restaurant or coffee shop for the
informational “meeting after the meeting.”

Program: The 12 Steps are the treatment structure of this program. (See “The 12 Steps above.) To
work this program, you must thoroughly complete all 12 Steps at least once. Involvement and service
(giving ‘it’ away) to other recovering people is the experience of the program.

The 12 Traditions are for guidelines for the organization, similar to a charter.

The tools of this program include written materials, the steps, the meetings, the telephone, the
fellowship, and sponsorship.

A Sponsor is a guide who has worked a complete 12 Step program and is happy to help you. They
should have several years of quality recovery. Listen and ask questions of potential sponsors. When
you have found someone you think would be a good support person for you, talk with this person to
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“feel out” if he or she is interested (has the time, interest, etc.). If this person agrees, consider him or
her to be temporary until you know you work well together; if this person doesn’t work out, feel
okay about finding someone who can better meet your needs. If someone you ask declines your
invitation to be a sponsor, it may be due to over-commitment, lack of interest in sponsoring another
person right now, etc. It is very important that you don’t take it personally. They are not rejecting
“you,” but the situation. Acknowledge the disappointment and move on in your search.

Reward and validation are expressed with “chips” or “medallions” at a time period of 3, 6, and 9
months, 1 year, 2 years, etc. At the first year and annually thereafter, a member’s “Recovery
Birthday” is acknowledged.

Availability is one of the strong points of the 12 Step programs. They are held throughout the day,
every day, almost everywhere. Except for your transportation (and usually someone will give you a
ride home), there is no reason not to attend, unless you don’t want to, of course.

12 Stepping is helping a new member with his or her program. This is only appropriate for those
members who have truly worked through their 12 Steps at least once.

A Step Call is when a person (12 Stepper) visits someone who has called and asked for help.

The Spiritual aspect to A.A. is experienced by some new people as “Religion.” The founders of this
program truly had a spiritual, rather than a “religious” perspective. If you still believe the presentation
at the meetings is “religious,” you may be right; some individual members adapt the original meaning
of spirituality to mean “religion.” Try another meeting, and if you continue to have the same response,
maybe it’s just your orientation that spiritual = religion.

Notes: The 12 Step program’s greatest asset, that of being peer-run, can cause difficulties, namely
lack of available or knowledgeable members, inconsistency, and personalized interpretation. This is
why working with both a qualified professional and a 12 Step program is generally the best plan.

Watch Out: for the occasional Two Stepper, a person who helps others work their program before
they have truly worked their complete 12 steps; and Thirteenth Stepping is focusing on your social
needs and trying to “hit” on others at meetings.



INTRODUCTION TO ADDICTION STUDIES
Treatment, Recovery, Relapse

UCSD ATTC 9 - Instructor - page 32 February 1997

Introduction to 12 Step Programs  (Continued)

A.A.’s most common offspring for recovering chemical “users” are: Narcotics Anonymous, Cocaine
Anonymous, and Marijuana Addicts Anonymous. There are “blended” meetings starting like
Addictions Anonymous and Recovering Couples. The counterparts to 12 Step programs are Al-Anon,
Nar-Anon, and CoDependents Anonymous for co-dependents and Alateen for children between the
ages of 12-20. Explore community resources for younger children.

Other 12 Step-based programs include:

· Adult Children of Alcoholics
· Adult Children of Al-Anon
· Alcoholics Victorious (Christian)
· Bulimics/Anorexis Anonymous
· Child Abuse Anonymous
· Codependents of Sex Addicts
· Parents Anonymous
· Pills Anonymous
· Sex Addicts Anonymous
· Sexaholics Anonymous
· Sex & Love Addicts Anonymous
· Shoplifters Anonymous
· Smokers Anonymous
· Spenders Anonymous
· Victims of Incest Can Emerge
· Workaholics Anonymous

The following are common 12 Step Slogans:

Easy Does It: Relax, lighten up
Let Go & Let God: Let others (God) help you
Live & Let Live: Forgive, let go, focus on yourself in the here and now
One Day At A Time: Focus on the here and now, on a smaller goal of one day rather

than the rest of your life
Progress, Not Perfection: Do your best to improve, don’t try to be perfect
Turn It Over: Let go of the issue and give it away to your higher power



INTRODUCTION TO ADDICTION STUDIES
Treatment, Recovery, Relapse

UCSD ATTC 9 - Instructor - page 33 February 1997

The Twelve Steps Of A.A.

We admitted we were powerless over alcohol-that our lives had become unmanageable.

Came to believe that a Power greater than ourselves could restore us to sanity.

Made a decision to turn our will and our lives over to the care of God as we understand him.

Made a searching and fearless moral inventory of ourselves.

Admitted to God, to ourselves and to another human being the exact nature of our wrongs.

Were entirely ready to have God remove all these defects of character.

Humbly asked Him to remove our shortcomings.

Made a list of all persons we had harmed, and became willing to make amends to them all.

Made direct amends to such people wherever possible, except when to do so would injure them or
others.

Continued to take personal inventory and when we were wrong promptly admitted it.

Sought through prayer and meditation to improve our conscious contact with God as we understood
Him, praying only for knowledge of His will for us and the power to carry that out.

Having had a spiritual awakening as the result of these steps, we tried to carry this message to
alcoholics, and to practice these principles in all our affairs.
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Shorthand For The Twelve Steps
 
1. Saw the problem.
 
2. Heard there was help.
 
3. Decided to trust that help, the best way I could
 

 In the light of that decision . . .
 
4. Took a good look at myself.
 
5. Shared my fourth step with another human being  (God is involved in the process).
 
6. Practice trusting higher power.
 
7. Asked for help in specific ways.
 
8. Thought about those we had harmed.
 
9. Made it right where we could.
 
10. Regular check-ups.
 
11. Growth in trusting higher power.
 
12. Live the program. (A.A., Alanon)
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12 Step Definitions

The following are definitions of words commonly used among 12 Step members:

Amends (to make): To make right a situation with a person who you have hurt, from Step Nine.

Anonymity: Not disclosing participation in the 12 Step Program.

Big Book: The A.A. bible entitled “Alcoholics Anonymous.”

Birthday: The annual celebration of your 12 Step/clean and sober recovery.

Bookend It: Call someone before and after you do something stressful.

Carrying the Message: Sharing the 12 Step program with others in need.

Chip/Medallion: A coin which acknowledges 3, 6, and 9 months, 1 year, etc., of your recovery.

Easy Does It: (Slogan) Relax, lighten up.

Fake It Until You Make It: To act the way you would if that were true, and eventually it will be

true.

Fellowship: 1) The emotional affiliation with other recovering people, 2) A meeting place or sober

center

First Step: Step One, working through powerless and unmanageability issues.

Fourth Step: Step Four, “using” history, called “moral inventory.”

Home Group: The 12 Step meeting(s) that is(are) an important part of your recovery.

Higher Power: God, the Universe, Nature.

I Came, I Came To, I Came To Believe: Steps One, Two and Three of the 12 Step Program.

Keep Coming Back/It Works If (When) Your Work It: Keep trying by returning until the program

starts to work for you.

Let Go, Let God: Let go of the ego control and trust in a spiritual answer.

Live & Let Live: (Slogan) Forgive, let go, focus on yourself in the here and now, from Step Three.
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12 Step Definitions  (continued)

Moral Inventory: Fourth Step, drug history.

90 & 90: The introduction into recovery by attending 90 meetings in the first 90 days of recovery.

The Program: Any 12 Step program.

Powerlessness: Your inability to control your “using” if you were to “use.”

One Day At Time: (Slogan) Focus on not “using” for today, the here and now.

Secretary: The person who is in charge of the meeting.

Serenity Prayer: The prayer often used to end a meeting.

Sharing Your Program: Talking with others about your experience of recovery.

Sponsor: A type of mentor who is “successfully” recovering within the 12 Step program and willing

to guide and support a new member through this program.

Turn It Over: (Slogan) Let go of the issue and give it away to your Higher Power.

12 Steps: The basis of Alcoholics Anonymous program.

12 Step Programs/”Anonymous”: All Alcoholic Anonymous based programs.

12 Stepping: Helping a new member to work the program.

12 Traditions: The “charter,” how the organization will be run.

Thirteen Stepping: Focusing on your social needs and trying to “hit” on others at a meeting.

12 by 12: The book “Twelve Steps and Twelve Traditions:”

Two Stepping: Helping others work their program before you have truly worked your complete 12

Steps.

Unmanageability: The way in which your life has become disrupted by your past “using”.
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Rational Recovery Ideas

1. I have considerable voluntary control over my extremities and facial muscles.

2. It is because I am worthwhile to myself that I will decide to stop drinking and build a better life.

3. Some discomfort is a necessary, inevitable, and entirely harmless part of becoming and
remaining sober.

4. I feel the way I think, and so have enormous control over my emotions, sorrows, and
disturbances.

5. I am a fallible human being.  While I may feel regrets, remorse, or sadness for my alcoholic
behavior, I need not conclude that I am a worthless person.

6. As time goes by, drinking appears increasingly stupid because of the obvious selfish advantages
of sobriety, but, if I ever stupidly relapsed by drinking, it wouldn’t be awful because I would
very likely recover again.

7. Because rational sobriety is self-fulfilling, and because there is so much more to life than a
constant struggle to remain sober, I can gradually close the book on that sorry chapter in my life
and become vitally absorbed in activities and projects outside of myself that are unrelated to my
former alcoholism.

Additional Rational Recovery Ideas:

1. I am aware that I am chemically dependent, and the consequences of that dependency are
unacceptable.

2. I accept that, in order to get better, I had better refrain from any use of alcohol or drugs,
because any use will very likely lead to more, and then a return to my previous addiction.

3. I accept that I will likely benefit from residential care, because I have been unsuccessful in
previous attempts to resist my desire to drink or use drugs.

4. Although I may have serious personal problems, I still have the capacity to learn about myself,
about new ideas, and about how to achieve a satisfying, rational sobriety.

5. The idea that I must depend on something greater than myself in order to stay sober is only
another dependency idea, and dependency is my original problem.

6. I am willing to reject ideas of perfection for myself and for others, and my first goal is to learn to
accept myself as I am--a fallible, yet worthwhile, human being.
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7. I place a high value on the principles of rationality, learning, objectivity, self-forgiveness, and on
my own self-interest.

8. I recognize that, even though I am chemically dependent, I am responsible for my own emotions
and behavior.

9. With the passage of time I may learn that refraining from mind-altering drugs is easier than
trying to control them, and that too much is at stake to risk further use.  Intoxicants have
considerably less appeal to physically and mentally healthy people.

10. I will eventually complete my recovery and live a normal life.

11. There are no perfect solutions to life’s problems, and that uncertainty is the spice of life, so
therefore I am willing to take risks to achieve my own self-defined goals.

12. I will choose to give up ideas of guilt, blame, and worthlessness as a matter of principle, and also
because those emotions are inappropriate for an adult.

13. Now certain of my own human worth, I can take the risks of loving others, for loving is far
better than being loved.

Source: From The Small Book by Jack Trimpey.  Copyright © 1989 by Lotus Press, Revised edition
copyright© 1992 by Jack Trimpey. Delacorte Press, a division of Bantam Doubleday Dell
Publishing Group, Inc.

Source: Center for Substance Abuse Treatment (1994). Intensive Outpatient Treatment for Alcohol
and Other Drug Abuse.  Treatment Improvement Protocol (TIP) No. 8. NCADI
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METHADONE MAINTENANCE PRO-
GRAMS The history of methadone treatment
offers a striking example of the benefits and
limits of research findings on public attitudes
and policies. To understand methadone
maintenance treatment, it is necessary to
appreciate the profound stigma attached both
to the patients and to the treatment providers.
This establishes the context for understanding
how a modality with the most extensive
research base of anything in the
addiction-treatment field can nonetheless
engender passionate dispute.

As a TREATMENT modality, methadone
maintenance was developed in the mid 1960s
by Drs. Vincent Dole and Marie Nyswander, in
response to prevailing concerns about HEROIN

dependence and related health problems,
mortality (especially among young people ages
15 to 35), and the high relapse rate of those
who quit use (Lowinson et al., 1992).
Methadone itself had been synthesized in
Germany during World War II, to be used as

an ANALGESIC (painkiller); it was then studied
at the U.S. PUBLIC HEALTH SERVICE HOSPITAL

in Lexington, Kentucky, after the war. It was
approved by the U.S. Food & Drug
Administration in August 1947 for medical use
in the treatment of PAIN.

Methadone’s initial use in the treatment of
addiction was to withdraw addicts from
heroin. It was subsequently determined to be
well suited to long-term maintenance
treatment. As a treatment tool, methadone
provides a safe and effective way to eliminate
heroin CRAVING, WITHDRAWAL, and drug-
seeking behavior; it frees most patients to lead
productive lives. In conjunction with
educational, medical, and counseling services,
methadone has been thoroughly documented
to enable patients to discontinue or reduce
illicit drug use and associated criminal activity,
improve physical and mental well being,
become responsible family members, further
their education, obtain and maintain stable
employment, and resume or establish a
productive lifestyle. Despite three decades of
research confirming its value, methadone
maintenance treatment remains a source of
contention among treatment providers, the
public in general, and officials and
policymakers in particular. Unlike
controversies based on a difference of opinion
between informed parties, debate about
methadone usually involves several common
misunderstandings about the drug and its uses.

COMMON MISUNDERSTANDINGS

Much of the uneasiness about methadone
stems from the idea that it is “just substituting
one addicting drug for another.” Indeed, this is
technically correct; methadone treatment is
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drug-replacement therapy, in which a long-
acting preparation that is administered orally is
substituted for a short-acting OPIOID that is
used intravenously. The long-acting (24 to 36
hours) effect of preventing withdrawal allows
most patients to receive a daily dose and
function in a stable manner—without the four-
hour cycles of euphoria and withdrawal that
characterize heroin use. The objection that
methadone is “addicting” reflects the
recognition that this medication produces
DEPENDENCE. Addiction-treatment
professionals increasingly distinguish between
PHYSICAL DEPENDENCE and ADDICTION;
addiction is characterized by behavior that is
compulsive, out of control, and persists despite
adverse consequences. Patients with chronic
pain will develop physical dependence
although their overall functioning improves. If
physical dependence is a factor to be
considered, then addiction specialists
increasingly assess the extent to which the
person’s functioning and quality of life is
improved or impaired when determining
whether physical dependence is an acceptable
consequence of medication use.

There is also uneasiness about the erroneous
belief that “methadone keeps you high.” This
notion reflects general misunderstanding about
the effects of a properly adjusted methadone
dose. Once stabilized, patients experience few
subjective effects; heroin addicts will readily
state that they seek methadone to avoid
“getting sick” (prevent withdrawal effects), not
to “get high.” While the patient’s dose is being
stabilized, he or she may experience some
subjective effects, but the wide therapeutic
window allows for dose adjustment between
the extremes of craving and somnolence. Dose

adjustment may take some weeks and it may
be disrupted by a variety of medical and
lifestyle factors, but once achieved, the patient
should function normally. Ample scientific
evidence shows that the long-term
administration of methadone results in no
physical or psychological impairment of any
kind that can be perceived by the patient,
observed by a physician, or detected by a
scientist (Kreek, 1973, 1992; Novick, 1993;
Lowinson et al., 1992). More specifically,
there is no impairment of balance,
coordination, mental abilities, eye-hand
coordination, depth perception, or
psychomotor functioning. Recently, advocacy
efforts have been successful on behalf of
patients identified through workplace drug
testing and threatened with negative
consequences. It is anticipated that the
Americans with Disabilities Act will further
protect patients against such forms of
discrimination.

A third point of resistance, objection to long-
term or even lifelong maintenance, is better
addressed following the presentation of some
basics about opioid addiction and the nature of
treatment.

HOW DOES METHADONE
TREATMENT WORK?

Most addiction specialists agree that
addictive disorders are complex phenomena
involving the interaction of biological,
psychosocial, and cultural variables, all of
which need to be considered to make
treatment effective. Vincent Dole and Marie
Nyswander, who pioneered the use of
methadone, held the view that there was
something unique about opioid addiction that
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made it difficult for patients to remain drug
free (Lowinson et al., 1992). Although
originally intended as a long term treatment for
a metabolic defect, many initially hoped that
methadone could be used to help heroin
addicts make the transition to a drug-free
lifestyle and then be discontinued. Research
since then indicates that less than 20 percent of
those who require methadone maintenance will
be able to discontinue methadone and remain
drug free. Dole (1988) postulated that a
receptor-system dysfunction resulting from
chronic opioid use leads to permanent
alterations that we do not yet know how to
reverse. New brain-IMAGING technology holds
the promise of better understanding and,
eventually, improved intervention. In the
interim it appears that methadone is corrective
if not curative for the person severely addicted
to opioid drugs. Two important questions for
future research are (1) whether a preexisting
condition enhances the VULNERABILITY of
some patients more than others and (2)
whether long-term opioid addicts can ever
recover normal functioning without
maintenance therapy.

Studies indicate that methadone is a benign
drug that exhibits stability of IMAGING

occupation, thus permitting interacting systems
to function normally; an example of this is the
normalization of hormone cycles in
heroin-dependent women and the return of
regular menstrual cycles (Kreek, 1992;
Lowinson et al., 1992). This distinguishes
methadone from heroin, a short-acting
NARCOTIC, which produces such rapid
physiological changes that a stable state of
adaptation is impossible. While TOLERANCE

develops to most drug effects, even long-term
use (20 years or more) of methadone does not

produce tolerance to the effects of either
reduced craving or to prevention of narcotic
withdrawal

The desired response to methadone depends
largely on maintaining relatively stable blood
levels at all times. Appropriate doses usually
keep the patient in the therapeutic range and
produce the stable state so important for
rehabilitation. What is referred to as a “rush,”
or “high,” is the result of rapidly rising blood
levels; thus once therapeutic levels are
achieved and maintained, the patient
experiences little of such subjective effect
(Kreek, 1972, 1993; Lowinson et al., 1992).

Unfortunately, negative attitudes toward
methadone have historically played a
significant role in dosing practices, so dose
ceilings have been imposed by state or local
authorities without regard to medical criteria.
Such policies place value on giving as little of
the drug as possible—instead of the
therapeutic level needed to accomplish the
goal—influenced in part by the unsubstantiated
belief that lower doses would make it easier to
discontinue methadone. It was common in
some programs to have dose ceilings of only
40 milligrams (mg) per day. It is now well
established that for most patients this dose is
inadequate to maintain the necessary plasma
concentrations to be effective; the effective
dose range for most patients is between 60 and
120 mg per day, with higher doses strikingly
well correlated with reductions in illicit drug
use (GAO 1990; Capelhorn and Bell, 1991).
For many years and in many programs, patients
on low doses who complained that “my dose
isn’t holding me” were often dismissed with
the assertion that they were “merely engaging
in drug-seeking behavior,” and when the
distressed patient then supplemented the
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methadone dose with heroin, it was concluded
either that the patient was poorly motivated or
that the treatment was ineffective. Studies by
D’Aunno and Vaughn (1992) show that more
than 50 percent of patients in the United States
receive doses that are inadequate to prevent
continued illicit narcotic use—indicating poor
physician training, the attitude of program
leaders, or inappropriate invasion by regulatory
agencies and legislative policies; in many cases
all of these conditions exist.

Initial hopes to use methadone as a drug to
help patients progress to a medication-free
lifestyle have proven unrealistic for most
patients. Studies indicate that although
short-term abstinence is common, eventual
relapse is the norm for more than 80 per cent
(McLellan et al., 1983; Ball & Ross, 1991).
Clinicians who have worked with this
population over the long term believe that
although lifestyle changes are essential to
successfully discontinuing methadone, such
changes in conjunction with high motivation
will still be insufficient for most;
neurobiological factors remain the deciding
factor. Because the current treatment system,
overburdened by regulations and inappropriate
expectations, is de humanizing for many,
programs usually make efforts to assist the
patient wishing to taper off Many pro grams
attempt to set a tone in which the patient is
encouraged to succeed but also to resume
methadone treatment promptly rather than
return to a heroin-using lifestyle.

METHADONE AND OTHER DRUG
USE

Methadone patients may drink COFFEE or
ALCOHOL, use COCAINE, smoke TOBACCO

and/or MARIJUANA, and use other drugs
prevalent in their communities. Methadone is
opioid specific; it does not in itself increase or
prevent other kinds of drug use. Methadone
programs, however, offer the enormous
advantage of making the patient accessible to
other kinds of intervention. Rules governing
take home medication are intended to reduce
diversion of methadone onto the illicit market.
At minimum they mandate that the patient
come to the clinic at least once weekly and, in
most cases, more frequently. Thus the patient
can be exposed to educational presentations,
materials, and counseling interventions—as
indicated by an individualized treatment plan, a
required part of the treatment effort.

Cocaine use has received particular attention,
since it has been identified as increasing the
drop-out rate, slowing progress, and
undermining the gains of previously stable
patients. Research and training efforts have
turned to this problem. Alcohol use remains a
problem, particularly since many patients
define their difficulty only in terms of illicit
drug use and are resistant to the notion of
giving up drinking. With the blending of the
“cultures” of alcohol and drug-treatment
providers, counselors are increasingly
sophisticated about addressing problem
drinking. It is, however, uncommon for
methadone programs to define goals for
everyone in terms of abstinence from all
intoxicants as other parts of the treatment
system for drug and alcohol abusers typically
do. Nonetheless, some methadone programs
have the advantage of being able to dispense
Antabuse (DISULFIRAM) with methadone when
appropriate. Disulfiram in the patient’s system
causes a bad reaction to alcohol and is
therefore a deterrent to drinking.
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TREATING OPIOID-ADDICTED
PREGNANT WOMEN

Methadone maintenance has been viewed as
an effective treatment for opioid addiction in
the pregnant woman since the early 1970s. In
addition to the benefits of psychosocial
interventions provided by the program,
methadone maintenance treatment prevents
erratic maternal opioid drug levels, thus
protecting the FETUS from repeated episodes
of withdrawal. Most programs either provide
prenatal care on-site or monitor to see that
prenatal care is obtained elsewhere, thus
reducing the incidence of obstetrical and fetal
complications, in utero growth retardation, and
neonatal morbidity and mortality (Finnegan,
1991). Exposure to HIV infection through
ongoing needle use is also reduced. Programs
typically provide interventions around
nutrition, parenting skills, exercise, and other
related topics.

Methadone maintained women produce
offspring more similar to drug-free controls, in
contrast to the poorer health status of
offspring born to women using street drugs. It
is clear that the most damaging consequences
of opioid use during PREGNANCY are caused
by repeated episodes of intoxication and
withdrawal (Jarvis & Schnoll, 1994). Although
women can be stabilized on methadone, body
changes specific to pregnancy frequently cause
women to develop increasing signs and
symptoms of withdrawal as pregnancy
progresses. They may need dose in creases to
maintain their therapeutic plasma levels and to
remain comfortable (Kreek, 1992). Splitting
the dose so that it can be ingested twice daily
often produces better results, both reducing

fetal stress and increasing the comfort of the
pregnant woman— but local regulatory
obstacles often deny a woman access to half
her daily dose out of the clinic.

Inconsistent evidence exists for the
commonly held belief that the severity of the
neonatal abstinence syndrome is proportional
to the methadone dose. Many programs do
urge the woman to reduce her dose, however,
so the “baby won’t be born addicted.” In fact,
the management of neonatal (newborn)
abstinence syndrome is relatively
straightforward; discomfort usually can be
eliminated within hours and withdrawal can be
accomplished within 14 to 28 days. No lasting
impairment from these experiences has been
reported.

ADDRESSING PSYCHOSOCIAL
ISSUES

Many existing methadone programs are far
short of the resources needed to do an
effective job, but extensive research over a
long period of time has clarified many of the
treatment tasks. The stigma against heroin
addicts in general and against methadone
patients in particular has created a treatment
climate in which both patients and treatment
providers may be demoralized about the value
of the treatment endeavor. Providers may not
be able to obtain access to resources for
patients on methadone, who often are isolated
from society’s mainstream. For example,
methadone patients are often excluded from
housing or from inpatient residential treatment.
Even with such drawbacks, documentation is
growing that minimal intervention using
methadone does reduce illicit opioid use and,
hence, needle sharing; enhanced treatment with
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regular counseling and other services
accomplishes much more (McLellan et al.,
1993).

Historically, drug counseling has been
provided in methadone clinics by counselors
who often have no formal credentials but who
are trained on site. This counseling focuses on
the patient’s management of life problems—
specific problems in the area of drug use,
physical health, interpersonal relationships,
family interactions, and vocational and
educational goals. The counselor also performs
the role of the case manager and is a liaison
between physicians and medical institutions,
courts and social services. Properly trained
counselors may help the patient to develop
COPING strategies for current problems,
perform initial screening for medication and
other program services, and attend to issues
concerning program rules, privileges, and
policies. Regulations governing methadone
treatment are complex, detailed, and
restrictive—maintaining a therapeutic alliance
with patients while meeting such obligations is
a daunting task for clinical staff.

Studies of the drug-dependent population
indicate that more than 50 percent have a
comorbid psychiatric disorder (Regier et al.,
1990); and among the opioid-dependent
population, depression is particularly common.
Treatment outcome is therefore improved by
adding supplemental psychotherapy by
professionally trained staff (Woody et al.,
1983) for patients who meet criteria for high
psychiatric severity. It is important that such
staff be well integrated into the treatment
team. Medication for such psychiatric
disorders may also be given concurrently with
methadone, and the use of ANTIDEPRESSANTS

is increasingly common. The interaction effects

of the drugs are manageable with consistent
monitoring and good staff teamwork.
Psychotic conditions are somewhat less
frequent, but clinics are likely to see some
highly disturbed individuals as part of their
population and should be able to recognize and
manage such patients. Methadone patients
benefit from the structure of frequent clinic
attendance combined with the lowest possible
psychological intrusiveness.

It is most desirable for vocational
interventions to be integrated into a methadone
program, although economic conditions in
many urban areas necessitate the development
of alternatives to effect employment
opportunities. Parenting classes, which include
information, skill training, and the opportunity
to explore issues, are often well received by
parents who feel the absence of good role
models and skills.

Although negative attitudes toward
methadone have been a barrier to the
utilization of TWELVE-STEP PROGRAMS,
methadone patients have increasingly become
involved in them (e.g., NARCOTICS

ANONYMOUS [NA]). Some conceal their
participation in methadone treatment, others
find meetings that are hospitable anyway.
Some methadone programs are developing
specialized meetings on site, which in turn
encourages patients to utilize meetings in the
community. Although medical treatment was
not incompatible with twelve-step program
participation in the minds of the founders of
ALCOHOLICS ANONYMOUS (AA) (Zweben,
1991), meeting participants may nonetheless
continue to be condemning toward methadone
patients who seek to become involved.
Narcotics Anonymous and other drug
fellowships were designed to deal with this
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situation and with the various forms of
POLYDRUG ABUSE that are beyond the scope
of ALCOHOLISM.

HIV/AIDS

A reexamination of the value of methadone
treatment has been greatly stimulated by the
documentation of its role in reducing the
spread of the HUMAN IMMUNODEFICIENCY

VIRUS (HIV). Seroprevalence is much lower
among those who have been on long term
maintenance, particularly those who entered
treatment prior to the 1980s onset of the rapid
spread of HIV in the local population (Hartel
et al., 1988; Batki, 1988; Kreek, 1992;
Lowinson et al., 1992). Methadone clinics
provide accessibility to large numbers of
intravenous (IV) drug users, making clinics an
excellent site for prevention education,
screening, testing, and counseling. Because
methadone patients have a continuing forum to
discuss their life issues, counselors may be able
to facilitate behavior change around the
disease issues relating to safe sex practices and
other high-risk behaviors. Further gains accrue
as the patient progresses in treatment, since an
abstinent person is in a better position to
exercise good judgment than is an intoxicated
one. Efforts are being made to integrate HIV/
AIDS-related activities as fully as possible into
the programs.

THE FUTURE

Methadone maintenance has demonstrated its
effectiveness in reducing illicit opioid use and
facilitating the transition to a productive
lifestyle. Data based decision making should
certainly result in its inclusion into the

mainstream as our health-care delivery system
goes through any legislated transition.
Enhanced services at the beginning of
treatment promote good outcomes, but long-
term methadone maintenance is needed for
most people to retain their gains. Specialists
hope that regulatory restrictions will be
reduced and that a “medical maintenance”
model—for patients who are doing well to be
relieved of many of the regulatory
obligations—will simplify the process and
reduce the costs (Novick, 1993). Other
maintenance pharmacotherapies, particularly
LAAM and BUPRENORPHINE, have been
developed and should broaden the options for
effective care. Federally sponsored training
efforts have improved the quality of care; they
will continue to be essential in disseminating
up-to-date information and providing
opportunities for skill development. Slowly,
patients are beginning to come forward to
serve as visible examples of success and role
models. Barriers to participation in residential
treatment communities (TCs) are beginning to
be removed. It is hoped that these gains allow
methadone treatment the acceptance it
deserves.

(SEE ALSO: Addicted Babies; Comorbidity;
Productivity: Effects of Drug Use on;
Professional Credentialing; Substance Abuse
and AIDS)
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Adapted from:  Zweben, J.E. And Payte, T. (1995) Methadone Maintenance Programs, In: Jaffe, J.,
Encyclopedia of Drugs and Alcohol, Volume 2. New York: Simon and Schuster MacMillan. Pp. 672-
677.
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Community As Method: Eight Essential Concepts

Use of Participant Roles: Individuals contribute directly to a11 activities of daily life in the TC,
which provides learning opportunities through engaging in a variety of social roles (e.g., peer, friend,
coordinator, and tutor). Thus, individuals are active participants in the process of changing
themselves and others.

Use of Membership Feedback: The primary source of instruction and support for individual change
is the TC membership. Providing observations and authentic reactions to the individual is the shared
responsibility of all participants.

Use of the Membership as Role Models: Each participant strives to be a role model of the change
process.  Along with their responsibility to provide feedback to others regarding what they must
change, members also must provide examples of how they can change.

Use of Collective Formats for Guiding Individual Change: The individual engages in the process
of change primarily with his or her peers. Educational, training and therapeutic activities occur in
groups, meetings, seminars, job functions, and recreation. Thus, the learning and healing experiences
that are essential to recovery and personal growth unfold in a social context and through social
intercourse.

Use of Shared Norms and Values: Rules, regulations, and social norms protect both the physical
and psychological safety of the community. However, there are beliefs and values that serve as
explicit guidelines for self-help recovery and right living. These guidelines are expressed in the
vernacular and the culture of each TC and are mutually reinforced by the membership.

Use of Structure and Systems: The organization of tasks (e.g.. the varied job functions, chores, and
management roles) needed to maintain the daily operations of the facility is a main vehicle for
teaching self-development. Learning occurs not only through specific skills training, but in adhering to
the orderliness of procedures and systems, in accepting and respecting supervision, and in behaving as
a responsible member of the community upon whom others are dependent.

Use of Open Communication: The public nature of shared experiences in the TC is used for
therapeutic purposes. The private inner life, feelings and thoughts of the individual are matters of
importance to the recovery and change process, not only for the individual but for other members.
Thus, all personal disclosure eventually is shared.
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Community As Method: Eight Essential Concepts (continued)

Use of Relationships: Friendships with particular individuals, peers, and staff are essential to
encourage the individual to engage and remain in the change process. The relationships developed in
treatment are the basis for the social network needed to sustain recovery beyond treatment.

Adapted from: De Leon, G. 1994. The therapeutic community: Toward a general theory and model.
In: F.M. Tims, G. De Leon, & N. Jainchill (Eds.) Therapeutic Community: Advances in Research
and Application. NIDA Research Monograph 144. NIH Publ. 94-3633. Rockville,. Maryland:
National Institute on Drug Abuse.
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The Therapeutic Community For Drug Addicts

In addition to the fields of penology and mental illness, halfway houses and residential rehabilitation
facilities exist for the treatment of drug abuse. Since drug abuse has been a criminal offense and many
drug users have historically been incarcerated, residential treatment facilities for drug addicts have
emerged from developments in penology as well as those in treatment and therapy (Berecochea &
Sing, 1972; Yablonsky, 1962). While residential rehabilitation programs for alcoholics and drug
abusers developed separately, they have many commonalities, and in recent years, there has been
considerable merging of what were formerly distinct treatment entities. The rationale used to argue
for the merging of alcohol and drug treatment is that many drug abusers frequently use excessive
amounts of alcohol, many alcoholics also abuse other drugs, and treatment and recovery programs are
therefore increasingly dealing with people who have abused both alcohol and drugs despite the
programs’ nominally being there to serve alcoholics or drug abusers.

Synanon was the original program of a type which has come to be known as the therapeutic
community or TC (Glaser, 1981). Synanon was best known for treating heroin addicts, but its
members included non-addicted criminals and mainstream citizens as well as drug addicts (Olin, 1980;
Yablonsky, 1965). Following the founding of Synanon in California in 1958, therapeutic communities
for the treatment of drug abuse expanded rapidly. Within fifteen years of the founding of Synanon,
Sack (1974) estimated that there were over one thousand therapeutic communities in the United
States. Although Synanon itself degenerated into something of a cult centered on its founder
(Mitchell, Mitchell, & Ofshe, 1980), the idea of the therapeutic community seems to have developed
into a viable approach for treating substance abuse (De Leon, 1995a; De Leon, 1995b; Inciardi,
1995).

Among the reasons for the increase in the number of TCs has been public concern about drug abuse,
and with this concern there has been increased support for and public funding of programs for treating
drug abusers. The public support for TCs did not occur without concern from within.

With this funding came public scrutiny, audits, licensing by bureaucratic agencies,
outside boards of directors, and constraints regarding who could be accepted for help.
Public funding added the language of the medical and academic communities, in which
the habilitative processes of community became translated into the medical
terminology of drug abuse treatment. First “interpreted” by academics, psychologists,
and physicians as a medical rather than a community approach, then controlled by
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The Therapeutic Community For Drug Addicts  (continued)

the constraints of public funding, some of those involved with TCs became concerned
about the loss of uniqueness and integrity. Some TC voices complained that the only
model developed by the underclasses for the underclasses –-- the Synanon model—
had been co-opted by the very groups that had been unsuccessful with addicts in the
first place (Muller, 1992).

These concerns from TC supporters are not unlike concerns raised by social model advocates; see for
example Dodd, 1992 and the discussion below on social model program funding, in the Resources
section.

Originally, therapeutic communities accepted only voluntary applicants. However, by the late 1970s,
most admissions were involuntary; drug users were increasingly being ordered into treatment by the
criminal justice system (Weisner, 1990). There is a growing literature in peer reviewed professional
journals describing therapeutic communities, including large-scale outcome studies (Asher, et al.,
1995: Gerstein, et al., 1994), some of which will be reviewed in the section on effectiveness.

With the proliferation of therapeutic communities, differences naturally arise among programs, but
there are elements common to all. De Leon states that the quintessential element of the therapeutic
community is what he terms “community as method”, i.e., the purposive use of the peer community to
facilitate social and psychological change in individuals. Basic to therapeutic communities is the belief
that substance abuse is a disorder of the whole person. Recovery is a self-help process of incremental
learning toward stable changes in values, attitudes, and behavior associated with maintaining
abstinence (De Leon, 1995a). Thus, every activity in the therapeutic community is designed to
promote educational and therapeutic change in the individual, and each participant in the community
is a mediator of these changes.

The first requirement upon entering a therapeutic community is to become drug free (Brook, 1980).
The addicts kick their habit “cold turkey” -- without the aid of medications. Therapeutic communities,
and social setting detoxification programs, have demonstrated that withdrawing from an addictive
substance in a supportive setting is less painful than previous experiences with withdrawal on the
streets, in jails, or in hospitals (Brook, 1980: Sadd,1987).

In therapeutic communities, residents perform all the duties of maintaining and operating the facility.
Each resident has a job to do, and he or she is expected to perform satisfactorily.
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The Therapeutic Community For Drug Addicts  (continued)

Residents without skills are given an opportunity to learn and practice, beginning with simple tasks
such as sweeping the floor or washing dishes (Brook, 1980; Askew, 1996). The amount of time
residents spend working approximates the working day in society (Brook & Whitehead, 1980).
However, just learning job skills is not enough. For example, an angry person with antisocial values
who does not know how to listen to authority will not last in a job even with adequate job skills
(Askew, 1996).

While therapeutic communities may use professional staff, the programs are peer-oriented and in
varying degrees peer controlled. The major therapeutic tool of therapeutic communities is the
encounter therapy session, sometimes called “attack therapy”. At these sessions, which may occur
daily or less frequently, each member of the community, regardless of status, is open to personal
criticism and to support from fellow members of the community. These sessions have a no-holds-
barred attitude; only physical violence is forbidden (Brook & Whitehead, 1980; Hampton-Turner,
1976).

Sugarman (1982) maintains that there are both democratic and authoritarian TCs, though he sees
many similarities between the two. The democratic TCs trace their roots to the work of Maxwell
Jones in organizing and utilizing a therapeutic milieu on a psychiatric ward. The “behavioral” or
“hierarchical” or “authoritarian” TCs are those which evolved for reforming drug addicts. All TCs use
peer pressure, and all TCs are quasi-self-sufficient groups. Both models of TC, and indeed all on-
going social groups, have sets of behavioral norms supported by group members and sets of positive
and negative sanctions to enforce those norms. In hierarchical TCs, the sets of norms are much more
extensive, more demanding, and more strictly enforced than those in democratic TCs. This is
presumably because addicts need to learn self-control, and because addicts have learned to be
manipulative and would thus undermine any organization that was not tightly structured. Democratic
TCs maintain that harsh demands may alienate clients and drive them away; they attempt to develop
norms by consensus through democratic group process and maintain that this should result in more
durable learning. Democratic TCs have been shown to be effective with many types of clients, but it is
uncertain whether this approach is effective with drug addicts (Sugarman, 1982).

There are important similarities and differences between social model recovery homes for alcoholics
and therapeutic communities for drug abusers. Both see substance abuse as a disorder of the whole
person, and recovery as more than simply not using and abusing alcohol and drugs. Both look to peer
influences to promote resocialization, and both see the program community as the therapeutic agent.
Therapeutic communities are more expensive (currently about $61 per day as opposed to $34 for
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The Therapeutic Community For Drug Addicts  (continued)

social model programs; see Gerstein, Johnson, Foote, et al., 1984) because the TCs have more
professional and clinical staff, probably because of the more serious mental and physical health needs
of a population primarily composed of drug abusers as opposed to a population primarily of alcohol
abusers.

Dodd (1995) maintains that social model recovery homes are more effective than therapeutic
communities, because the shorter length of stay in the recovery home prepares the resident to
participate in the broad AA culture which supports sobriety. The longer duration therapeutic
community programs have a specific culture that supports sobriety within the program, but that TC
culture is not available to support the resident once he or she leaves the therapeutic community.

Dodd points out that for recovery homes, the culture of alcoholism recovery (AA) existed in the
larger community with its own language, symbols, rituals and social associations. This meant that
recovery homes acted as a “port of entry” (or settlement house) to the AA recovery culture. Stays
were relatively short and those newly acculturated had places to go and things to do. For TCs, they
had to invent a “culture of recovery from drug addiction” (Martin Dodd, personal communication).
The TCs developed their own language, symbols, rituals and social associations. He argues that this
meant longer stays, less mobility, and more of a “clandestine” feel to the movement. According to
Dodd, the language (and some rituals) of the AA culture have by now permeated the larger culture,
but this is not necessarily so for the drug recovery culture.

Nebelkopf compared the strengths and weaknesses of the social model approach, the TC, the medical
model approach, and what he called the educational model (which emphasizes the individual, sees
problems as stemming from learned maladaptive behaviors, and utilizes cognitive and educational
psychotherapy, often provided in private practice, to teach new behaviors).

The TC is clearly a social model in that it emphasizes community over individual. It
evolved differently from most Social Model programs that started out to help
alcoholics. The TC is usually a lot more structured than the Alcohol Recovery Home
(Nebelkopf, 1993, p. 4).

According to Nebelkopf, the strengths of social model programs lie in their ability to address spiritual
and emotional needs of residents, their emphasis on community involvement, and their cost-
effectiveness. The strength of the TC is that it treats the “whole person”, provides adjunctive
professional services, and offers special programs for special populations (although social model
programs can serve special populations as well). Disadvantages of social model programs are seen
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The Therapeutic Community For Drug Addicts  (continued)

by Nebelkopf as funding problems, projecting blame on the environment, and a lack of structure in
their programming and operation. Disadvantages of the TC revolve around a lingering distrust of
“professionals” (Nebelkopf, 1993, p.6). Nebelkopf recommends that TCs move closer to the
mainstream of treatment and require more academic education and training for staff; see also
Nebelkopf, 1986; Nebelkopf, 1989a; and Nebelkopf, 1989b.

Both social model programs and TCs emphasize the development of a cohesive residential
community. A key difference between the two approaches is the hierarchical nature of TCs in contrast
to the democratic nature of social model programs, although Sugarman argues that democratically-
oriented TCs have developed as well (Sugarman, 1982). Nebelkopf argues that another key feature of
social model programming is that social model program activities are “clearly not defined as treatment
... whether therapeutic or not” (Nebelkopf, 1993, p. 5). The social model program features, taken
together, pose a “basic problem to most funding sources, which insist on case managers, provision of
units of treatment service, and certification of program staff” (Nebelkopf, 1993. p. 4). TCs have not
suffered from those types of funding difficulties, because the current TCs use language that includes
“treatment”, “case management”, and “individual therapy”.

The TC adapted, in the eighties, to the growing external demands for ‘accountability’ and adopted
treatment planning, case management, and the use of professional services. At first, these Medical
Model elements were seen as useless compromises to get funded. However, in time, treatment
planning and case management were seen as clinical tools with some minor utility (Nebelkopf, 1993,
p. 5).

Therapeutic communities have been criticized by others also. Mahon (1973) compares therapeutic
communities to total institutions such as prisons, mental hospitals, or monasteries, which have almost
complete control over the individual (Goffman, 1961) and practice resocialization techniques which
can be compared to “brain-washing” such as was used by China and North Korea on prisoners of war
(Matron, 1973). In those cases, the process of “brainwashing” consisted of total imprisonment, forced
introspection of the prisoner’s past life, acceptance of the captor’s view of guilt and innocence,
confession and self-condemnation, and finally, re-education. The suggestion is that TCs might involve
some of the same types of tactics.

Although control over the individual is not absolute and sanctions are not necessarily extreme, the
techniques of brain-washing are found in some degree in many rehabilitation programs. New recruits
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The Therapeutic Community For Drug Addicts  (continued)

to a therapeutic community, for instance, typically sever all contact with the outside world; no
association is allowed with family and friends. The new resident is without status, but the community
offers new opportunities to earn status. The novice’s former life is without value; in encounter groups
and other special occasions, the novice is expected to voluntarily repudiate his former lifestyle. The
TC emphasizes to the new resident that no one can magically cure him; the community is a self-help
organization which provides the shop, the tools, and co-workers, but the resident must rebuild his
own life. Many sanctions are used in TCs, from a mild scolding, to head-shaving, to being expelled
from the community (Mahon, 1973).

The TC is self-sufficient and the group is all important.  The new resident is part of a new “family”,
and the family structures the activities of the day for the resident.  Peer group pressure is constant,
and the resident is expected to expose his weaknesses to the peer community. Mahon’s major
complaint about therapeutic communities was that they do not prepare residents for life in the outside
world and, thus, may fail to produce lasting change (Mahon, 1973).

Dramatic changes, however, are seen in some residents or patients, and these have been likened to a
conversion experience (Cook, 1988b). As Frank has shown, there are similarities between religious
conversion, thought reform and psychotherapy (Frank, 1961) which Cook extends to include
recovery.

Source: Borkman, T.J., Kaskutas, L., and Barrows, D.C., The Social Model Program: A Literature
Review and History.  May, 1996.  Alcohol Research Group, 2000 Hearst Avenue, Suite 300,
Berkeley, CA 94709.
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Therapeutic Community (TC)

Advantages: Longer term (up to 18 months); individual-focused therapy with other addicts; very
confrontative, breaks through denial quickly; reliance on ex-addicts; focus on changing life-style.

Disadvantages: Length of therapy makes it difficult to complete; often not flexible enough to meet
individual or family needs; geared to clients who have failed at other therapy modalities; long waiting
lists.

Profile of patients suitable for this model: Willingness to be involved in long-term treatment and to
participate in group living; needs “habilitation” rather than rehabilitation, i.e., usually has multiple
problems or stresses in addition to the dependency.

Length of time: Average stay is 12 to 18 months; some programs are experimenting with shorter stays
(two to nine months).

Source: Child Welfare League of America,  Act-1 Alcohol and Other Drugs: A Competency-Based
Training. 1993.
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Levels of Intervention in AOD Use and Appropriate Treatment

Level of Intervention Appropriate Treatment

Acute Detoxification
Treatment of accompanying medical problems

Intermediate Inpatient rehabilitation programs (7 to 21 days)
Day or evening partial hospitalization programs
Outpatient services
Short-term residential programs
Twelve-step programs

Long-term Halfway houses and therapeutic communities
Outpatient services
Twelve-step programs
Long-term residential or custodial care

Stages Of AOD Use And Appropriate Treatment

Stage Appropriate Treatment

Nonuse Prevention

Experimental, nonproblematic use
Moderate, nonproblematic use
Heavy, nonproblematic use

Education

Heavy use associated with moderate life problems
Heavy use associated with serious life problems

Early Identification

Substance dependence associated with life and health
problems

Intervention

Source: Center for Substance Abuse Treatment, Curriculum Modules on Alcohol and Other Drug
Problems for Schools of Social Work. 1995
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Treatment/ Intervention Outcome Criteria

· Diminish crime in the community.

· Diminish tax consumptive behavior.

· Diminish illicit substance use.

· Increase tax productive behavior

· Increase personal well being.

· Improvement in health status including psychiatric status.

· Improvement in vocational functioning.

· Improved family functioning
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Treatment Reduces Recidivism

· Without treatment 75% of drug-abusing prisoners renew
their criminal activity and drug use within 3 months of parole.

· Studies of prison drug treatment programs report reductions
in recidivism by 1/3 or more.

· The greater the length of treatment, the greater the decline in
criminal activity.

Source:  UCSD Addiction Training Center, 1996. SA 101     65
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The Cenaps Model of Relapse Prevention
The Nine Basic Principles and Procedures

by
Terence T. Gorski

Principle 1:  Self-regulation
The risk of relapse will decrease as the patient’s capacity to self-regulate their thinking, feeling,
memory, judgment, and behavior increases.
Relapse Prevention Procedure 1:  Stabilization

Principle 2:  Integration
The risk of relapse will decrease as the level of conscious understanding and acceptance of situations
and events that led to past relapses increases.
RP Procedure 2: Self-assessment

Principle 3:  Understanding
The risk of relapse will decrease as the understanding of the general factors that cause relapse
increases.
RP Procedure 3:  Relapse Education

Principle 4:  Self-knowledge
The risk of relapse will decrease as the patient’s ability to recognize personal relapse warning signs
increases.
RP Procedure 4:  Warning Sign Identification

Principle 5:  Coping Skills
The risk of relapse will decrease as the ability to manage relapse warning signs increases.
RP Procedure 5:  Warning Signs Management

Principle 6:  Change
The risk of relapse will decrease as the relationship between relapse warning signs and recovery
program recommendations increases.
RP Procedure 6:  Recovery Planning

Source:  Angela Stocker, Alcohol and Drug Studies Program, College of San Mateo.
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The Cenaps Model of Relapse Prevention  (continued)
The Nine Basic Principles and Procedures

Principle 7:  Awareness
The risk of relapse will decrease as the use of daily inventory techniques designed to identify relapse
warning signs increases.
RP Procedure 7:  Inventory Training

Principle 8:  Significant Others
The risk of relapse will decrease as the responsible involvement of significant others in recovery from
codependency and in the relapse prevention planning process increases.
RP Procedure 8:  Involvement of Others

Principle 9:  Maintenance
The risk of relapse decreases if the relapse prevention plan is regularly updated during the first three
years of sobriety.
RP Procedure 9:  Relapse Prevention Plan Updating
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Developmental Model of Recovery

The Developmental Model of Recovery (DMR) was developed by Terence T. Gorski to describe the
periods and tasks of the typical or normal process of recovery from chemical dependency.

Mr. Gorski has been developing his model since 1970. Mr. Gorski based his model on clinical
observations he has made in various treatment settings. In addition he conducted extensive interviews
with “recovering counselors and recovering persons with a minimum of five years of successful
abstinence” in order to determine the process of recovery.

Mr. Gorski states that the DMR “describes recovery as a Progressive process of growth and
development that progresses from basic to complex recovery tasks”.

This basic progression of recovery is described in six separate developmental periods, each with its
own focus. These are described below.

Period Major Focus

I. Pretreatment - Focus on recognition. The chemically dependent person becomes aware of
the consequences of drinking or drug use.

II. Stabilization - Focus on Abstinence. Learning how to stop using addictive chemicals.

III. Early Recovery - Focus on Sobriety. Accepting the addictive disease and learning how to cope
with life without addictive chemicals.

IV. Middle Recovery - Focus on Comfortable Living. Developing a sobriety centered lifestyle and
pattern of balanced living.

V. Late Recovery - Focus on Productive Living. Resolving family of origin issues in order to
actualize personal potential.

VI. Maintenance - Focus on Joyful Sober Living.

Successful recovery is dependent upon completing specific recovery tasks in a specific order. Failure
to complete certain recovery tasks will leave the recovering person unprepared to cope with
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Developmental Model of Recovery  (continued)

subsequent more complex recovery tasks. This partial recovery leaves the person with the experience
of being “stuck” and in turn in danger of relapse.

Attempting to complete advanced recovery tasks prior to completing basic tasks also leaves the
recovering person in danger of relapse.

Complicating factors are any problem or situation that interfere with the recovering person
completing the immediate tasks necessary for recovery.

This handout was developed by Caren Armstrong, Sunrise House, 1995
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Key Placement Dimensions

Severity Profile
Low Moderate High Extreme

____ ____ ____ ____ 1. ACUTE INTOXICATION AND/OR
WITHDRAWAL POTENTIAL
Question to consider: Has the client ever quit or cut
down?  If so, what happened?  Did the client experience
any withdrawal symptoms?  Is the same substance, or
any other substance, taken to relieve or avoid
withdrawal syndrome?

____ ____ ____ ____ 2. BIOMEDICAL CONDITIONS
Questions to consider: Are there any physical
conditions that are caused by, or could be exacerbated,
by the client’s use (e.g., gastrointestinal problems,
diabetes, elevated blood pressure?)  Is the client taking
any medications that could conflict with use?

____ ____ ____ ____ 3. EMOTIONAL/BEHAVIORAL CONDITIONS AND
COMPLICATIONS
Questions to consider: What is the client’s emotional
stability?  Is there potential for suicidality?  If so,
attach suicide assessment form. Are there violence
factors, such as drunk fights?  If high or extreme, circle
one or more of the following?
a. Depression and/or other emotional behavior

symptoms (e.g., compulsive behaviors) are
sufficiently interfering with abstinence, recovery
and stability to the degree that there is a need for a
structured 24-hour environment to address
recovery efforts; or

b. There is moderate risk of behaviors endangering
self or others (e.g., current suicidal/homicidal
thoughts with no active plan and a history of
suicidal gestures/homicidal threats); or

c. The patient is manifesting stress behaviors related
to recent or threatened losses in the work, family
or social arena to the extent that activities of daily
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Severity Profile
Low Moderate High Extreme

living are significantly impaired.  A 24-hour
structured setting is needed to place the patient in
a secure environment to address his/her addiction;
or

d. There is a history or presence of violent or
disruptive behavior during intoxication with
imminent danger to self or others; or

e. Concomitant personality disorders (e.g., anti-
social personality disorder with verbal aggressive
behavior requiring constant limit setting) are of
such severity that the accompanying dysfunctional
behaviors require continuous boundary-setting
interventions.

____ ____ ____ ____ 4. TREATMENT ACCEPTANCE/RESISTANCE
Questions to consider: Does the client have awareness
of how his or her use effects other areas of life?  Does
the client view his or her use as a problem?  Assess for
levels of denial and motivation for help.  High or
extreme severity is defined as follows: Despite serious
consequences and/or effects of the addiction on the
client’s life (e.g., health, family, work or social life), the
client does not accept or relate to the severity of these
problems.  Therefore, the patient is in need of intensive
motivating strategies, activities and processes only
available in a 24-hour structure.

____ ____ ____ ____ 5. RELAPSE POTENTIAL
Questions to consider: :How able is the client to
maintain sobriety?  Have there been attempts at
abstinence?  How long have they lasted?  If high or
severe, circle one or more of the following:
a. Despite active participation at a less intensive

level of care or self-help fellowship, the patient is
experiencing an acute crisis with a concomitant
intensification of addiction symptoms (e.g.,
difficulty postponing immediate gratification and
related rug-seeking behavior).  Therefore the
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Severity Profile
Low Moderate High Extreme

patient is assessed to be in imminent danger of
drinking or drugging with attendant severe
consequences and is in need of 24-hour short-term
professionally directed clinical interventions; or

b. The patient recognizes that alcohol and/or other
drug use is excessive and has attempted to reduce
or control it, but has been unable to do so as long
as alcohol and/or other drugs are present in
his/her environment; or

c. The modality of treatment requires this level of
care.  The regimen and related protocols to
address relapse issues can only occur at this level
of care (e.g., chemical aversion therapy and other
behavior therapy techniques).

____ ____ ____ ____ 6. RECOVERY ENVIRONMENT
Questions to consider: Who is the client living with? 
What kind of support do they have?  Are they isolated? 
Is there alcohol/substance use in his or her living
environment?  If high or severe, circle one or more of
the following:

a. The patient lives in an environment (social and
interpersonal network) in which treatment is
unlikely to succeed (e.g., a chaotic family, filled
with interpersonal conflict, which undermines
patient’s efforts to change; or family members
and/or significant others living with the patient
manifest current substance abuse disorders and
are likely to undermine the patient’s recovery; or

b. Logistic impediments (e.g., distance from the
treatment facility, mobility limitations, lack of
drivers license, etc.,) prevent or preclude
participation in treatment services at a less
intensive level; or

c. There is danger of physical, sexual, and/or severe
emotional attack or victimization in the patient’s
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Severity Profile
Low Moderate High Extreme

current environment which will make recovery
unlikely without removing the individual from this
environment; or

d. The patient is engaged in an occupation where
continued alcohol and/or other drug use on the
part of the patient constitutes substantial imminent
risk to public or personal safety.

Source:  American Society of Addiction Medicine
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National Institute on Alcohol Abuse and Alcoholism No. 17 PH 322 July 1992

Treatment Outcome Research

Treatment outcome research is designed to answer six basic questions: Is treatment better than no treatment? Is
treatment worse than no treatment? Is one treatment better than another? If a treatment is effective, is a little just as good
as a lot? Does quality of life change because drinking has changed? Are the benefits of treatment worth the cost?
Although no single study is likely to answer all of these questions, every medical and behavioral treatment needs to be
evaluated along these lines.

Until the last decade, alcoholism treatment research lagged behind standard medical and behavioral treatment research.
Randomized controlled trials, the most objective type of treatment research methodology, were rarely used by alcohol
treatment researchers. Instead, much of the early research suffered from lack of comparison groups, high rates of
attrition, and reliance solely on self-reports of alcohol consumption, all of which may have biased, or skewed, the results.

Methodology

Controlled trials. Controlled clinical trials have become a widely accepted method for evaluating treatment with the least
bias (1). This method uses comparison groups, known as controls, that receive either no treatment or a treatment
different from the treatment under study. Researchers evaluate treatment effectiveness by comparing patient outcome in
the study group to patient outcome in the control group.

Randomization. Differing patient characteristics can influence the outcome of research--some patients are more
motivated to recover, some are sicker than others, some have more social support. To distribute these characteristics
evenly among comparison groups, researchers place patients in groups at random, a method known as randomization.
Such randomization produces treatment groups that are likely to be equivalent in every aspect but the treatment itself.

Blinding. Double-blind studies, in which both evaluators and patients are unaware of which patients receive which
treatments, keep research results objective (1). When testing medications, neither patients nor evaluators can distinguish
between a placebo and the actual medication. However, with verbal therapies (common in most alcoholism treatments),
only the evaluators can be blinded.

Followup. A well-done study follows up all participants, including those who drop out of the study. Following only
patients who remain in a study may exaggerate the effectiveness of a particular treatment because those who drop out
usually do so because they have relapsed. How long study participants should be followed is a matter for debate.
Because most relapse tends to occur within the first 6 months after the completion of treatment, some argue that a 6-
month followup is sufficient. Others contend that patients should be followed for as long as 2 years. The duration of
followup usually is determined by the objective of the study and the financial resources available to support the study.

Outcome measures. To assess treatment effectiveness, researchers use a variety of outcome measures, including patient
self-reports, to gauge changes in drinking behavior, physical health status, psychological health status, and social
functioning. These measures must be valid and consistent. Because patient self-reports may be inaccurate, some
researchers recommend that the reports be verified by relatives or friends close to the patient and/or by periodic
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laboratory testing of urine, blood, or breath alcohol levels (2). Because alcohol remains in body fluids less than 12 hours,
a laboratory test that could measure long-term alcohol consumption is needed. Efforts to develop such a test are in
progress. Currently, the serum gamma-glutamyltransferase (GGT) is being used successfully by some researchers to
corroborate patient self-reports (3).

Where Is Research Needed?

Many commonly used treatments have not been adequately evaluated and need to undergo controlled clinical trials.
These trials will not only verify the effectiveness of treatment but also may help to improve outcome and cost-
effectiveness. The highly regarded approach to alcoholism, Alcoholics Anonymous (AA), has proved difficult to
evaluate. Part of the problem stems from the difficulty of studying AA under natural conditions and the inability to
randomize patient samples due to the AA tradition of member anonymity (4). A popular treatment approach, the
inpatient "Minnesota Model," uses a philosophy of self-help similar to that of AA (5). The program combines referral to
AA both during inpatient treatment and as part of an aftercare program. The model relies heavily on counseling (both
personal and family). Few controlled studies have been conducted on the model's effectiveness (6,7); however, two
recent studies, one in the United States (8) and one in Finland (9), support its effectiveness.

Inpatient Versus Less Intensive Treatment: What Does Treatment Outcome Research Reveal?

The effectiveness of inpatient versus less intensive treatment continues to be debated and studies have been conducted
comparing the two at all stages of recovery. In a well-designed randomized study, Hayashida and colleagues compared
detoxification using benzodiazepines in an inpatient setting and in an outpatient setting and found no difference in
outcome between the two (10). After detoxification, treatment for long-term recovery can begin. One study compared
outcome of an inpatient alcoholism treatment program with outcome of a day hospital program and found that the
intensive outpatient treatment was as effective as the inpatient treatment (11). In a controlled clinical trial, Walsh and
colleagues compared hospitalization (including AA) with AA alone for employees at risk of job loss (8). Results of this
study suggest that inpatient rehabilitation produces a more effective outcome than AA alone. Although these individual
studies cannot be compared directly with one another because they examine quite different treatments, together they
serve as a basis for other controlled studies investigating intensive versus less intensive treatment.

Treatment outcome research has provided evidence that other treatments may help reduce drinking among recovering
alcoholics. These include behavioral training such as stress management therapy, assertiveness and communication
skills training, behavioral self-control training, and behavioral marital therapy. One controlled clinical trial found that
social skills training decreased the duration and severity of relapse after 1 year in a group of alcoholics (12). Research
has been done on acupuncture therapy; however, two recent studies have produced conflicting results (13,14).

Medications

Two types of medications have been introduced to reduce drinking: one to deter drinking and another to reduce the
craving for alcohol. A large body of outcome research addresses the use of disulfiram, a medication that deters drinking.
Many studies have reported favorable results, but most were methodologically flawed. More recent, better designed
studies have not replicated the results of earlier studies. Fuller and colleagues (15) conducted a well-controlled clinical
trial examining the efficacy of disulfiram. Patients were placed in one of three groups at random: a treatment group,
receiving a daily 250 mg dose of disulfiram; and two control groups, one receiving a daily 1 mg dose of disulfiram and
the other receiving a vitamin in place of disulfiram. Patients were followed up seven times over a 1-year period and
outcome was measured with self-reports corroborated by interviews with relatives or friends, and by blood and urine
tests (15). Although there was no significant difference among the three groups in terms of total abstinence, the group
receiving the 250 mg of disulfiram reported significantly fewer drinking days than the other two groups. Another
controlled study found disulfiram to be most effective for married patients when their spouses attempted to ensure that
they took their medication (16).
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Treatment outcome research has examined a wide range of other medications, including antidepressants and lithium.
Studies are investigating lithium's effectiveness in treating alcoholism, independent of its effect on manic depression
(i.e., Does lithium treat alcoholism by treating depression, or does it have a direct effect on drinking behavior?).
However, a well-designed study (17) found lithium ineffective in treating alcoholics without manic-depressive
syndrome.

Other studies are investigating promising new pharmacotherapies. In preliminary studies, the opiate antagonist,
naltrexone, appears to reduce the frequency of relapse (18,19). If replicated, such research may lead to pharmacotherapy
becoming integral to alcoholism rehabilitation.

Increasing Efficiency Through Outcome Research

Research has shown that alcoholism is a heterogeneous disease that may require multiple methods of treatment (20).
Treatment that works well for one type of alcoholic may not work for another.

Traditionally, alcoholism treatment programs have offered patients a mix of treatment approaches. A promising new
strategy involves matching patients to interventions more specific to their needs. Determining which patients respond
best to which treatments can increase treatment effectiveness. A wide range of patient-treatment matching effects have
already been reported (21).

Efficiency and cost of alcoholism treatment are important considerations for many patients, third-party payers, and
clinics deciding on a treatment type. As outcome research distinguishes effective from ineffective treatments, judgments
can begin to be made based on cost (7).

Treatment Outcome Research--A Commentary by
NIAAA Director Enoch Gordis, M.D.

While treatment outcome research is not a new idea, it is fairly new in the alcohol field. Just as it would be unthinkable
to unleash a new drug therapy for cancer, a new antibiotic for kidney

disease, or a new contraceptive without scientific evidence of safety and efficacy, treatments for alcoholism must be
rigorously evaluated to ensure that patients get the best help possible.

Treatment outcome studies are designed to answer commonsense questions. To determine whether a treatment
accomplishes anything, we have to know how patients who have not received the treatment fare. Perhaps untreated
patients do just as well, implying that the treatment does not influence outcome at all. Or, perhaps treated patients do
worse.

Research can provide information that could help reduce the cost and inconvenience of treatment to patients. If the
treatment is helpful, a little bit of it may be as useful as a lot. We must also determine whether a treatment that appears
effective under ideal circumstances (e.g., good patient compliance and well-trained staff) will work under "real world"
conditions (crowded clinics, varying levels of staff training, and poor patient compliance).

Treatment outcome research will support new approaches; alcoholism treatment providers must take the time to keep up
with and apply the results of research in their programs or practice. Simply put, there is nothing sacred about any of
today's treatment methods. For any disease, we hope that tomorrow's treatment will be better than today's. The
experience and wisdom of the

many caring, competent, and dedicated alcoholism treatment personnel will continue to be key ingredients in alcoholism
treatment. However, new treatment technologies or techniques will improve patient outcome, and it is important that
treatment providers stay abreast of new developments.
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Detoxification Program Models

Medical Model Programs

Medical model programs are directed by a
physician and staffed by other healthcare
personnel. They range from hospital-based
inpatient programs to freestanding medically
based residential programs in hospitals or in
community facilities that can draw on
various medical resources.

Social Model Programs

Social model AOD abuse treatment
programs concentrate on providing
psychosocial services. Social workers and
other clinicians provide services such as
individual and family counseling and
coordination of care. Patients who need a
physician's care may be referred to a nearby
emergency department, which is not a
cost-effective source of detoxification
services. Some programs that provide
detoxification services have a physician on
call who can prescribe detoxification
medications.
Social model programs use a variety of
approaches to detoxification, but the
emphasis is most often on
nonpharmacological management of
withdrawal.  Usually, counselors do not have
prescribing privileges and cannot legally
administer medications from stock bottles to
patients. In some programs, counselors can
assist patients in taking detoxification
medications. The patient's medication supply
must be in a container that is labeled with the

patient's name and that includes instructions
for taking the medication. Counselors
observe the patient take the medication, and
they maintain a log. Counselors can also
monitor patients' symptoms and call
physicians or nurse practitioners if patients
become ill.
Social model programs should not provide
detoxification for people who have severe
dependence on alcohol or other
sedative-hypnotics, as withdrawal can be life
threatening in these cases. Patients must be
properly medically evaluated when they enter
a social model program.

Inpatient and Outpatient Detoxification
Settings

Detoxification may occur either in an
inpatient or an outpatient setting. Both types
of settings initiate recovery programs that
may include referrals for problems such as
medical, legal, psychiatric, and family issues.
According to Alling (1992), inpatient
detoxification has the following advantages:
• The patient is in a protected setting
where access to substances of abuse is
restricted.
• The withdrawal process may be safer,
especially if the patient is dependent upon
high levels of sedative-hypnotic drugs, since
the clinician can observe him or her closely
for serious withdrawal symptoms, and
medications can be adjusted.
• Detoxification can be accomplished more
rapidly than it can in an outpatient setting.
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Outpatient detoxification has the following
advantages:
• It is much less expensive than inpatient
treatment
• The patient's life is not as disrupted as it
is during inpatient treatment.
• The patient does not undergo the abrupt
transition from a protected inpatient setting
to the everyday home and work settings.

Medical model programs range from
hospital based inpatient programs to
free-standing medically based
residential programs In hospitals or in
community facilities that can draw on
various medical resources.

Inpatient Detoxification

Inpatient detoxification is offered in medical
hospitals, psychiatric hospitals, and medically
managed residential treatment programs.

Acute Care Hospitals

Many acute care hospitals formerly operated
subacutecare units, or chemical dependency
units, that served as sites for uncomplicated
detoxification. These programs, known as
Minnesota Model programs, generally
involved a 28-day inpatient stay followed by
varying lengths of outpatient therapy and
participation in self-help groups. Most were
based on the Alcoholics Anonymous
(12-step) model of personal change and the
belief that vulnerability to AOD dependence
is permanent but controllable. The goals of
these programs were abstinence from all

AODs and lifestyle alteration. Because of
decreasing insurance reimbursement for stays
in such units, many have ceased operation. In
an effort to maintain treatment for those who
need this type of care, some of the hospitals
that house these units have developed other
addiction services, such as intensive
outpatient treatment programs.

Many acute care hospitals that do not
maintain chemical dependency units
commonly use a "scatter bed" approach,
placing a patient in any clinical area of the
hospital in which a bed is available (Alling,
1992).

Psychiatric Hospitals

Psychiatric hospitals occupy an important
niche in the spectrum of detoxification
settings because they are the preferred
settings for patients who are psychotic,
suicidal, or homicidal. In areas where
medical hospital detoxification programs are
not available, patients with no psychiatric
comorbid conditions may be admitted to a
psychiatric unit for detoxification. The
detoxification protocols used in psychiatric
hospitals are the same as those used in
medical acute and subacute settings.

Medically Managed Residential Treatment
Centers

Rather than acute care hospitals, medically
managed residential treatment centers are
AOD abuse medical care centers, where
specialized services are provided by medical
staff under the direction of a qualified
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physician with knowledge of and skills in
addiction treatment. Psychosocial and
behavioral services are usually provided as
necessary components of successful
treatment

Psychiatric hospitals occupy an
important niche in the spectrum of
detoxification settings because they are
the preferred settings for patients who
are psychotic, suicidal, or homicidal.

Outpatient Detoxification

Again, outpatient detoxification has three
major advantages: it is less expensive; it is
less disruptive; and it allows the patient to
remain in the same setting where he or she
will function when drug free. Outpatient
detoxification usually is offered in
community mental health centers, AOD
abuse treatment clinics, and private clinics.
Emergency Departments. The emergency
department (ED) often serves as a gateway
to AOD detoxification services. AOD
detoxification programs may rely on
emergency department staff to assess and
initiate treatment for patients with medical
conditions or medical complications that
occur during detoxification. For social model
programs, EDs are often a safety net for
patients who need medical treatment. For the
AOD abuser who has overdosed or who is
experiencing a medical complication of AOD
abuse, the ED may be the initial point of
contact with the health services system. It
serves as a source of case identification and
referral to AOD detoxification programs.

Certain illnesses treated in emergency
departments may mimic, mask, or resemble
symptoms of withdrawal from AODs. Urine
and blood toxicology testing may assist ED
staff in making the correct diagnosis.
ED staff should refer patients who enter for
detoxification to a more appropriate
treatment site as soon as they have been
assessed and stabilized. The ED of an acute
care hospital is neither an appropriate setting
for detoxification, nor is it a cost-effective
one. However, because of the key role of the
ED in the initial management and
identification of persons in need of
detoxification, ED staff should have both
clinical expertise and familiarity with local
AOD abuse treatment resources.
Intensive Outpatient Programs. Intensive
outpatient programs offer a minimum of 9
hours a week of professionally directed
evaluation and treatment in a structured
environment. Examples include day or
evening programs in which patients attend a
full spectrum of treatment programming but
live at home or in special residences. Some
programs provide medical detoxification.
Many programs have established linkages
through which they may refer patients to
behavioral and psychosocial treatment. One
strength of these programs is the daily
contact between patients and staff. Another
TIP in this series, Intensive Outpatient
Treatment for Alcohol and Other Drug
Abuse, describes these programs in detail.
Nonintensive Outpatient Programs. In
nonintensive outpatient programs, patients
attend regularly scheduled sessions that
usually total no more than 9 hours of
professionally directed evaluation and
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treatment per week These programs may
provide detoxification services. Treatment
approaches and philosophies in staffing of
outpatient programs vary considerably.
Some offer only assessments; in others,
counseling may continue for year or longer.
A majority of programs provide one or two
weekly patient visits and may deliver
psychiatric or psychological counseling and
other services, such as resource referral and
management. Many combine counseling with
12-step recovery.
Methadone Maintenance (Maintenance
Pharmacotherapy) Clinics. These clinics
may provide medically supervised
withdrawal for persons abusing heroin who
do not want to enter a methadone
maintenance program but instead want to use
methadone for withdrawal only, as well as
for people who want to withdraw from
methadone maintenance. The clinics, which
must be licensed by the Food and Drug
Administration, the Drug Enforcement
Administration, and State regulatory
agencies, are the only programs in which
methadone maintenance may be conducted
for opiate addicts. They may be publicly
funded and/or fee-for-service, but the
distinction between public and private clinics
is not clearcut; for example, many private
clinics have contracts with the State or
county to provide detoxification services.

A Proposed Modified Medical Model of
Detoxification

Social model programs that provide
detoxification should have reliable and

routine access to medical services to manage
medical and psychiatric complications of
their patients' withdrawal. The access may be
provided by a physician, nurse practitioner,
or physician's assistant. The panel suggested
calling social model programs that provide
medical detoxification services under medical
supervision a "modified medical model." The
purpose of the new name is to assist such
programs in obtaining reimbursement under
State healthcare reform and through
managed care and third-party payers. The
suggested name "modified medical model"
caused some controversy among the
panelists and field reviewers. Nonmedical
panelists noted that the new name could
imply a "medical takeover" of social model
programs. The panelists with medical
backgrounds and orientations pointed out
that the current state of the art of
detoxification, particularly from alcohol and
other sedative-hypnotics and opiates,
requires medical assessment and prescription
of medications. A closer alliance of the two
models would provide better patient care and
make some program services reimbursable
by healthcare payers.
Advances in AOD abuse treatment over the
past decade support this type of program,
which may be described as a social model
program backed up by all of the medical
services needed to meet the physical needs of
the patient undergoing detoxification. The
essential characteristics of the ideal modified
medical model are outlined under the
following four headlines.
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Source: Center for Substance Abuse Treatment, (1995) Detoxification From Alcohol and Other
Drugs. Treatment Improvement Protocol (TIP) No. 19. NCADI.
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CSAT by Fax
August 28, 1996
Vol. 1, Issue 17

A Special Edition of CESAR FAX
A Collaborative Effort of the Center for Substance Abuse Treatment (CSAT) and the

Center for Substance Abuse Research (CESAR)/University of Maryland at College Park

CSAT Sponsored Study Compares Women-Only and Mixed-Sex
Treatment Programs

The emergence of women-only treatment programs within the last two decades reflects the
increased attention paid to the specific needs of women with alcohol arid other drug problems and
the recognition that traditional mixed-sex programs often fail to address these needs. Although
descriptions of treatment models for women have become more prevalent within the field of
substance abuse treatment, little research has been conducted to assess the ways in which
programs designed specifically for women differ from traditional mixed-sex programs. The UCLA
Drug Abuse Research Center examined two regional and two national data bases of treatment
program and client characteristics to determine whether programs designed to sense only women
differed from mixed-sex programs in terms of services offered, characteristics of service
recipients, and treatment outcomes. Among the findings were the following:

• Women-only programs were more likely than mixed-sex programs to offer services such as
peer support or self help groups, parenting classes, child care and transportation.

• Compared to men, women in treatment were more likely to have children living with them,
to receive public subsidy for treatment, and to report abuse of cocaine and crack.

• Women in treatment were less likely than men to be in the workforce, to be involved with
the criminal justice system, and to report primary alcohol use.

• Women in women-only treatment programs were more likely to have more complicated
problems and services needs than women in mixed-sex programs. For example, those in
women-only programs were more likely to be pregnant, homeless, or on probation.
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• Treatment outcomes varied across modalities; no clear patterns related to program gender
composition emerged. However, pregnant women were more likely to complete
women-only treatment programs in several treatment modalities.

The authors acknowledge the limitations inherent in secondary analysis of data bases and
propose further studies to determine whether women who receive services specific to their needs
from women-only programs have better outcomes than women in mixed-sex programs. For more
information, contact Christine Grella, UCLA Drug Abuse Research Center, at (310) 794-2660.

SOURCE: Christine Gella, Savanna Perry, and M. Douglas Anglin. Drug and Alcohol Treatment Programs for Women;
Client Characteristics and Treatment Outcomes, 1996. Supported by funds, from CSAT though the National
Evaluation Data and Technical Assistance Center (NEDTAC).

CSAT by Fax is supported by funding from CSAT, Substance Abuse and Mental Health Services Administration,
and may be copied without permission with appropriate citation. For mailing list modifications contact CESAR at

301-403-8339 (voice) ·301-403-8342 (fax)  CESAR@cesar.umd.edu (e-mail)
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Fact Sheet #1

  
SUBSTANCE ABUSE, HEALTH CARE COSTS AND TREATMENT

Substance abuse adds substantially to the nation's total health care bill. Numerous studies show that providing adequate
and accessible treatment for those with alcohol and other drug problems is the most effective method to improve the
health of drug abusers and relieve the growing burden of drug-related health care costs. Treatment is a sound, long-term
and cost-effective investment in America's future.

Substance Abuse and Health Care Costs

• About one-third of all AIDS cases are related to intravenous drug use, and 90 percent of all pediatric AIDS
cases are related to maternal exposure to HIV through drug use or sex with a drug user (Centers for Disease
Control and Prevention, 1996).

• On the average, untreated alcoholics generally incur general health care costs that are at least 100 percent
higher than those of the non-alcoholic. In the last 12 months before treatment, the alcoholic's costs are close to
300 percent higher (The Rutgers Study: Socioeconomic Evaluations of Addictions Treatment, 1992).

• If tobacco, alcohol and drug abuse were reduced by 20 percent in New York City, then each year $520 million
in inpatient hospital costs would be saved (CASA: Substance Abuse and Urban America: Its Impact on an
American City, New York, 1996).

• More than 5 percent (221,000) of the 4 million women who give birth each year use illicit drugs during their
pregnancy (1994 National Pregnancy and Health Survey, National Institute on Drug Abuse).
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• The Health Insurance Association of America estimates an expenditure of from $48,000 to $150,000 in costs
of maternity care, physicians' fees and hospital charges for each delivery that is complicated by substance abuse
(The Sourcebook of Health Insurance Data-1993, Washington, DC: Health Insurance Association of America,
1994).

• The number of methamphetamine (speed)-related emergency room episodes increased by 35 percent (from
7,800 to 10,600) between the first half of 1994 and the first half of 1995 (Preliminary Estimates from The
Drug Abuse Warning Network, Advance Report Number 14, SAMHSA, OAS, May 1996).

Health Care and Treatment

• Chicago's Women's Treatment Center offers a wide variety of residential and outpatient programs for
adolescent girls, pregnant women and women with young children. The Center has the only crisis nursery in
Chicago, which provides care 24 hours a day to the infants and children of women undergoing medically
supervised detoxification. As a result of the Women's Treatment Center's focus on responsible parenting, 67
drug-free babies have been born to women in treatment (Keeping Score 1996, Drug Strategies, 1996).

• Substance abuse treatment reduces overall hospital admission rates by at least 38 percent. Hospital admissions
for drug overdose decreased by 58 percent among those who had been treated (Evaluating Recovery Services:
CALDATA General Report, California Department of Alcohol and Drug Programs, 1994).

• Ninety-five percent of women reported uncomplicated births, free of illicit drugs, after one year of treatment
(Center for Substance Abuse Treatment. Study of grantees administered by the Women and Children's Branch,
1995).

• The state Alcohol and Other Drug Authority in Minnesota has reported that, for chemical dependency clients,
the state has saved approximately $22 million in annual health care costs by providing treatment (Turnure, C.
Implications of the State of Minnesota's Consolidated Chemical Dependency Treatment Fund for Substance
Abuse Coverage Under Health Care Reform, Testimony Presented to the U.S. Senate Labor and Human
Resources Committee, Washington, D.C., March 8, 1994).

[Fact Sheet # 2 | Fact Sheet # 3 | Fact Sheet # 4 | Fact Sheet # 5 |
Fact Sheet # 6 | Fact Sheet # 7 | Home]

Fact Sheet #2
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SUBSTANCE ABUSE, CRIME AND TREATMENT

The high correlation between substance abuse and criminal behavior has been well documented in the last decade.
Drug-using offenders account for a disproportionate share of all crime and violence in the nation. However, studies show
that substance abuse treatment for offenders can reduce the prevalence and incidence of criminal activity.

Substance Abuse and Crime

• The public views drugs and crime as the two most important issues facing the nation (Wall Street Journal/NBC
Poll, December 1995).

• Thirty-three percent of all murders or manslaughter incidents are related to drug and alcohol use. Over 50
percent of spousal murders are drug- or alcohol-related (Bureau of Justice Statistics, Criminal Victimization in
the United States 1992, January 1994).

• In a national telephone survey conducted among 318 chiefs of police, 82 percent of police chiefs in large cities
(with populations greater than 100,000) said drug abuse is an extremely serious (45%) or quite serious (37%)
problem in their communities (Peter D. Hart Research Associates, Drugs and Crime Across America: Police
Chiefs Speak Out, Police Foundation and Drug Strategies, 1996).

• The National Institute of Justice Drug Use Forecasting program found that the percentage of adult males
arrested in 23 cities throughout the U.S. in 1993 who tested positive for drugs ranged from 54 percent in
Omaha and San Jose to 81 percent in Chicago. Of adult females arrested in 20 cities throughout the U.S., the
percentage of those testing positive for drugs ranged from 42 percent in San Antonio to 83 percent in
Manhattan (Bureau of Justice Statistics: Drugs and Crime Facts, 1994).

• A cross-section of police chiefs surveyed in 386 U.S. cities report that substance abuse is the number one
problem facing their communities, more serious even than the lack of law enforcement resources, overcrowded
courts and the ready availability of guns. These police officials also believe that reducing drug abuse should be
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the first priority in combating violent crime (On the Front Line: The Death Penalty Information Centers,
February 1995).

Crime and Treatment

• Only one in five adults who know someone who has been addicted to illegal drugs believes that a prison
sentence would have been more helpful to that person than a supervised treatment program, while almost 70
percent believe that treatment would have been more helpful than prison (Peter D. Hart Research Associates,
Americans Look at the Drug Problem, Drug Strategies, 1995).

• One million prison inmates in this country have serious drug habits, regardless of the crimes for which they
were convicted. Drug treatment is currently available for less than 10 percent of Federal inmates who need it
(Drugs, Crime & Campaign '96, Drug Strategies; Drug Use Forecasting, 1995).

• A RAND study found that substance abuse treatment is seven times more cost-effective in reducing cocaine use
than domestic law enforcement (RAND Corporation Drug Policy Research Center, Controlling Cocaine:
Supply vs. Demand Programs, 1994).

• Individuals in Chicago awaiting trial or sentencing for a drug-related crime, who have non-violent criminal
histories, can receive treatment from Treatment Alternatives for Special Clients (TASC), a non-profit agency
providing court-approved treatment. The program, designed to reduce prison overcrowding, provides
substance abuse treatment, education and job training tailored to the specific treatment needs of each offender.
According to the Illinois Criminal Justice Information Authority, 99 percent of participants miss no court
appearances, compared to 35 percent in the general population. Less than 5 percent of participants have been
reincarcerated. TASC costs only $39 per day, compared to $89 per day to keep offenders jailed (Keeping Score
1996, Drug Strategies, 1996).

• A recently released comprehensive drug and alcohol treatment follow-up study of approximately 3,000
individuals found that criminal activity declined 66 percent following treatment, and the longer the individual
remained in treatment, the greater the reduction in criminal activity (CALDATA, California Department of
Alcohol and Drug Programs, 1994).
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• An estimated 80 percent of the 118,195 Texas prison inmates have a history of substance abuse. Half were on
drugs when they committed their crimes. The New Vision In-Prison Therapeutic Community for men, located
in Kyle, Texas, treats 500 inmates. Forty-two percent have completed the nine-month in-prison component as
well as four months or longer in transitional community treatment or outpatient counseling. One year after
release, only 7 percent of those completing the program had returned to prison. This is less than half the
recidivism rate of those who had no treatment or who dropped out of treatment (Keeping Score 1996, Drug
Strategies, 1996).

• The Drug Court Program in Rochester, New York, was started in January of 1995. The program employs
treatment providers and case managers. Judges and other drug court staff work collaboratively with case
managers to be sure offenders get the help they need. In less than a year, of the 172 participants, only 12 have
been rearrested. In all, only 27 defendants have quit or been released from the drug court program and sent
back to the traditional criminal justice system (Fixing a Failing System, Report from a Join Together Policy
Panel, February 1996).
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Fact Sheet #3

ONLINE DRUG-RELATED RESOURCES

This is a list of drug-related information resources that are available on the World Wide Web (WWW) and Gopher
Servers.

http://www.jointogether.org
This is a resource center and meeting place for communities working to reduce the harms associated with the use of
illicit drugs, excessive alcohol and tobacco.

http://www.health.org
The National Clearinghouse for Alcohol and Drug Information's PREVline is an electronic communication system
dedicated to exchanging ideas and information concerning alcohol, tobacco and illicit drug problem prevention. Home
pages of federal agencies and services, clearinghouses and other related online services can be accessed through
PREVline or directly through the following addresses:

• Department of Health and Human Services is the principal agency for protecting the health
of all Americans and providing essential human services, especially for those who are least able to help
themselves.
www.os.dhhs.gov

Substance Abuse and Mental Health Services Administration's site also provides access to the home pages of
the Center for Substance Abuse Treatment (CSAT), Center for Substance Abuse Prevention (CSAP) and
Center for Mental Health Services (CMHS).
www.samhsa.gov

National Institutes of Health is one of the foremost biomedical research centers and the Federal focal point for
biomedical research in the U.S.
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www.nih.gov

National Institute on Alcohol Abuse and Alcoholism supports and conducts biomedical research on the causes,
consequences, treatment and prevention of alcoholism and alcohol-related problems.
www.niaaa.nih.gov

National Institute on Drug Abuse brings the power of science to bear on drug abuse and addiction.
www.nida.nih.gov

National Library of Medicine is the world's largest library dealing with a single scientific/professional topic,
carrying over 4.5 million holdings.
www.nlm.nih.gov

Drug Enforcement Administration enforces the controlled substances laws and regulations of the U.S.
www.usdoj.gov/dea/deahome.html

Indian Health Service is an agency of the PHHS providing health care to American Indians and Alaska Natives.
www.tucson.ihs.gov

Office of National Drug Control Policy (ONDCP) Drugs and Crime Clearinghouse specializes in disseminating
information on drug-use trends, drug-related crime issues and national drug-control policy.
www.ncjrs.org

The Center for Substance Abuse Research (CESAR at the University of Maryland, College Park) collects,
analyzes and disseminates information on the nature and extent of substance abuse and related problems in
Maryland and nationally.
www.bsos.umd.edu/cesar/cesar.html

Hazelden is a non-profit organization providing high-quality, affordable rehabilitation, education, prevention
and professional services and publications relating to chemical dependency and related disorders.
www.hazelden.org

Mothers Against Drunk Driving (MADD) is a non-profit organization that aims to stop drunk driving and to
support the victims of this violent crime.
www.gran-net.com/madd/madd.htm

Indiana Prevention Resource Center is a statewide clearinghouse for technical assistance on prevention and
information about alcohol, tobacco and other drugs.
www.drugs.indiana.edu

Wisconsin Clearinghouse for Prevention Resources is part of the University Health Services at the University
of Wisconsin-Madison providing educational materials and training information.
danenet.wicip.org/wisclearhouse

Gopher Server:
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The Robert Wood Johnson Foundation is the nation's largest philanthropy devoted to health care.
gopher.rwjf.org:4500 
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MYTHS AND FACTS ABOUT ADDICTION AND TREATMENT

Myth: Addiction is a bad habit, the result of moral weakness and over-indulgence.

• Fact: Addiction is a chronic, life-threatening condition, like hypertension, atherosclerosis and adult diabetes.

Fact: Addiction has roots in genetic susceptibility, social circumstance and personal behavior.

Fact: Certain drugs are highly addictive, rapidly causing biochemical and structural changes in the brain.
Others can be used for longer periods of time before they begin to cause inescapable cravings and compulsive
use.

Myth: If an addict has enough willpower, he or she can stop abusing alcohol and using drugs.

• Fact: Few people addicted to alcohol and other drugs can simply stop using them, no matter how strong their
inner resolve. Most need one or more courses of structured substance abuse treatment to reduce or end their
dependence on alcohol and other drugs.

Myth: Many people relapse, so treatment obviously does not work.
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• Fact: Like virtually any other medical treatment, addiction treatment cannot guarantee lifelong health. Relapse,
often a part of the recovery process, is always possible--and treatable. Even if a person never achieves perfect
abstinence, addiction treatment can reduce the number and duration of relapses, minimize related problems
such as crime and poor overall health, improve the individual's ability to function in daily life and strengthen
the individual to better cope with the next temptation or craving. These improvements reduce the social and
economic costs of addiction.

Myth: We have reached the limits of what we can do to treat addiction.

• Fact: The more we learn about addiction, the more effective treatment becomes. Matching clients to the
services they most need, while supporting continuous and focused engagement in treatment, is imperative.
Today's treatment providers are better able to do this than ever before.

Myth: People with alcohol and other drug problems get sent to 28-day treatment programs, where they dry out and
emerge new individuals, cured of their problems.

• Fact: Treatment is provided in many different settings, in many different ways, for different lengths of time. It
is important to provide the most appropriate mix of services and settings for each client based on an assessment
of individual needs and cultural relevance.

Fact: Treatment is provided in both outpatient and inpatient settings, with different levels of intensity.
Residential treatment is provided in the form of short-term treatment and therapeutic communities. Outpatient
treatment is available in three general formats:
1) intensive day treatment; 2) intensive outpatient treatment; and 3) traditional outpatient treatment. General
phases of treatment include: 1) detoxification; 2) rehabilitation; 3) continuing care; and 4) relapse prevention.

Source: The White Paper: Effectiveness of Substance Abuse Treatment, U.S. Department of Health and
Human Services, February 1995.
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Fact Sheet #5
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A LOOK AT SUCCESSFUL AND COST-EFFECTIVE
STATE TREATMENT PROGRAMS

Many states have implemented effective, innovative and cost-effective substance abuse treatment programs, causing
those who may doubt the necessity of treatment to reconsider their position. The programs highlighted here were chosen
based on community reputation for their work and evaluation of outcomes that the programs have conducted themselves,
by external reviewers or through more elaborate scientific study. These programs are testimony to the fact that treatment
works. Substance abuse treatment not only benefits the abuser, resulting in a productive, self-supporting individual, it
also benefits society, resulting in lower health and welfare costs and safer communities. The success of the following
state programs supports this statement.

• Second felony offenders who participated in Brooklyn, New York's Drug Treatment Alternative to Prison
Program had an 8 percent recidivism rate six months after treatment compared to a 40 percent recidivism rate
for drug felony offenders who were incarcerated and not given treatment (Drugs, Crime & Campaign '96, Drug
Strategies; Drug Treatment Alternatives-to-Prisons Program, February 1994).

• In Maine, a client outcome survey revealed that 79 percent of clients had not been arrested one year after
substance abuse treatment (Commonwealth Marketing and Development, Client Treatment Follow-up Study,
Portland: Maine Office of Substance Abuse, 1994).

• In the state of Washington, evaluators studied the Traffic Safety Commission's deferred prosecution program,
which encourages criminal (misdemeanor) offenders influenced by alcohol and other drug or mental health
problems to obtain treatment. Four years after disposition, drivers who had received deferred prosecution had a
non-recidivism rate of 78 percent compared with 52 percent of alcoholics who were convicted of DWI (Baxter,
B.L., Salzberg, P.M. and Kleyn, J.E., The Effectiveness of Deferred Prosecution in Reducing DWI Recidivism:
An Update. Prepared for the Washington Traffic Safety Commission. Seattle: Alcohol and Drug Abuse
Institute, University of Washington, 1993).

• A 1994 Ohio study found that hospital admissions decreased by 66 percent and emergency room use dropped
by 41 percent within one year after treatment (Ohio Department of Alcohol and Drug Addiction Services,
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Unpublished Data from the Comprehensive Assessment Treatment Outcome Registry (CATOR) by New
Standards, Inc., St. Paul, MN., 1994).

• In 1994, a Minnesota study found that the number of hospitalizations decreased by 5 percent in the first six
months following treatment, producing $22 million in annual health care savings from 18,000 clients (Turnure,
C., Implications of the State of Minnesota's Consolidated Chemical Dependency Treatment Fund for Substance
Abuse Coverage Under Health Care Reform. Testimony Presented to the U.S. Senate Labor and Human
Resources Committee. Washington, D.C., March 8, 1994).

• The state of Georgia's Project Adventure, a three-phase program targeted to adjudicated youths who have
multiple prior offenses and meet the diagnostic criteria for substance abuse or dependence, conducted a one
year follow-up assessment of those participants completing the program. Of the 131 youths who participated in
the program, 80 percent of the participants who completed the program were assessed; 72 percent of the youths
were no longer in the Department of Children and Youth Services for juvenile offenses; and 95 percent were
not actively using alcohol or other drugs. In comparison, the overall data from the state of Georgia revealed a
55 percent recidivism rate for youth offenders (Gillis, H.L., Brief Report on Project Adventure's CO-OP
Program: Recidivism and Relapse Data. Covington, GA: Project Adventure, Inc., 1994).

• In Texas, a one-year follow-up study reported that 80 percent of clients who completed the treatment program
were arrest-free for 12 months after treatment (Nelson, R. and Spence, R., The Texas Commission on Alcohol
and Drug Abuse, Substance Abuse Treatment Outcome Study (SATOS), 1992).

In 1992, the California Department of Alcohol and Drug Programs launched an initiative to determine the epidemiology
of substance abuse and the outcomes of substance abuse treatment. The California Drug and Alcohol Treatment
Assessment (CALDATA) is the first product of this initiative. CALDATA is a large-scale study of the effectiveness,
benefits and costs of alcohol and drug treatment in California, using state data bases, provider records and follow-up
interviews with participants in treatment. Of particular importance to taxpayers in California is that for every $1 spent in
alcohol and other drug abuse treatment programs, an average of $7 was saved. Other major findings from the study are
provided below.

• CALDATA showed a ratio of 4-to-1 savings for residential care and 10-to-1 for outpatient care, including
methadone treatment (Evaluating Recovery Services: The California Drug and Alcohol Treatment Assessment
(CALDATA) General Report. Sacramento, CA: Department of Alcohol and Drug Programs, 1994).

• California spent $209 million on substance abuse treatment for 150,000 people. Benefits received during
treatment and in the first year afterwards were approximately 1.4 billion in savings to taxpaying citizens, due
mostly to reductions in crime. The average per-person annual medical bills dropped from $3,227 to $2,469,
emergency room visits were cut by 38 percent and hospital admissions were cut by 33 percent (Evaluating
Recovery Services: The California Drug and Alcohol Treatment Assessment (CALDATA) General Report.
Sacramento, CA: Department of Alcohol and Drug Programs, 1994).
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• Among those treated for alcohol and drug abuse problems, California's $209 million expenditure also resulted
in a 36 percent decrease in hospitalizations for physical health problems; 58 percent decrease in
hospitalizations for drug overdoses; 44 percent decrease in hospitalizations for mental health problems; and 25
percent cut in the total number of hospital days (Evaluating Recovery Services: The California Drug and
Alcohol Treatment Assessment (CALDATA) General Report. Sacramento, CA: Department of Alcohol and
Drug Programs, 1994).
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Fact Sheet #6

SUBSTANCE ABUSE AND TREATMENT

Substance abuse is a major public health problem that affects millions of people and places enormous financial and
social burdens on society. It destroys families, cripples the economy, victimizes communities and suffocates the
education, criminal justice and social service systems. Yet, every day, people with alcohol and other drug problems are
given the chance to rebuild their lives through treatment. Below are some important facts about substance abuse and
treatment.

Substance Abuse
• In 1994, an estimated 12.6 million Americans were current illicit drug users, meaning they had used an illicit

drug in the month prior to interview. This is 6 percent of the population 12 years old and older (Preliminary
Estimates from the 1994 National Household Survey on Drug Abuse; Advance Report No. 10, September
1995, Substance Abuse and Mental Health Services Administration, Office of Applied Studies).

• More than 5 percent of the 4 million women who gave birth in the U.S. in 1992 used illegal drugs at sometime
during their pregnancy. Marijuana and cocaine were the most frequently used illicit drugs--2.9 percent, or
119,000 pregnant women, used marijuana and another 1.1 percent, or 45,000 pregnant women, used cocaine.
Over 750,000 women, or 18.8%, used alcohol at some time during pregnancy (National Pregnancy and Health
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Survey, National Institute on Drug Abuse, 1994).

• Nearly 5 percent of today's high school seniors and nearly 3 percent of 10th-graders are current daily marijuana
users (Monitoring the Future Study, University of Michigan, 1995).

• Alcohol is the most costly abused substance, with a total estimated bill to the nation of $99 billion in 1990.
Drug abuse is estimated to have cost the nation almost $67 billion during that same year. The major burden of
alcohol abuse relates to lost productivity associated with illness and death, whereas the major economic, not to
mention societal, burden of drug abuse is crime (Unpublished data for 1990 from Dorothy P. Rice. Institute for
Health and Aging, University of California at San Francisco, CA).

Treatment
• Key findings from a study conducted in California from September 1992 through March 1994 on the

effectiveness of substance abuse treatment indicated that: 1) the level of criminal activity declined by two-thirds
from before treatment to after treatment. The greater the length of time spent in treatment, the greater the
percentage reduction in criminal activity; 2) alcohol and drug use declined approximately two-fifths from
before treatment to after treatment; 3) about one-third reduction in hospitalizations was reported from before
treatment to after treatment; and 4) despite the concern that stimulants, and crack cocaine especially, might be
much more resistant to treatment than more familiar drugs such as alcohol or heroin, treatment for problems
with the major stimulant drugs (crack cocaine, powdered cocaine and methamphetamine), which were all in
widespread use, was found to be just as effective as treatment for alcohol problems, and somewhat more
effective than treatment for heroin problems (CALDATA, California Drug and Alcohol Treatment
Assessment).

• Of women in treatment for substance abuse: 95 percent reported uncomplicated, drug-free births; 81 percent
who were referred by the criminal justice system had no new charges following their treatment; 75 percent who
successfully completed treatment remained drug-free; 46 percent obtained employment following treatment;
and 40 percent eliminated or reduced their dependence on welfare. Of their children: 65 percent were returned
from foster care; and 84 percent who participated in treatment with their mothers improved their school
performance (Center for Substance Abuse Treatment, quarterly report data from sampling of grant programs,
Women and Children's Branch, 1995).

• In Xenia, Ohio, of 26 women who had been arrested prior to treatment, 25 had not been rearrested two years
after treatment. Of 41 women surveyed two years after leaving the center, 36 reported abstinence from, or only
one use of, drugs and alcohol. This Women's Recovery Center treats women who are often homeless, 80 to 90
percent have been physically or sexually abused and most have drug-related criminal histories. The center's
staff work with the women to treat their substance abuse and other health problems (Ohio Profile: Alcohol,
Tobacco & Drugs, Drug Strategies, 1995).
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• Providing treatment to all addicts in the United States could save more than $150 billion in social costs over
the next 15 years, while requiring just $21 billion in treatment costs (C. Peter Rydell and Susan S. Everingham,
Controlling Cocaine: Supply Versus Demand Programs, Santa Monica, CA: RAND, 1994).

• In a 1994 study of employees referred to four different treatment programs in Philadelphia, University of
Pennsylvania researchers found that outcomes improve by 40 percent if treatment services are matched to the
particular needs of the client (Keeping Score 1996, Drug Strategies, 1996)
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Fact Sheet #7

SUBSTANCE ABUSE TREATMENT AND COST SAVINGS TO BUSINESS

Studies have shown that health care costs for employees with substance abuse problems are about twice those of other
employees. Substance abuse also causes employers to incur costs related to injuries, high employee turnover and
decreased productivity. However, treatment results in a reduction in medical claims, absenteeism and disability, reasons
why many employers sponsor employee assistance programs (EAPs). EAPs conduct drug testing or have policies or
procedures to detect substance use and promote early treatment. Here are some important facts.

• Three out of four adults who used illegal drugs at least once a month in 1994 were employed, a total of more
than 8 million people. Eighty percent of these workers are full-time employees (Preliminary Estimates from the
1994 National Household Survey on Drug Abuse, Advance Report #10, September 1995).

• A 1995 Gallup poll found that more than two-thirds of Americans view drugs as a serious problem affecting
the workplace and want workplace drug testing increased (Public Voices Concern About Drugs as Presidential
Election Nears, The Gallup Organization, December 12, 1995).



INTRODUCTION TO ADDICTION STUDIES
Treatment, Recovery, Relapse

UCSD ATTC 9 - Instructor - page 94 February 1997

• The cost of alcohol and other drug use in the workplace, including lost productivity, medical claims and
accidents, amounts to $140 billion per year (Brandeis University, 1993).

• Thirty-eight to 50 percent of all workers' compensation claims are related to the abuse of alcohol or other drugs
in the workplace (National Council on Compensation Insurance, 1993).

• The rate of cocaine use in 1994 was highest among the unemployed, as 3.5 percent of unemployed adults (age
18 or older) were current cocaine users, compared with only 0.7 percent of employed adults. Nevertheless, 65
percent of all adult cocaine users in 1994 were employed either full- or part-time. (Preliminary Estimates from
the 1994 National Household Survey on Drug Abuse, Advance Report #10, September 1995).

Click to View Full Chart

• 

• United Airlines estimates that it has a $16.95 return for every dollar invested in a drug-free workplace program
(ASIS O.P. Norton Information Resources Center, "Substance Abuse: A Guide to Workplace Issues," August
1990).
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• In 1995, Drug Strategies commissioned a special study of the most recent Bureau of Labor Statistics Employee
Benefits Survey and the National Drug and Alcoholism Treatment Unit Survey (NDATUS 1992). The study
found that health care coverage for substance abuse treatment has declined over the last decade, resulting in
fewer workers and their dependents having access to privately funded drug treatment. Additionally, many plans
have lifetime caps of $50,000 for substance abuse treatment compared to $1 million for other diseases
(Keeping Score 1996, Drug Strategies, 1996).

• Massachusetts was the first state to implement a comprehensive managed care program for delivering
substance abuse and mental health services to Medicaid recipients. During the program's first year, use of
substance abuse treatment services increased 10 percent, while the cost of these services declined 45 percent
(from $28 million in FY 92 to $15.8 million in FY 93). Savings were achieved primarily through reduced use
of hospitals and increased use of detoxification centers (Dennis McCarty, Managed Care for Substance Abuse
Treatment Services, Waltham, MA: Brandeis University, Institute for Health Policy, October 27, 1995).

• The Small Business Administration reports that drug-free workplace programs produce a significant return on
investment because of reduced employee turnover and increased productivity. Studies show that workplace
programs cost only $22 to $50 per employee, compared with the estimated $640 in annual work force costs
incurred by each untreated drug abuser (Keeping Score: What We Are Getting for Our Federal Drug Control
Dollars, 1995, Drug Strategies, 1995).
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Exhibit 2-2
American Society of Addiction Medicine

Adult Patient Placement Criteria for the Treatment of
Psychoactive Substance Use Disorders

Levels of Care

Criteria
Dimensions

Level 1
Outpatient
Treatment

Level II
Intensive

Outpatient
Treatment

Level III
Medically Monitored
Intensive Inpatient

Treatment

Level IV
Medically
Managed
Intensive
Inpatient

Treatment
1

Acute
Intoxication

and/or
Withdrawal

Potential

No
withdrawal
risk.

Minimal
withdrawal risk.

Severe withdrawal risk
but manageable in
Level III.

Severe
withdrawal risk.

2
Biomedical
Conditions

and
Complications

None or very
stable.

None or
nondistracting
from addiction
treatment and
manageable in
Level II.

Requires medical
monitoring but not
intensive treatment.

Requires 24-
hour medical,
nursing care.

3
Emotional and

Behavioral
Conditions

and
Complications

None or very
stable.

Mild severity with
potential to
distract from
recovery.

Moderate severity
needing a 24-hour
structured setting.

Severe problems
requiring 24-
hour psychiatric
care with
concomitant
addiction
treatment.
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Exhibit 2-2  (continued)
American Society of Addiction Medicine

Adult Patient Placement Criteria for the Treatment of
Psychoactive Substance Use Disorders

4
Treatment
Acceptance

and
Resistance

Willing to
cooperate but
needs
motivating
and
monitoring
strategies.

Resistance high
enough to require
structured
program, but not
so high as to
render outpatient
treatment
ineffective.

Resistance high despite
negative consequences
and needs intensive
motivating strategies in
24-hour structure.

Problems in this
dimension do
not qualify
patient for Level
IV treatment.

5
Relapse

Potential

Able to
maintain
abstinence
and recovery
goals with
minimal
support.

Intensification of
addiction
symptoms and
high likelihood of
relapse without
close monitoring
and support.

Unable to control use
despite active
participation in less
intensive care and
needs 24-hour
structure.

Problems in this
dimension do
not qualify
patient for Level
IV treatment.

6
Recovery

Environment

Supportive
recovery
environment
and/or patient
has skills to
cope.

Environment
unsupportive but
with structure or
support, the
patient can cope.

Environment
dangerous for recovery
necessitating removal
from the environment;
logistical impediments
to outpatient treatment.

Problems in this
dimension do
not qualify
patient for Level
IV treatment.

Source:  Center for Substance Abuse Treatment (1994) Intensive Outpatient Treatment for
Alcohol and Other Drug Abuse.  Treatment Improvement Protocol (TIP) No. 8. NCADI.



INTRODUCTION TO ADDICTION STUDIES
Treatment, Recovery, Relapse

UCSD ATTC 9 - Instructor - page 98 February 1997

Journal of Substance Abuse Treatment, Vol. 10, pp. 569-576, 1993 0740-5472/93 $6.00 + .00
Printed in the USA. All rights reserved. Copyright  1993 Pergamon Press Ltd.

TECHNICAL REPORT

Acupuncture Treatment for Drug Abuse:
A Technical Review

A. THOMAS MCLELLAN, PHD,* DEBRA S. GROSSMAN, MA,†
JACK D. BLAINE, MD,† HARRY W. HAVERKOS, MD†

Pennsylvania VA Center for Studies of Addiction, Philadelphia, Pennsylvania;
National Institute on Drug Abuse, Division of Clinical Research, Rockville, Maryland

Abstract—Conflicting opinions exist regarding the efficacy of acupuncture for the treatment of
substance abuse. On October 23, 1991, the National Institute on Drug Abuse (NIDA) sponsored
a technical review to discuss this issue. The purpose of the meeting was to review the current
status of research regarding acupuncture treatment for drug abuse and to propose directions for
future studies. This report represents a summary of the meeting which consisted of presentations
by individuals currently involved in acupuncture treatment and discussions by a panel of experts
in the field of substance abuse treatment research.

Keywords—acupuncture; electroacupuncture; detoxification; rehabilitation; relapse prevention.

INTRODUCTION

ACUPUNCTURE, IN ONE FORM OR ANOTHER has been used in the treatment of various
aspects of drug and alcohol dependence for at least 3 decades. Despite the vast amount of clinical
experience associated with the procedure there remain many unanswered questions about its value
and even its validity. On one hand, acupuncture has been reported to be “an excellent adjunct for
the treatment of [the] chemically dependent . . ,” (Karrell, 1990). In contrast, reports from
professional organizations have concluded that acupuncture is “fraud” (National Council Against
Health Fraud, 1991).

Requests for reprints should be addressed to Debra S. Grossman, MA, National Institute on Drug
Abuse, Division of Clinical Research, Room 10A-30, 5600 Fishers Lane, Rockville, MD 20857.
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It is clear that some of the reasons for the wide
divergence of opinion regarding the efficacy of
acupuncture result from the non-standard
terminology used to describe it, the wide range
of procedures that have been called
acupuncture, the lack of a clear mechanism to
explain the purported benefits of acupuncture
treatment and perhaps most importantly, the
lack of systematic clinical research in this area.
In the interestsof exploring the work within the
acupuncture field more systematically and in
order to provide guidance to the field regarding
topics and procedures for future research, The
National Institute on Drug Abuse (NIDA) held
a Technical Review of acupuncture in the
treatment of drug dependence in Bethesda,
Maryland on October 23, 1991. Participants in
the Technical Review from the Division of
Clinical Research, NIDA included the
following: Jack Blaine, Debra Grossman, and
Harry Haverkos. Other participants included:
Vincent Brewington, Narcotic and Drug
Research, Inc., New York; Milton Bullock,
Hennepin County Medical Center,
Minneapolis; Ed Cone, NIDA Addiction
Research Center, Baltimore; Bernard Gropper,
National Institute of Justice, Washington, D.C.;
Herbert Kleber, Office of National Drug
Control Policy, Washington, D.C.; Jim Klett,
Belair, MD; Janet Konefal, University of Miami
School of Medicine, Miami; Thomas Kosten,
Yale University, New Haven; Walter Ling,
Tarzano Treatment Center, Beverly Hills; Tom
McLellan, VA Medical Center, Philadelphia;
Robert Munzner, Food and Drug
Administration, Rockville, MD; George Ulett,
Missouri Institute of Mental Health, St. Louis;
and Allyson Washburn, San Francisco General
Hospital, San Francisco.

There were two purposes for the Review. First,
available evidence for the efficacy of
acupuncture in the treatment of drug
dependence was presented to an independent
panel of clinical researchers by individuals who
were actively involved in drug abuse treatment
using acupuncture procedures. Secondly, there
was an opportunity for the panel of reviewers
to ask questions, make suggestions regarding
the studies that had been presented, and discuss
the need for additional research. The remainder
of this report will briefly summarize the
presentations, synthesize the comments and
critical suggestions made by the reviewers,
present a summary of the status of the work in
the field of acupuncture with regard to the
treatment of alcohol, cocaine and opiate
addiction, and offer suggestions for additional
research.

SUMMARIES OF PRESENTATIONS

Dr. Robert Munzner of the Food and Drug
Administration (FDA) presented a history of
FDA regulatory actions associated with
acupuncture. In 1973, the FDA published a
notice in the Federal Register stating that
acupuncture needles were regarded as
experimental medical devices whose safety and
effectiveness had not been established.
Acupuncture needles may be distributed for
investigational purposes if labeled as “inves-
tigational” and used by licensed practitioners as
long as the needles are not “misbranded” by
making any medical or therapeutic claims in its
labeling. Acupuncture needles, officially, must
be limited to investigational status until valid
scientific evidence is obtained and presented to
the FDA demonstrating that acupuncture is a
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safe and effective technique for specific
indications. As FDA has not strictly enforced
the rules for investigational devices in this case,
acupuncture needles are currently used widely
for noninvestigational purposes.
Mr. Vincent Brewington discussed the role of
acupuncture treatment with crack-cocaine
abusers at the Lincoln Hospital Acupuncture
Clinic in New York. He presented a study
which examined the efficacy of auricular
acupuncture using 4 needles bilaterally in al-
leviating craving and withdrawal symptoms
among crack-cocaine abusers in the
single-blind trial in which daily acupuncture or
placebo was provided for one month. Placebo
treatment consisted of acupuncture at 4 ear
locations not specific for drug abuse treatment.
The results indicate no significant
between-group differences in the self-report of
cocaine use and attendance data. One of a
number of urinalysis outcomes showed
significant between-group differences favoring
the experimental group. However, only 30 out
of 150 subjects (15 experimental and 15
placebo) completed two or more weeks of
treatment. This subgroup of subjects appeared
to have lesser amounts of cocaine in their urine
by quantitative EMIT, however, experts in
urinalysis methodology questioned the
reliability and validity of this measure.
Dr. Janet Konefal from the University of Miami
School of Medicine discussed the results of an
unblinded trial examining the efficacy of adding
auricular acupuncture and frequent urine
testing to a conventional drug abuse counseling
program. Three groups were examined:
counseling alone, counseling plus frequent
urine testing, and counseling and frequent urine
testing plus acupuncture. Clients in the group

receiving acupuncture showed a faster rate of
obtaining clean urines and a higher total rate of
being clean over time as compared to a similar
group of clients not receiving acupuncture.
Males and court-referred clients responded
better to acupuncture treatment.
A second study is currently ongoing in which
all clients receive acupuncture and are
randomized only by the “dosage” received. The
low-dose group receives a needle in 1 point in
each ear; the medium-dose group receives 5
needles in each ear; and the high-dose group
receives 5 needles in each ear plus body points.
Results are not available at this time.
Dr. Milton Bullock of the Hennepin County
Medical Center in Minneapolis presented a trial
of acupuncture treatment for alcohol
detoxification in a residential setting. In this
study, 80 severe recidivist alcoholics received
auricular acupuncture at 3 points specific for
the treatment of substance abuse (treatment
group) or at 3 nonspecific points (control
group). Patients were also required to attend
two AA meetings per week. Twenty-one of 40
treatment patients completed the project
compared to 1 of 40 controls. Significant
treatment effects persisted to the end of the 6
month follow-up period. More control patients
than treatment patients expressed a need for
alcohol and had more than twice the number of
both drinking episodes and admissions to the
detoxification center.
It should be noted that subsequent to this
Technical Review, a study was published by
Worner et al. (1992), which failed to replicate
the above results. Subjects in this study were
randomized to one of three treatment groups:
point-specific acupuncture, sham transdermal
stimulation or standard care (control). No
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significant difference was found between the
groups on a number of measures.
Dr. Allyson Washburn from the
Bayview-Hunter's Point Foundation in San
Francisco presented a trial of acupuncture
detoxification of opiate abusers. Subjects were
randomly assigned, in a single-blind design, to
either acupuncture treatment using 4 ear points
specific for addiction in each ear (treatment
group) or to a sham treatment that used points
that were geographically close to the addiction
points (control group). Attrition, even after the
first treatment day, was high for both groups,
but subjects assigned to the treatment group
attended the acupuncture clinic more days and
stayed in treatment longer than those assigned
to the sham condition. Attendance varied
inversely with self-reports of frequency of drug
use, suggesting that those with lighter habits
found the treatment modality more helpful.
Although the study reported a treatment effect
in terms of retention for subjects receiving
acupuncture treatment, there is no evidence
that even those who completed the program
detoxified from heroin. Information was not
available in order to determine if the
acupuncture treatment reduced opiate
abstinence symptomatology.
Dr. George Ulett from the Missouri Institute of
Mental Health discussed anatomical and
electrophysiologic studies of the acupuncture
procedure and proposed mechanisms of action
for acupuncture. Dr. Ulett believes that it is
unclear whether acupuncture without electrical
stimulation is a useful treatment for chemical
dependency. Although there is a strong placebo
response, there is a lack of a scientifically
proven basis for this procedure. His studies
have shown that neuroelectrical acupuncture, a

procedure of applying electrical stimulation to
either needles or conducting polymer
electrodes, has a significant effect on the
central nervous system by releasing
neuropeptides in the cerebrospinal fluid and the
brain. Work from his laboratory has
demonstrated that the addition of electricity
greatly increases the effectiveness of
acupuncture, raising the results from using
needles alone, significantly above the placebo
level. Additionally, Dr. Ulett regards
acupuncture as frequency specific and not point
specific, thus the location of needle placement
is inconsequential, as long as the nervous
system is stimulated. This is accomplished by
stimulation of the conchal area of the ear which
is innervated by the vagus nerve. Finally, Dr.
Ulett believes that the outmoded metaphysical
theories of traditional acupuncture should be
replaced with the available scientific evidence
of neuroelectrical acupuncture for the
treatment of addiction.
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CONCEPTUAL CLARITY AND
DEFINITION OF TERMS

From the beginning of the review it was clear
that much of the confusion regarding the
efficacy of acupuncture in the treatment of
substance dependence arises from the multiple
techniques that are generically referred to as
acupuncture and the lack of “standard” or even
commonly accepted guidelines for acupuncture
treatments, as well as the wide range of target
problems and symptoms that have been
considered appropriate for treatment with
acupuncture. For example, there are major
technical differences among the procedures of
bilateral auricular (both ears) acupuncture,
body acupressure and neuroelectric therapy,
although they have all been considered under
the general rubric of acupuncture. Similarly,
there are major differences in the goals of
treatment ranging from the detoxification stage
of opiate dependence, or the rehabilitation
stage of alcohol dependence, to the post
rehabilitation phase of cocaine treatment
known as relapse prevention. Despite major
differences in symptom pictures, therapeutic
goals and therapeutic procedures among the
various drug dependence syndromes and
among the detoxification, rehabilitation and
relapse prevention stages of treatment,
acupuncture has been used in differing lengths
and intensities and for relief of extremely
different types of symptoms.
The extreme variability in technical procedures
and in the proposed uses of acupuncture have
combined to create confusion and skepticism
on the part of reviewers of this field. For this
reason, a major goal of the present report is to
provide the beginnings of conceptual and

procedural standards to permit more focused
research in this area. In this regard, this section
of the report will describe and define the
various techniques that have been provided
under the general rubric of acupuncture. In
addition, the three major stages of substance
abuse treatment, detoxification, rehabilitation,
relapse prevention, will be defined and
described as a means of evaluating the results
of acupuncture treatments in terms of the
particular goals for each stage of treatment.

Definition of Acupuncture Terms

Generically, acupuncture has been considered
the application of needles or other stimuli to
sites in the ears, arms, hands and/or feet that
are presumed to be receptive to stimulation
resulting in relief in pain, anxiety, physical
symptoms and general dysphoria. For the
purposes of operational definition standard
bilateral acupuncture is defined here as the
application of 5 tiny needles on the ear
cartilage ridge and concha of each ear. The
commonly accepted points, which have been
regarded to give the best results in treatment of
drug dependence, are lung, shen men,
sympathetic, kidney and liver points (Smith &
Khan, 1988). These points have been
determined in a variety of ways such as
through traditional Chinese maps purporting to
show representation of various bodily organs
on the ears (Alling, Johnson, & Elmoghazy,
1990), to the use of galvanometer readings to
identify points of particular electrical
conductivity (Bullock, Culliton, & Olander,
1989). There is, however, no factual or
scientific explanation for the selection of these
5 points. In fact, Dr. Ulett claims that only 1
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point bilaterally is necessary and should be the
standard for research investigation. This point
should be in the conchal area of the ear which
is the place of greatest density of vagal
innervation. Points outside the conchal area he
believes are placebo. Although the use of 5 ear
points has been popularized, Dr. Ulett believes
that additional needles are typically placed in
areas innervated by other nerves and thus
complicate interpretation of the results.
Some practitioners apply needles to only 1 ear,
unilateral acupuncture, or the various points
on the arms, hands and feet. A close variant on
this procedure is acupressure, or pressure
applied by hand or object to the same areas.
Electroacupuncture involves low-level
electrical current applied to the acupuncture
needles using the commonly accepted
placements. Electrical current is added under
the view that this extra stimulation will enhance
the effects. Another variation of this procedure,
called moxibustion, adds heat stimulation to
acupuncture needles in the standard
placements, by burning herbs on or near the
needles (although needles are not always used),
again in an attempt to increase the purposed
effects. Neuroelectric stimulation uses surface
electrodes to deliver low-level electrical
stimulation. The placements for these
electrodes are typically on the mastoid
protrusions (behind the ears). There is no
indication from the “standard acupuncture”
literature that these sites would be “active” as
acupuncture points. The presumed mechanism
of action of neuroelectric stimulation is the
release of endorphins through indirect electrical
stimulation of the brain. Dr. Ulett uses the term
neuroelectrical acupuncture to refer to a
comfortable level of electrical current delivered

to needles or pad electrodes at traditional
acupuncture points at frequencies shown to be
effective in humans for the release of
neuropeptides.
For the purpose of this report, “acupuncture”
will refer to the use of needles in the ears,
bilaterally. Electroacupuncture will refer to
needles placed in the same locations with
electrical current delivered to them. Since there
is as yet, very little evidence for the efficacy of
acupressure or moxibustion, these procedures
will not be considered in the remainder of the
report. Finally, neuroelectrical therapy (NET)
is presumed, but not proven to work under the
same principles as acupuncture, but again, the
evidence is so sparse and was not reviewed for
this report that this type of procedure will not
be considered in the remainder of the paper. '

Definition of Drug Dependence Treatment
Terms

Conceptually and for the purpose of this
presentation, the treatment of drug dependence
has been divided into 3 phases—detoxification,
rehabilitation and relapse prevention.
Detoxification or primary stabilization refers
to the initial phase of treatment when a patient
is suffering from the direct effects of recent
drug/alcohol use. The therapeutic goals are the
safe elimination of the metabolites of the
substances and the return to a relatively neutral
or “normal” physiological and emotional state.
This stage involves approximately 3 to 7 days
of treatment, sometimes in an inpatient setting.
Rehabilitation is the second stage of treatment
for substance dependence and begins only after
the completion of detoxification/stabilization.
This stage involves a combination of
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procedures designed to educate the patient
about the negative effects of drugs and alcohol,
motivate the individual to admit the substance
abuse is a problem and to develop effective
strategies for sustained behavioral change. This
stage of treatment varies in duration and setting
from 15 to 90 days (or more) and can occur in
an inpatient, partial hospital or outpatient
setting. Relapse prevention is the third stage of
treatment and begins near the end of the
rehabilitation phase. The goals are to maintain
the gains achieved in the earlier phases of
treatment and to develop strategies for
resisting the inevitable temptations that will
occur upon reentry into normal life.
With regard to the role of acupuncture in the
treatment of substance dependence, it can be
seen that just as the therapeutic goals change
with each stage of treatment, so too will the
putative role for acupuncture. In the first stage
of treatment, detoxification, acupuncture has
been used to relieve aches, pains and other
primary physical symptoms of withdrawal.
During the rehabilitation stage of treatment
acupuncture has been used to reduce dysphoria
and induce a general state of relaxation. In the
final stages of treatment, relapse prevention,
acupuncture has been introduced again, to
encourage relaxation and to relieve or prevent
symptoms of drug craving induced by
memories of drug use and/or the sights and
sounds of stimuli previously associated with
drug use. A major question for the Technical
Review was whether all of these applications
were presumed to act through the same
mechanism and whether the same amounts of
durations of acupuncture treatments would be
effective in each of these goals. In the work
that follows there has been an attempt to

examine and to understand the effects of
acupuncture for each of these treatment phases
separately.

PARAMETRIC STUDIES IN
ACUPUNCTURE

There are many parametric variations
associated with the application of even the
“standard acupuncture procedure.” Based on
the data presented at the Review and the
material available for examination, there has
been very little systematic evaluation of these
various dimensions of the acupuncture
procedure. This in turn makes an overall
evaluation of the efficacy or worth of
acupuncture for the treatment of substance
dependence very difficult. The following
parameters appear to be important for the
study and treatment of acupuncture and
systematic research on each is clearly necessary
if the field is to advance:
1. Needles or Pressure? While the majority of

work done to date has used needles, some
have advocated the use of acupressure. If
acupressure is equally effective, it may have
some advantage over the use of needles
since the pressure technique is not invasive.

2. Unilateral/Bilateral Ear Application or
Other Body Points? The majority of
acupuncture and electroacupuncture
studies have used points on the ear. It
appears that most studies have used
bilateral application of 4 or 5 needles in the
cartilage ridge and concha of each ear.
There has been discussion that application
to only l ear or “unilateral” application of
needles could be equally effective. There is
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no study to date testing this important
parameter.

 
 A related point is that while the largest

amount of acupuncture work has applied
acupuncture to sites on the ear, Dr. Ulett's
presentation at the Review suggested that
other sites on the arms, hands and feet
might be equally effective. There is very
little work demonstrating this and again,
this needs clarification. Dr. Ulett suggested,
based on his neuroanatomical and
electrophysiological studies, that
acupuncture effects are brought about by
stimulation which has been shown to cause
the release of neuropeptides in the
cerebrospinal fluid and brain of humans.
Thus, the location is important only to the
extent that stimulation is achieved.
Furthermore, Dr. Ulett claimed that in ear
acupuncture all of the sites that were
presumed to be effective and all of the
methods that have been used are effective
only if the vagus nerve is stimulated
producing the expected results of
anaesthesia, relaxation and general
euphoria.

3. Standard Points or Galvanometer
Readings? Regardless of whether the ear
or other parts of the body have been used
in acupuncture treatments, most studies
have relied on ancient and possibly
inaccurate maps to determine the proposed
placement for needles or pressure to
produce the desired effects. Some workers
have attempted to detect these “active
sites” in a more scientific and reproducible
manner using a skin galvanometer to get
readings of impedance or conductivity at

various points on the skin. While this
procedure has itself been criticized as being
inaccurate, there is great need for research
in determining the effective location of
points that could be studied.

4. Electrical Current or Not? While the
majority of work done in the field of
acupuncture (both generally and specifically
in the area of substance dependence) has
not used electrical stimulation, there has
been discussion that the addition of
low-level electrical current can increase the
efficacy of this procedure. There are
proponents of various forms of this
electrical activity, suggesting variations in
the shape of the wave form and the
intensity and frequency of the electrical
current. However, at this point there are no
clear indications for the amount, duration,
intensity or frequency of electrical
stimulation, or whether electrical
stimulation of any type adds anything to the
“standard” procedure. This is an important
area for future investigation.

5. How Many Sessions and How Often? The
literature includes studies that have claimed
efficacy following 2 sessions of
acupuncture delivered over the course of 1
month (Sharps, 1977). In contrast, there
are others that have claimed efficacy only
after 15 days of 3 sessions per day
(Newmeyer, Johnson, & Klot, 1984). The
literature is characterized by this substantial
procedural variability and very little
empirical evidence for any particular
combination of sessions and days. There is
a clear need for work designed to
determine in a parametric way the minimal



INTRODUCTION TO ADDICTION STUDIES
Treatment, Recovery, Relapse

UCSD ATTC 9 - Instructor - page 106 February 1997

number of sessions for an effective “dose”
of acupuncture.

6. What Symptoms Are Being Targeted? As
indicated earlier, acupuncture has been
administered for the purpose of relieving
pain in conditions as varied as tooth
extraction, child delivery and opiate
detoxification. In addition, acupuncture is
currently being used in many treatment
programs for reducing physical symptoms
of drug and alcohol withdrawal, relieving
drug craving and for promotion of
relaxation. It seems unlikely that the same
amount and duration of acupuncture that is
prescribed for reducing acute pain would
be equally effective or equally appropriate
for long term cocaine rehabilitation. Thus
the other parametric evaluations that have
been suggested may need to be repeated for
different drugs and for different stages of
treatment for dependence on those drugs.

 
Additional Concerns

Following presentation of the available
evidence for efficacy of acupuncture, the panel
of experts voiced a number of concerns
regarding the studies done to this point.
1. Presumed Mechanism of Action. There

appears to be good evidence from animal
studies that acupuncture can release
endorphins and this has been considered the
primary mechanism of action in relieving
physical withdrawal symptoms in opiate
detoxification (see Lipton, Brewington, &
Smith, 1991 for review). There is no
evidence from human studies that
acupuncture with unstimulated needles can
release endorphins. Even if it is accepted

that acupuncture can release endorphins, it
has not yet been shown that this is the
mechanism for the claimed efficacy of
acupuncture, especially in reducing drug
“craving” or in the promotion of relaxation.
The relevance of this presumed mechanism
of action to treatment of cocaine
dependence is unclear.

2. Use of Electrical Acupuncture. Dr.
Gropper of the National Institute of Justice
suggested that although the addition of
electrical stimulation to acupuncture may
be more effective, this technique presents
an entirely separate array of safety
considerations for the FDA. That is, the
addition of electrical devices attaches
complexity to the studies which would
require more rigorous evaluation prior to
approval.

3. Design Considerations. There was much
discussion about the appropriateness of a
double blind procedure for the evaluation
of acupuncture effects. While it would be
highly desirable, methodologically, to have
both the subject and practitioner blind to
whether acupuncture is applied to “active
sites`” there were many questions raised
regarding the feasibility and desirability of
this standard in future research. A majority
of the Review panel felt that this was the
only appropriate standard against which to
evaluate the effects of acupuncture. One of
the suggested reasons for a double blind
procedure was the feeling that some of the
effects of acupuncture might be due to the
acupuncturist's therapeutic interactions
with the patient during the application of
the procedure. It was felt that these social
and counseling interactions might account
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for some portion of the reported positive
effects. The extent to which the
acupuncturist is able to tell whether a
patient is receiving active placement may
affect the course of the social and
counseling interactions that occur.

 It should be noted that there were two
arguments against the use of double blind
procedures in future studies. The first
argument questioned the ability of a blind
practitioner to locate a truly active site
since there is apparently some anatomic
variability at these sites. There was concern
that the blinded acupuncturist might
actually fail to hit the “active” site and sub-
sequent failure to find a significant response
would be incorrectly interpreted as lack of
efficacy for the acupuncture procedure.
Again, there appear to be contradictory
claims associated with this aspect of the
acupuncture procedure. While some
practitioners report that they are easily able
to tell when a needle is placed in an
“active” site, there are additional claims
that it is impossible to tell whether a needle
is correctly or incorrectly placed. A second
argument suggested that there are really no
“inactive” or “placebo” sites that would be
suitable for sham or placebo acupuncture
placement. It was suggested that
placements in sites far outside the active
area might not be neutral but in fact could
result in pain and thus would not be
considered as an appropriate sham or
inactive placement. A placebo controlled
trial where discomfort was produced in the
placebo condition might produce greater
drop out in the placebo condition and lead,
incorrectly, to the conclusion that the

active acupuncture condition was effective
in comparison.

 One suggestion to remedy this situation
was the use of a non-blind acupuncturist
who would be responsible for locating truly
active and neutral sites on each prospective
subject and for placement of the needles of
each trial. This practitioner would be
instructed to limit his discussion and
interaction with subjects during the study.
A blinded rater would be responsible for
conducting evaluations of the relevant
affective, analgesic, craving and other
responses. In this way, the rater and the
subject would be blind to the condition but
the acupuncture would be delivered in the
manner and place as intended.

 In summary, it was widely felt that a double
blind sham controlled design would be
methodologically preferable to other
designs, although it was recognized that
there are additional considerations in the
choice of “sham” or “inactive” placements.
At the very least, it was recommended that
in all trials, the patient should be blind
regarding the receipt of “active or inactive”
treatment and that all evaluations should be
completed by blind and independent
technicians rather than the acupuncturist.

4. Appropriate Comparison Groups. It was
agreed that there are two different levels of
inquiry needed regarding the effects of
acupuncture. One set of studies is needed
to test the efficacy of acupuncture
compared to no active treatment, that is, a
sham placement. Information from this type
of trial would give indication as to whether
acupuncture has any active affects at all.
This is considered the most necessary type
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of study at this time. The second type of
study would compare acupuncture
treatments for a particular condition against
existing treatments for that condition. An
example of this type of study would be
acupuncture compared with clonidine or
methadone in the reduction of opiate
withdrawal symptoms. This kind of study
would assess the appropriateness,
desirability and practicality of acupuncture
versus the conventional treatments for
these disorders. It was suggested that even
if acupuncture proves to be effective versus
a placebo control, it may or may not
ultimately be the most desirable or effective
of the available therapeutic choices.

5. Appropriate Expectations. The Technical
Review panel considered it very important
to develop appropriate expectations
regarding the role of acupuncture in
substance abuse treatment. This was
thought to be essential for a fair and
reasonable evaluation of this procedure. Is
acupuncture expected to play a role in
assisting detoxification for opiate, alcohol
and cocaine? Is acupuncture expected to be
able to keep a patient from having drug
craving? Is acupuncture expected to be a
generic aid to rehabilitation—if so, in what
way? It was clear from the review of work
ongoing in the field that acupuncture has
been used with many expectations, most of
which appear to far exceed the evidence
available for efficacy. If we are to have a
fair and accurate evaluation of
acupuncture, there should be guidelines
developed regarding the conditions for
which it should be used and the
expectations regarding its use.

 
CONSENSUS AND SUGGESTIONS

FOR FUTURE RESEARCH

It was disturbing to the panel to note that
acupuncture treatment for opiate dependence
had been critically evaluated in the 1970's and
1980's but that there had been very little
methodologically solid work in the area during
those two decades. Meanwhile, acupuncture
procedures have been accepted and expanded
over this same period of time and are now used
in the treatment of cocaine and alcohol
dependence. While some studies have emerged
that were experimentally and clinically
reasonable, the consensus was that much
fundamental work remains to be done and that
after two decades of contemporary use in the
field of addiction treatment, there is no
compelling evidence for the efficacy of
acupuncture in the treatment of either opiate
or cocaine dependence. At the time of this
meeting, the work of Bullock in the field of
alcohol dependence represented the only
methodologically sound suggestion of efficacy
for the use of acupuncture for any dependence
disorder (Bullock et al., l989). This work,
however, needs to be repeated.
It was felt that the field would benefit from
some consensus regarding the parametric and
methodologic considerations in the conduct of
acupuncture trials. It was suggested that these
“guidelines” for the application of the
acupuncture procedure and for the conduct of
clinical trials in this area might provide more
clinically reasonable and scientifically
comparable information in the future. Thus, in
the interest of furthering the field, the following
conclusions and recommendations are offered.
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1. A Review of Available Data Indicates No
Clear Evidence That Acupuncture Is
Effective Compared to Placebo or to
Existing Treatments in the Detoxification,
Primary Rehabilitation, or Relapse
Prevention of Opiate or Cocaine
Dependence (Ter Riet, Kleijnen, &
Knipschild, 1990). As mentioned above,
the studies of Bullock using acupuncture in
the treatment of alcohol withdrawal and
rehabilitation are by far the most
methodologically sound in the field
(Bullock et al., 1989). While there is
indication from this study that acupuncture
can be significantly better than sham or
placebo placement, Worner et al. (1992)
were unable to replicate the results. More
randomized controlled trials are necessary
before an overall conclusion can be made
about the role of acupuncture in the
treatment of alcohol dependence.

 It is important to note that there is very
little evidence that acupuncture is not
effective in the treatment of these
conditions or that acupuncture has
produced any acute harm or negative
effects. In fact, there simply is not much
methodologically convincing evidence for
any overall conclusion regarding
acupuncture treatment for any type of drug
dependence, despite its increased use over
the past decade.

2. There Is Great Need for Standardized
Terminology and Standardized
Methodology in the Provision and Study of
Acupuncture This is critical if this very
diverse set of procedures is to be studied
effectively. Based on the work presented
and the opinions of practitioners

represented at the Technical Review, the
following parametric “standards” are
offered for those contemplating future
studies of acupuncture. These “standards”
are suggested based on what appear to be
the most commonly used methods and/or
those procedures that have the most
scientific support. If these “standards” are
widely adopted for future studies of
acupuncture, there will be a body of
comparable work that may be scientifically
evaluated in the near future. At the same
time, it was strongly suggested that each of
the procedural points listed below should
be investigated independently and
parametrically for a truly definitive set of
standards in the future:
a) Location—application to both ears

rather than to 1 ear appears to be the
standard and should be used in
future studies.

b) Type—most work to date has been
done using needles rather than
pressure or electrical stimulation.
Additional work should concentrate
on use of needle application rather
than pressure or electrical
stimulation.

c) Number of points—Five points in
each ear are most common and these
“standard points” appear to be state
of the art. The 5 points are: Lung,
shen-men, sympathetic, kidney, and
liver. It should be noted that a
strong case was made by Dr. Ulett
for simply using 1 point in the
concha of each ear. While this case
was made with some support from
neuroanatomical and
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electrophysiologic findings, there
was much disagreement of
practitioners in the field and at this
point in time, the “five point,
bilateral method” appears to be the
most commonly applied.

d) Trials—While this is quite variable
at the moment, the opinion of the
acupuncturists at the Technical
Review appears to be that one 20
minute session per day of bilateral
application for a 10 day period
appears to be the minimal conditions
necessary for effective treatment of
substance abuse problems such as
opiate, cocaine or alcohol
detoxification. There was some
sentiment for extended applications
to as much as 20 days. While this
duration of treatment may be
necessary, most agreed that no study
of acupuncture (at least for the
treatment of withdrawal symptoms)
could be expected to show
significant results if it is less than 10
days duration, at 1 session per day.

e) Detoxification studies in controlled
environments. There is clear need
for alcohol and opiate detoxification
studies in controlled environments
with regular urine/breath screenings
to exclude the possibility of interim
drug usage. There are the drugs
where there is the clearest body of
available evidence (albeit much of it
anecdotal evidence) for
acupuncture's effects and clear cut
withdrawal symptoms that can be
objectively measured.

f) Outcome measure—Urinalysis is an
objective and essential measure.
Assessment of urines 3 times a week
is maximally efficient for detecting
heroin or cocaine use.

1. Suggested Studies as Potential Alternatives
to Traditional Parallel Group Clinical
Trial Design:

2. Drop out study: in which subjects drop-out,
than those remaining are randomized.

3. Dose-response: in which all subjects
receive acupuncture and different “doses”
are examined.

 
4. Discontinuation design: in which all

subjects receive “true” acupuncture. Once
responders are identified, continue “true”
acupuncture treatment in half of
responders, and discontinue active
acupuncture in the other half, while
administering sham acupuncture instead.
See if relapse occurs in the sham group.
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Case Vignette -- Alice
Alice, a 27-year-old single parent, physically abused and neglected her 12-year-old daughter while
drunk and on drugs. She says she was unaware that her daughter was sexually abused by one of
her (Alice's) male friends. Efforts to get Alice into treatment failed. After a serious beating by
Alice, her daughter was placed in family foster care. In the past two years, the daughter has had
multiple placements and has run away from all homes. The child welfare caseworker is working to
reunite the daughter with Alice.

As part of the case plan, the caseworker persuaded Alice to enter a 72-hour medical detox
program. After discharge, Alice abstained from drinking for thirty days. She attends AA daily.

Alice has a long history of unstable employment and financial problems due to her drinking.
Through AA contacts, she has gotten a job in a florist shop. The caseworker helped Alice find a
new apartment in a safer neighborhood.

The daughter, who also has a history of alcohol and drug use, has returned home. She had a
history of truancy and failure in school but she has re-entered school and met with her counselor
to design a study program.

Both Alice and her daughter are surprised to find that some of their old conflicts are still present
even though both of them are currently sober. A month after being reunited, Alice “had a bad
day” and drank a six pack of beer. She went to AA the next day and talked to her sponsor.

QUESTIONS

A.  What factors place Alice's daughter at risk of developing a problem ___________________
________________________________________________________________________
________________________________________________________________________

B. What stage of recovery is Alice in? ____________________________________________

C. What should have been included in the reunification plan? What issues do Alice and her
daughter still need to address? _______________________________________________
_______________________________________________________________________
_______________________________________________________________________

D.  What can Alice learn from her relapse?__________________________________________
________________________________________________________________________
________________________________________________________________________

Source: Child Welfare League of America, Act-1 Alcohol and Other Drugs: A
Competency-Based Training. 1993.



INTRODUCTION TO ADDICTION STUDIES
Treatment, Recovery, Relapse

UCSD ATTC 9 -  Case Vignettes - page 2 February, 1997

Case Vignette - Jane

Jane, a 32-year-old alcoholic, calls her child welfare worker to come to an AA meeting to watch
her receive her six-month sobriety pin.

Her 17-year-old polydrug-using daughter, who completed a 60-day residential drug treatment
program six months ago, is in the audience. The daughter has relapsed dozens of times since her
treatment. Sometimes, she says it is due to pressure from her former drug-using friends. At other
times, old sights and sounds trigger an incredible urge to use. Sometimes she uses to avoid “sad
feelings.” She continues to go to counseling and Ala-Teen meetings and is trying to maintain the
progress she has made.

Jane's daughter sees a counselor but she has not yet addressed the issues around her physical and
sexual abuse history. She was maltreated by her mother for years during the “drinking” time.” In
addition, she was sexually abused by one of her mother's male friends, and for two years lived
apart from her mother in foster care. She says these issues are too hard to face.

For the first time in years, Jane has a stable job and has caught up on all her bills. She deeply
regrets her abuse of her daughter and is determined to continue her own recovery and to help her
daughter address her problems. She is very sad that she and her daughter are not close to each
other.

QUESTIONS

A. What stage of recovery is Jane in?_____________________________________________
_______________________________________________________________________
_______________________________________________________________________

B. What stage of recovery is Jane's daughter in? ____________________________________
_______________________________________________________________________
_______________________________________________________________________

C. What might help Jane's daughter at this stage? ___________________________________
_______________________________________________________________________
_______________________________________________________________________

D.  What factors could jeopardize Jane's recovery? ___________________________________
________________________________________________________________________
________________________________________________________________________

Source: Child Welfare League of America, Act-1 Alcohol and Other Drugs: A
Competency-Based Training. 1993.
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Case Vignette -  Mary

Mary is a 30-year-old woman with a 15-year-old daughter, Sarah. Mary has been drinking for 15
years. She has developed a high tolerance for alcohol and finds she must drink to feel “normal.”
Whenever she stops drinking, she becomes ill and resumes drinking in order to stop withdrawal
symptoms such as nausea, shakiness, and depression. Her liver has been damaged, giving her skin
and eyes a yellowish tone.

Mary lost her job due to chronic absenteeism. She has been unable to meet her rent payments.

Mary has been divorced from Sarah's father for five years. She has had a series of relationships
with men, all drinkers. Three years ago one of the men she was involved with sexually abused
Sarah. Mary ended the relationship but has not talked to Sarah about the incident. On many
occasions when she was drunk, Mary beat Sarah. She rarely remembers the incidents because
she has frequent blackouts.

Sarah has been drinking alcohol and using marijuana for three years. She skips school on a
regular basis, but Mary is rarely sober enough to notice. Sarah is intellectually bright but for
several years has consistently brought home Ds on her report cards. She denies that she has a
drug or alcohol problem and states that she could quit any time. Sarah has no close friends
and describes herself as a loner.

Mary also denies her alcoholism. She only drinks beer and wine, and never before 5:00 P.M.
She says that proves she is in control.

Sarah sustained serious injuries after a beating by Mary and had to go to the emergency room.
Child protective services was called. The child welfare worker has arranged for in-home services
to attempt to keep Sarah in the home.

QUESTIONS

A.  What stage of alcohol abuse is Mary in?_________________________________________
________________________________________________________________________
________________________________________________________________________

B.  What phase of recovery is Mary in? ____________________________________________
 ________________________________________________________________________
 ________________________________________________________________________
C.  Are there factors that might motivate Mary to pursue recovery?______________________
 ________________________________________________________________________
 ________________________________________________________________________
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Case Vignette -  Mary  (continued)

D.  What is the evidence that Sarah has a problem? What factors place her at high risk?    ____
 ________________________________________________________________________
 ________________________________________________________________________
E.  What intervention strategies might work at this stage? _____________________________

________________________________________________________________________
________________________________________________________________________

Source: Child Welfare League of America, Act-1 Alcohol and Other Drugs: A Competency-
Based Training
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Case Vignette - Sue
Sue is a 31-year-old alcoholic who occasionally also abuses prescribed medications. Her 16
year-old daughter was referred to juvenile court and assigned a caseworker after being arrested on
a driving while intoxicated (DWI) charge following an accident. Multiple illegal drugs were found
in the car. The judge ordered drug treatment. The caseworker took the daughter for an alcohol
and drug assessment. The results indicated that she could benefit from residential treatment.

Sue is opposed to the idea of treatment for her daughter. She says that all girls “drink and drug a
little at this age.” Her daughter is shaken by the court ruling and assessment and admits to having a
problem. She tells the caseworker that she wants treatment. He arranges for her to go to a 60-day
adolescent program. Sue agrees to give permission, but makes it clear that she wants no part of the
program.

Sue's daughter enters the program and after the first week can begin to see herself as becoming
drug free. She becomes interested in school subjects in spite of a history of truancy and failure.
Tests reveal that she is bright but needs a great deal of help in catching up. She enrolls in an
independent-study program. She has never had friends, and always described herself as a loner,
but enjoys meeting other adolescents in the program. She reveals to the group that she had been
physically abused and alludes to other family secrets.

Life for Sue, however, goes downhill. She loses her job and is evicted from her apartment for
failing to pay the rent. She copes by increasing her drinking and moving into a “crash pad” with
other drug-using friends. She becomes acutely ill and is taken to the emergency room, where she
is diagnosed as having ulcers and liver damage. She agrees to enter a 72-hour medical detox
program, but maintains that she doesn't have a drinking problem.

QUESTIONS

A.  What phase of recovery is Sue's daughter in?________________________________________
__________________________________________________________________________
__________________________________________________________________________

B. What phase of recovery is Sue in? _______________________________________________
__________________________________________________________________________
__________________________________________________________________________

C.  What personal issues does Sue's daughter need to address in addition to chemical
dependency? _________________________________________________________________

__________________________________________________________________________
__________________________________________________________________________

D.  What issues does Sue need to address in order to stay alcohol free after detox?_____________
__________________________________________________________________________
__________________________________________________________________________

Source: Child Welfare League of America, Act-1 Alcohol and Other Drugs: A
Competency-Based Training. 1993.
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Topic Ten
Family Issues

This unit is designed to give students an overview of the issues and dynamics involved with
substance abusing families. The instructor should probably start with a general introduction to
family dynamics and roles in “healthy” families before moving on to dysfunctional families and the
dynamics of the families where at least one member is an addict. The classroom options outlined
below follow this pattern, but also provide an opportunity to think critically, in the cross-cultural
context, about some of the concepts involved with families affected by AOD. It is probably most
important in this unit on families, that students get used to thinking about the concepts in
culturally relative ways. Kinney & Leaton, Chapter 7, provides an introduction to some standard
terminology used with substance abusing families. Supplemental material for instructor use,
provided with this chapter, may also be used as handouts. This material elaborates upon these
dynamics and terms, and gives special attention to the role of family dynamics in the multi-
generational transmission of addictive disorders.

Learning Objectives

• To become familiar with some of the terminology used to describe the dynamics of
families.

• To become familiar with the roles and terminology used with substance abusing families.
• To become aware of how some of these concepts are not only limited, but may be

dangerous when inappropriately applied, especially in cross-cultural contexts.

Classroom Options

• Classroom Option I

Use the handout entitled, “Looking at the Family System,” to introduce terms and
parameters used to describe the dimensions and dynamics of all families. Look at each of
the seven factors listed, and describe each of them for a “healthy” family. Now use any or
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all of the following handouts (all included) to explore the various dimensions of substance
abuser's families:

 “Rules in the Chemically Dependent Family”
“The Impact of Chemical Dependency on Families”

“Adult Children of Addicts as Parents”
“Children of Substance Abusers: Points to Remember”

“Resiliency in Children of Substance Abusers”
“Helpful Tips”

“The Resiliency Mandela”

• Classroom Option II

Ask students to complete the “Family Genealogy” chart included with this chapter. Ask
them to identify any family members they are aware of who have or had AOD related
problems. This is for their use only and not to be handed in. Alternatively, they may
complete the questionnaires entitled, “Family Drinking Survey”, or “Al-Anon, Is it for
you?” also included. Facilitate discussion if students feel like sharing.

• Classroom Option III

 Referring to the included supplemental material entitled, “Recovery and Reorganization
of the Whole Family,” discuss the limitations of the codependence model when applied to
different cultures. Specifically, cultures characterized by “healthy mutual interdependence”
(some Asian groups, some Latinos, and some Native-Americans). When does caring for
someone else become pathological? What has been the historical survival value of mutual
interdependence for members of oppressed minority groups? How has the legacy of
chattel slavery contributed to codependent behavior, when it exists, of African-American
women with regard to their men, be they sons or husbands/lovers? Under what
circumstances can concepts such as “enmeshment”, “parentified child”, and others,
actually be resilience factors?

• Classroom Option IV

Select any or all (depending on time allotted) of the case vignettes, those of Barbara, Jim,
and Juanita to distribute or project. Using all of the material covered in this unit, read the
cases aloud and answer the questions included with each case.
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• Classroom Option V

Project, or distribute and discuss the Al-Anon handout entitled, “Detachment” which is
included. What are some of the challenges family members face when attempting to
maintain this type of detachment?

Further Reading

Understanding and Treating Codependence, by James A. Kitchens. Englewood Cliffs, NJ:
Prentice Hall, 1991.

This a useful book which explores many of the dimensions of codependence. There are
chapters on the clinical features of codependence, family dynamics, assessing and
diagnosing codependence, and several chapters on counseling adult children of
addicts/alcoholics. The shortcoming of the book is that none of this is situated in a cross-
cultural context.

Diagnosing and Treating Codependence: A Guide for Professionals who Work with Chemical
Dependents, Their Spouse and Children, by T.L. Cermak. Minneapolis: Johnson Institute Books,
1986.

The author, a clinician, describes these dysfunctions as a syndrome consistent with DSM-
III criteria. Treatment approaches are described.

Unannotated

Families in Transition, Fourth edition, by Arlene and Jerome Skolnick.  New York: Harper &
Collins, 1994.

Facing Codependence: What is it?  Where it Comes From, How it Sabotages our Lives, First
edition, by Pia Mellody.  San Francisco: Perennial Library, 1989.
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Video Resources

• Relationships in Recovery. 53 minutes. Most clients and their families
struggle with dysfunctional relationships. This video provides a strong
foundation for helping understand relationship problems and their solutions.
It reviews the dynamics of functional versus dysfunctional relationships and
explores: types of relationships, love triangles, types of intimacy,
codependency issues, and stepping stones to recovery Available from:  CL
Productions, Inc., 342 Hillside Ave., Santa Fe, NM 87501.  (800) 203-3597.

 
• Bradshaw on the Family, by John Bradshaw, 1985.  Ten  videocassettes (600

minutes).  KUHT-TV, Houston Public Television,  4513 Cullen Boulevard,
Houston, Texas 77004

Online Resources

• AL-ANON (and ALATEEN for younger members) is a worldwide
organization that offers a self-help recovery program for families and friends
of alcoholics whether or not the alcoholic seeks help or even recognizes the
existence of a drinking problem.

http://solar.rtd.utk.edu/~al-anon/

• The National Association for Children of Alcoholics (NACoA) believes that
no child should grow up in isolation and without support. It is the only
national nonprofit membership organization working on behalf of children of
alcoholics. Our mission is to advocate for all children and families affected by
alcoholism and other drug dependencies. This mission drives all of our
programs and materials to help children of alcoholics. In a word, we help kids
hurt by parental alcohol and drug use.

http://www.health.org/nacoa/
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Rules In The Chemically Dependent Family

Rules are a necessary part of maintaining order in life . . . and we could not live without them . . .
I want to raise questions about how those family rules are used and misused . . . and to draw
attention to the consequences of the crazy-making family rules we live by.

Rule 1: It’s not okay to talk about problems. We learn the no-talk rule from what our parents
say (“don’t tell others about what goes on in this house”) and what parents do (parents don’t talk
about problems although tension may be hanging heavy in the air). We learn to avoid our
problems. When we can’t talk about things that bother us, we are likely to act them out, and
things get worse.

Rule 2: It’s not okay to talk about or express our feelings openly. Because of cultural
expectations, Americans are restrained about expressing true emotions. We just aren’t supposed
to talk about some emotions. In the dysfunctional family the emotional blocking is even a greater
problem. We don’t go into feelings, we don’t explore them, and we don’t talk about them. (“Keep
that up and I’ll give you something to cry about.”) As well, we get that message in more subtle
ways such as when a frightened child tries to crawl into a parent’s lap. The parent becomes tense
and uncomfortable with his/her own feelings and can’t deal with the child’s feelings. The parents
can handle closeness as long as it’s at arm’s length.

Rule 3: Don’t address issues or relationships directly. Communication is done indirectly, with
one person acting as messenger between two others (triangulation) . . . issues are about “you and
me and the                           .” Children have little power over adults, yet they are burdened to
“fix things up” between non-communicating parents. This communication produces confusion and
guilt for everyone. When it explodes, the children believe they are the cause of their parents’
problems.

Rule 4: Always be strong, always be good, always be perfect. In the dysfunctional family, an
ideal is created about what is good and right and best . . . and is far removed from what is possible
and realistic. We end up punishing ourselves and others because our expectations are not met.
Being okay and feeling together inside requires that we maintain control over things on the
outside. Letting go is frightening. Love is dependent on what we do, not on who we are.
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Rules In The Chemically Dependent Family  (continued)

Rule 5: Don’t be selfish. We learn to view ourselves as wrong for placing our needs before the
needs of others. Normally, there are times in life when it makes good sense to take care of
ourselves first. If we believe our own needs are wrong, then we will never be able to ask directly
for those needs to be met. We learn to manipulate to get personal needs met or we learn to take
care of others. Without somebody to take care of, we feel we have no purpose or worth. Guilt
and shame are strong, dominating feelings. We continue to let ourselves be used, then feel
resentful, bitter and angry, and still our needs aren’t met.

 Rule 6: Do as I say .. . not as I do. This rule teaches us not to trust. If we are taught by our
parents to be honest, then see our parents being dishonest, we become confused and suspicious.
We stop trusting and begin to count only on ourselves. What we see is inconsistency. What we
know is that the only certain thing is that nothing is for sure. In The Road Less Traveled, M. Scott
Peck writes that the rule “Do as I say, not as I do,” is one of the most destructive messages
parents can give their children. We tell ourselves and others that it is important to be true to
ourselves, but in reality we are not. We are thinly disguised hypocrites. We do not do as we say.

Rule 7: It’s not okay to play. In the dysfunctional family, the world is a very serious place. Life
is seen as difficult and painful. We work twice as hard as everyone else to feel okay. Having a
project or some crisis to deal with gives us a sense of purpose. We believe that what we do is a
measure of who we are. Identity and self-worth are linked to a job. The longer we deny our need
to play, the more we suffer. We abandon ourselves, but blame others for our inability to be
spontaneous or genuine.

Rule 8: Don’t rock the boat. Every family is a system and each person has a role. The rules help
each person know his/her part. Stability is one of the positive results of healthy family rules. All
systems have a self-adjusting mechanism, a desire for homeostasis. The family adjusting to change
is a health quality. In families where there are lots of unresolved issues such as alcoholism,
chemical dependency, physical or sexual abuse, the system also seeks to maintain a type of
balance, but the balance it seeks to maintain is an unhealthy one. The system seeks to maintain
itself and the rules don’t allow for healthy change. “Don’t rock the boat” is the master rule. It is
the rule that rules.

Source: Robert Subby, Lost in the Shuffle, the Co-dependent Reality, Health Communications,
Inc., Pompano Beach, Florida, 1987.
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The Impact of Chemical Dependency on Families

Disrupted Activities

Research has shown that the impact of chemical dependency on the family system is often directly
related to the disruption of family activities. These activities fall into three broad categories:
family celebrations, family traditions, and patterned routines. In families where one or more
members is chemically dependent, we often find the following disruptions:
· Family celebrations and traditions such as holidays, birthdays, and anniversaries are

inconsistently observed.
· Routine patterns that govern daily life such as dinner time, homework time, curfew, chores,

and bedtime are often arbitrary or nonexistent. This lack of pattern may result in a lack of
monitoring or supervision of children in the family. Rules and the consequences for breaking
rules may be inconsistent. This may lead to inconsistent or excessively severe discipline of
children.

· Family routines and the behavior of members change depending on whether a family member
is using or not using AOD at the time.

Common Characteristics of Chemically Dependent Families

When family members become organized around the dependent person and family activities are
disrupted, families may develop certain characteristics. For example:
· Communication between family members may become rigid, with strict rules about

unmentionable subjects.
· Children may take on a parental role with other family members.
· Alcohol or other drugs may be used by other family members to handle stress or solve

problems.
· Family members may feel comfortable only during a crisis and may create crisis in order to

establish emotional closeness.
· Family members may lack clear behavioral expectations of other members.
· Parents may have low expectations for children’s success.
· Privacy may not be valued or respected.
· There may be a strong sense of loyalty between family members.

Source: Child Welfare League of America. Act 1 Drugs:  Alcohol and Other Drugs: A
Competency-Based Training. 1993
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Adult Children of Addicts as Parents

Adult children of addicts (ACOAs) often have painful memories associated with disrupted family
holidays and traditions. These painful memories may get in the way of their giving these things to
their children even when they want to, they often don’t know how to establish formal traditions,
celebrations, or routines.

· Because ACOAs often have no concept of what normal is, they see normal as “perfect” and
will often become perfectionist parents.

· ACOAs often have no frame of reference for setting appropriate boundaries and therefore
are unable to set appropriate limits for their children.

· ACOAs often find it difficult to play because they have only seen out-of-control adults who
were drinking or using drugs. They fear that spontaneity will lead to chaos.

· ACOAs will often be hypervigilent parents who smother their children with concern or fear.
· ACOAs have often been inappropriately touched as children and may be ambivalent about

showing physical affection.
· ACOAs have difficulty with grieving because of the many unresolved losses in their lives and

may have problems being emotionally available to their children’s sadness.
· ACOAs may have been parental children and may expect their children to take care of them

as they took care of their parents.
· ACOAs may minimize their children’s feelings because that was their experience as children.
· ACOAs are often heavily invested in their work because that is a source of self-esteem. 

They feel incompetent as parents.
· ACOAs may harbor deep-set feelings of shame for their parents and have overwhelming

feelings of failure for recreating the addiction cycle.
· ACOAs may associate the ability to express emotion with drinking or being out of control

and may not know healthy ways to express strong feelings without fear.

Source: Child Welfare League of America. Act 1 Drugs:  Alcohol and Other Drugs: A
Competency-Based Training. 1993.
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Children of Substance Abusers: Points to Remember

· Children of substance abusers (COSAs) are often put in parenting situations with young
siblings and need help in learning just to be a child.

· COSAs will blame themselves before they will blame their parents.
· COSAs think they are responsible for their parents’ substance abuse.
· Lying is often common for all members of the family. COSAs may need help in learning that

it is okay to tell the truth.
· COSAs often don’t feel they have a right to their feelings because their parents denied or

minimized feelings.
· COSAs may look for approval by being compulsively helpful and may need help in

understanding they have value all on their own.
· COSAs have been verbally abused. It is highly likely they have been neglected and physically

and/or sexually abused; touching of any kind may be threatening.
· Expressions of strong feelings such as love may have occurred only during periods of

parental AOD use; children, especially adolescents, may seek expressions of feelings through
the use of chemicals.

Source: Child Welfare League of America. Act 1 Drugs:  Alcohol and Other Drugs: A
Competency-Based Training. 1993
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Resiliency in Children of Substance Abusers
 
· A relationship with a caring adult role model
· Self-esteem and internal focus of control
· A sense of purpose and future
· A sense of one’s own identity and the ability to act independently and exert some control

over one’s environment
· Problem-solving skills and the ability to plan
· A sense of humor and the ability to play
· A conscience and the ability to sacrifice for others
· The ability to adapt to new situations
· Social competence and the ability to recruit and attach to adults or parent surrogates

Source: Child Welfare League of America. Act 1 Drugs:  Alcohol and Other Drugs: A
Competency-Based Training. 1993
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Helpful Tips

1. Assist the dependent person in recognizing the negative effects of chemical dependency on
the children and other family members, including the extended family, when appropriate.

2. Discuss the AOD issue as early and openly as possible, remembering that this may be the
first time the family has acknowledged chemical dependency to any outsider.

3. Use family members in the assessment and planning process, but remember to focus on
resilience as well as weakness.

4. Remember that children of addicts have often been put in parental roles and will frequently
try to take charge away from the adults in their lives (parents, foster parents, caseworkers,
or other authority figures), relieving them from their legitimate responsibilities.

5. Empower family members to get help for themselves, regardless of whether or not the
dependent person seeks treatment. Remember that most addicts do not seek treatment or
recover, but that does not mean that the family can’t get help and become healthy.

6. Teach family members to detach from the dependency and organize around their own needs.

7. Help the family learn how to protect its space, set boundaries, and create consistent family
activities.

8. Help the family members understand how to take back control of their lives from the
addicted person. Remember that this may be the first time family members have ever tried to
set limits and they may need time to learn this skill.

9. Remind the family that they are not alone, that help is available, and that one out of four
people have been impacted by addiction. Help family members to break their isolation by
connecting them to self-help or community resources.

10. Be sensitive to and respectful of the family’s cultural values.

Source: Child Welfare League of America. Act 1 Drugs:  Alcohol and Other Drugs: A
Competency-Based Training. 1993
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Recovery and Reorganization of the Whole Family

• A period of disillusionment comes when everything is not the way everyone had hoped—
• sobriety does not bring immediate relief, because role expectations may not be fulfilled.
 
• The family has to look at problems that have developed in relation to the alcoholism

problems and things that are not related and may not change.
 
• The nondrinking partner has to give up her or his new role, and the drinker has to reestablish

or simply establish his or her role; these changes may be difficult because the family’s lack of
trust can prove to be a barrier.

 
• If the drinker is involved in AA, the nondrinking partner may resent the time it takes away

from the family.
 
• The nondrinking partner may leave the drinker now, not because of the loss of control over

the drinker, as the literature sometimes states, but rather because problems in the
relationship other than alcoholism are obvious now, and the nondrinker may feel more
comfortable leaving the spouse in this healthier state than when the illness was at its worst.

In viewing the problem as a family illness, the AODA field has used words such as “co-addict”
and “enabler” to describe the behavior, attitudes, and feelings of family members who helped to
maintain or foster the addict’s AOD use. The word “codependent” has also been used to describe
family members whose lives develop in reaction to and center on that of the AOD-involved
individual. The codependent person becomes preoccupied with the other person’s behavior, may
place the other person’s well-being before his or her own, and may be able to derive self-esteem
only to the extent that he or she can care for this other person (Cermak 1986). This concept
seems to have received broad acceptance in the AODA treatment field (Beattie 1987; Bradshaw
1988; Schaef 1986; Treadway 1990).

However, in a thoughtful article focusing on cross-cultural issues, Inclan and Hernandez (1992)
raise serious questions about the utility of the codependency concept with the economically
disadvantaged, chemically dependent Hispanic client and his or her family, as well as with the
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Recovery and Reorganization of the
Whole Family  (continued)

numerous immigrant groups coming to the United States from Eastern Europe, Asia, and Latin
America.

They raise the concern that the changes the client and family are expected to accomplish for
recovery from this “disease” of codependency conflict with cultural values, in particular with the
important Hispanic value of familism. They believe that the standard clinical approaches to
codependency are supported by the White values of individuation and individualism, values that
are not necessarily congruent with those of other cultures. They stress that labeling certain forms
of behavior as codependent must consider the patient’s class and cultural matrix. They view the
codependence model as lacking in sociocultural variables in theory and intervention methods,
because its premises are presented as absolutes and are applied to any family experiencing the
problems of alcoholism. They warn that “such a culturally blind practice might err by unwittingly
defining recovery and normality as the client’s and family’s ability to incorporate values, beliefs,
and behavior that are more congruent with the ways of the Anglo culture than with their own. In
doing so, therapists may encounter resistance and treatment failures arising from the lack of an
appropriate cultural fit of the model to the population” (p. 247).

To provide culturally sensitive therapy, Inclan and Hernandez recommend a “culture-migration
dialog,” which begins when the therapist shifts the focus of the initial treatment phase from a
problem-oriented inquiry about AOD use and other family disruptions to one that emphasizes
learning about the family’s history, values, heritage, migration pattern, and cultural background.
They further recommend “cultural reframing,” or reformulating the presenting problem so that the
tension, dilemmas, and pressures experienced by family members are understood as derived from
and congruent with the demands of migration and acculturation. They conclude that treatment
goals should not include acquiring “new” family values that “support recovery,” but should be
aimed at helping the client or family modify behavior that is supporting the disease.

Source: Center for Substance Abuse Prevention, Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995.
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Al-Anon …  Is It For You?

Millions of people are affected by the excessive drinking of someone close. The following
twenty questions are designed to help you decide whether or not you need Al-Anon:

1. Do you worry about how much someone
else drinks?

11. Does it seem as if every holiday is
spoiled because of drinking?

2. Do you have money problems because of
someone else’s drinking?

12. Have you considered calling the police
for help in fear of abuse?

3. Do you tell lies to cover up for someone
else’s drinking?

13. Do you find yourself searching for
hidden liquor?

4. Do you feel that if the drinker loved you,
he or she would stop drinking to please
you?

14. Do you often ride in a car with a driver
who has been drinking?

5. Do you think the drinker’s behavior is
caused by his or her companions?

15. Have you refused social invitations out
of fear or anxiety?

6. Are routines frequently upset or meals
delayed because of the drinker?

16. Do you sometimes feel like a failure
when you think of the lengths you have
gone to control the drinker?

7. Do you make threats, such as, “If you
don’t stop drinking, I’ll leave you”?

17. Do you think that if the drinker stopped
drinking, your other problems would be
solved?

8. When you kiss the drinker hello, do you
secretly try to smell his or her breath?

18. Do you ever threaten to hurt yourself to
scare the drinker?

9. Are you afraid to upset someone for fear it
will set off a drinking bout?

19. Do you feel angry, confused, and
depressed most of the time?

10. Have you been hurt or embarrassed by a
drinker’s behavior?

20. Do you feel there is no one who
understands your problems?

If you have answered yes to three or more of these questions, Al-Anon or Alateen may help.
You can contact Al-Anon or Alateen by looking in your local telephone directory or by writing
to:

Al-Anon Family Group Headquarters, Inc.
PO Box 862, Midtown Station

New York, New York 10018-0662

@Al-Anon Family Group Headquarters, Inc. 1980            10-9OOM-89-100/2.00     S-17

Source: Office of Substance Abuse Prevention, Mental Health Counselors Training Course:
Alcohol and Other Drug Abuse Prevention. October, 1992.
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Looking at the Family System

Family Rules: A family is a rule-governed system. All members behave in organized, repetitive
patterns of interaction with one another. Family rules determine the patterning of behaviors
between members.

Family Roles: Each person in a family carries a multiplicity of roles that are integrated into the
family’s structure. Role definitions can be flexible or rigid, clear or ill-defined.

Family Power Structure: All families develop a power structure that defines the relative
influence that each member has upon the others and determines how members will participate in
decision-making. It is through the power structure that systems are able to maintain the behavior
of individuals within acceptable limits, thus maximizing the possibility of group survival.

Family Homeostasis: This is the balanced steady state of equilibrium that families strive to
maintain because it is familiar and comfortable. Regardless of how painful an interaction may be,
the familiarity of that interaction may feel safer than the unknown.

Communication Patterns: For a family to function effectively, it must develop ways and means
of establishing and maintaining clear communication channels. Language and nonverbal messages
are the basis for communicating. Patterns of family communication can be broken down into two
dichotomized variables: clear vs. masked and direct vs. misplaced.

Boundaries: Boundaries differentiate the system from its environment. They protect and maintain
the system. They also delineate the family subsystems. When viewed as a continuum, boundaries
can range from open to closed, from clear to diffuse.

Family Myths: All families have their myths.  These are ill-founded, well-systematized beliefs
shared by all family members. The myths within families help shape interactions between the
members and partly determine the nature of family rules and behaviors.

Source: Child Welfare League of America. Act 1 Drugs:  Alcohol and Other Drugs: A
Competency-Based Training. 1993
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Family Drinking Survey

Yes   No

1. Does someone in your family undergo personality changes when he or she drinks o o
 to excess?
 
2. Do you feel that drinking is more important to this person than you are? o o
 
3. Do you feel sorry for yourself and frequently indulge in self-pity because of what o o
 you feel alcohol is doing to your family?
 
4. Has some family member's excessive drinking ruined special occasions? o o
 
5. Do you find yourself covering up for the consequences of someone else's drinking? o o
 
6. Have you ever felt guilty, apologetic, or responsible for the drinking of a member o o
 of your family?
 
7. Does one of your family member's use of alcohol cause fights and arguments? o o
 
8. Have you ever tried to fight the drinker by joining in the drinking? o o
 
9. Do the drinking habits of some family members make you feel depressed or angry? o o
 
10. Is your family having financial difficulties because of drinking? o o
 
11. Did you ever feel like you had an unhappy home life because of the drinking of o o
 some members of your family?
 
12. Have you ever tried to control the drinker's behavior by hiding the car keys, o o
 pouring liquor down the drain, etc.? 
 
13. Do you find yourself distracted from your responsibilities because of this person's o o

 drinking?
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Family Drinking Survey (continued)
 Yes   No
14. Do you often worry about a family member's drinking? o o
 
15. Are holidays more of a nightmare than a celebration because of a family member's o o
 drinking behavior?
 
16. Are most of your drinking family member's friends heavy drinkers? o o
 
17. Do you find it necessary to lie to employers, relatives, or friends in order to hide o o
 your spouse’s drinking?
 
18. Do you find yourself responding differently to members of your family when they o o
 are using alcohol?
 
19. Have you ever been embarrassed or felt the need to apologize for the drinker's o o
 actions?
 
20. Does some family member's use of alcohol make you fear for your own safety or o o
 the safety of your family? 
 
21. Have you ever thought that one of your family members had a drinking problem? o o
 
22. Have you ever lost sleep because of a family member's drinking? o o
 
23. Have you ever encouraged one of your family members to stop or cut down on his o o
 or her drinking?
 
24. Have you ever threatened to leave home or to leave a family member because of o o
 his or her drinking?
 
25. Did a family member ever make promises that he or she did not keep because of o o
 drinking?
 
26. Did you ever wish that you could talk to someone who could understand and help o o
 the alcohol-related problems of a family member? 
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 Family Drinking Survey  (continued)
 Yes   No
27. Have you ever felt sick, cried, or had a "knot" in your stomach after worrying about o o
 a family member's drinking'? 
 
28. Has a family member ever failed to remember what occurred during a drinking o o
 period?
 
29. Does your family member avoid social situations where alcoholic beverages will o o
 not beserved? 
 
30. Does your family member have periods of remorse after drinking occasions and o o
 apologize for his or her behavior? 
 
Please write any symptoms or medical or nervous problem that you have experienced
since you have known your heavy drinker. (Write on back if more space is needed.)
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

If you answer "YES" to any 2 of the above questions, there is a good possibility that someone in
your family may have a drinking problem.  If you answer "YES" to 4 or more of the above
questions, there is a definite indication that someone in your family does have a drinking problem.

(These survey questions are modified or adapted from the Children of Alcoholic Screening Test
(CAST), the Howard Family Questionnaire, and the Family Alcohol Quiz from Al-Anon.)

Source: American Mental Health Counselors Association.  Mental Health Counselors Training
Course: Alcohol and Other Drug Abuse Prevention.  1992.
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Family Genealogy

General Objective:  The person will become familiar with his/her personal family history.

Directions:  complete a genogram for your family.  Within the appropriate circles and squares,
print the family member’s name, age, and disease, if applicable.  Place an “x” through each circle
or square for a family member who is deceased; also indicate age and cause of death.  Stillbirths,
miscarriages, and abortions should also be indicated.  If a child is from a previous marriage,
indicate by drawing a line from the natural parent to the child.  Designate the sex of each person
using symbols indicated in the key.  Finally, draw a large inclusive circle around persons presently
living in your household.

Source:  Bates, C. and Wigtil, J., Skill Building Activities for Alcohol and Drug Education. 
Boston: Jones and Bartlett Publishers. 1994.
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The Resiliency Mandala

Seven Areas of Resilience

Each of these areas of resilience has been witnessed, to some degree, even in young children from
the worst of circumstances who eventually overcome the adversity they face.

1. Insight:  The habit of asking tough questions and giving honest answers leads to a deep
understanding of self and others.

2. Independence:  Drawing boundaries between yourself and troubled parents; keeping
emotional and physical distance while satisfying the demands of your conscience, and the
longing for a family.
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The Resiliency Mandala  (continued)

3. Relationships:  Intimate and fulfilling ties to other people balance a mature regard for your
needs, with empathy and the capacity to give to someone else.

4. Initiative:  Taking charge of problems, exerting control, developing a taste for stretching and
testing yourself in demanding tasks.

5. Creativity:  Imposing order, beauty, and purpose on the chaos of troubling experiences and
painful feelings.

6. Humor:  Finding the comic in the tragic.

7. Morality:  An informed conscience that extends your wish for a personal life for all of
humankind.  It is the ability to feel for others and the demonstration of principles like
compassion and fair play.

Adapted from J. Steven and S. Wolin, The Resilient Self: How Survivors of Troubled Families
Rise Above Adversity (New York: Villard Press, 1993).

Source: Child Welfare League of America. Act 1 Drugs:  Alcohol and Other Drugs: A
Competency-Based Training. 1993
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Detachment

The following statement, based on Al-Anon's Conference-Approved Literature, is written with the
hope that it will help you understand the Al-Anon concept of Detachment:

· Alcoholism is a family disease. Living with the effects of someone else's drinking is too
devastating for most people to bear without help.

· Detachment, a recovery tool for the family in Al-Anon, helps members to help themselves.

· In Al-Anon we learn that individuals are not responsible for another person's disease or
recovery from it.

· We let go of our obsession with another's behavior and begin to lead happier and more
manageable lives, lives with dignity and rights, lives guided by a Power greater than
ourselves.

· In Al-Anon we learn:

- Not to suffer because of the actions or reactions of other people;

- Not to allow ourselves to be used or abused in the interest of another's recovery;

- Not to do for others what they should do for themselves;

- Not to manipulate situations so others will eat, go to bed, get up, pay bills, etc.;

- Not to cover up for another's mistakes or misdeeds;

- Not to create a crisis;

- Not to prevent a crisis if it is in the natural course of events.

· Detachment is neither kind nor unkind. It does not imply evaluation of the person or
situation from which we are detaching. It is simply a means for us to use in recovering from
the adverse effects on our lives of the disease of alcoholism.
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Barbara's Case

Barbara is a 16 year-old Caucasian female. She has been in the out-of-home care system for three
years and is currently living in a group home for girls.

Barbara was sexually and physically abused by her father and mother from age six to age 13. The
abuse was finally discovered when Barbara told her secret to the school counselor. Efforts to
maintain Barbara in the home and to reunify Barbara with her biological parents after placement
were futile. Her parents refused to cooperate in case planning and continued to deny allegations of
abuse.

Barbara is an only child. She was a premature infant and exhibited signs of failure to thrive. She is
described as being “sad and withdrawn" most of the time. She is of above average intelligence but
has great difficulty in school and is in special classes. Barbara is "gifted" in art and languages.

Barbara has been in four foster homes in three years. Her last placement was with a foster family
for one year before entering the group home. They had wanted to pursue adoption but when they
discovered that Barbara was abusing alcohol and other drugs and was sexually active, they
changed their mind. They believed that AOD abuse showed that Barbara was "willfully going
against their religious beliefs." When they tried to get help for the problem, Barbara ran away. She
was later found and placed in a drug rehab program for 90 days. After graduating from the
program, Barbara entered the group home. Barbara has been participating in individual counseling
and attending the required ALA-Teen meetings. She is beginning to make friends for the first time
with girls in the group home.

Barbara is now in a school environment that is stable and that recognizes her special talents.

QUESTIONS

A.  What ecological risk factors does Barbara have? _____________________________________
____________________________________________________________________________
____________________________________________________________________________

B.  What factors in the family environment increase risk? _________________________________
____________________________________________________________________________
____________________________________________________________________________
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C. How did Barbara's behavior increase risk? __________________________________________
____________________________________________________________________________
____________________________________________________________________________

D.  What are external positive factors in Barbara's current environment? _____________________
 ____________________________________________________________________________
 ____________________________________________________________________________
E.  What strengths does Barbara have that also protect her? _______________________________

____________________________________________________________________________
____________________________________________________________________________

Source: Child Welfare League of America. Act 1 Drugs:  Alcohol and Other Drugs: A
Competency-Based Training. 1993.
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Jim's Case

Jim is a 13-year-old Haitian immigrant. He lives with his family in a ghetto in Houston. The
neighborhood is a known haven for crack users and dealers, and is characterized by extreme
violence and gang-related activity. The family located in Houston because extended family
members had previously located there. Despite economic hardships, the family is close-knit.

Jim is the youngest of three siblings. His oldest brother, 19, is in prison for possession of crack
with intent to distribute. His 17-year-old sister and her two-year-old son live in the household.
She is heavily involved with drugs and her son was exposed prenatally to crack. Jim's mother, age
39, is employed in the kitchen of a local restaurant. Jim's father, age 40, is a construction day
laborer. They have lived in the U.S. for six years, having escaped political oppression in Haiti.

The family lives in a small, two-bedroom apartment. Jim's mother takes pride in the few family
possessions that they have acquired since moving to the U.S. She collects religious icons and is
active in her community church. She and Jim's father have been married for almost 20 years. They
are very disturbed by the difficulties their children are having. They hope that Jim will be "their
success." He is physically healthy and very athletic. If he can get his grades up, he has a chance to
play on the school soccer team. He is likable and makes friends easily.

Jim is two years behind in school and has a great deal of difficulty concentrating. Each year he has
been referred to the counselor for "disrupting the class and causing problems." He has been before
the juvenile court three times for petty theft, vandalism, and fighting. He was just picked up again
on a more serious charge of selling cocaine. When apprehended, he was under the influence of
crack and admitted to "using" whenever he "feels like it," but he denied having any problem with
drugs.

QUESTIONS

A.  What ecological risk factors does Jim have? _________________________________________
____________________________________________________________________________
____________________________________________________________________________

B.  What factors in the family's environment increase risk? ________________________________
____________________________________________________________________________
____________________________________________________________________________
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C.  What factors in Jim's early childhood increase risk? ___________________________________
____________________________________________________________________________
____________________________________________________________________________

D.  What recent activities increase Jim's risk? ___________________________________________
____________________________________________________________________________
____________________________________________________________________________

E.  What are external positive factors in Jim's environment? _______________________________
____________________________________________________________________________
____________________________________________________________________________

F.  What strengths does Jim have that also protect him? __________________________________
____________________________________________________________________________
____________________________________________________________________________

Source: Child Welfare League of America. Act 1 Drugs:  Alcohol and Other Drugs: A
Competency-Based Training. 1993
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Case Study Juanita

Juanita, a 19-year-old single woman who lives alone, delivered a four-pound, eight-ounce baby
girl who was three weeks premature. Juanita used crack cocaine several hours prior to delivery
because she believed it would make labor easier. She received no prenatal care.

The baby was born with multiple medical complications and is currently on an apnea monitor. The
baby is difficult to feed, has sleep disturbances, cries incessantly, and exhibits tremors and body
rigidity. The baby has been medically cleared and Juanita wants to take the baby home. She admits
to crack binges but says she will enter treatment when a slot opens. The hospital makes a referral
to CPS. You are the worker assigned to the case.

Based on the limited information that you have, answer the following questions:

A  Are there tangible effects? If so, what are they ______________________________________
____________________________________________________________________________
____________________________________________________________________________

B.  What are your concerns about Juanita?_____________________________________________
____________________________________________________________________________
____________________________________________________________________________

C.  What are Juanita's potential strengths or supports ____________________________________
____________________________________________________________________________
____________________________________________________________________________

D.  What questions would you ask ___________________________________________________
____________________________________________________________________________
____________________________________________________________________________

E.  What needs to take place in order for you to make a proper assessment of the risk to the
child? What immediate safety interventions, if any, should be taken to protect the child _______
____________________________________________________________________________
____________________________________________________________________________

Source: Child Welfare League of America. Act 1 Drugs:  Alcohol and Other Drugs: A
Competency-Based Training. 1993.
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Topic Eleven
Diverse Populations, Cultural Perspectives

This unit is devoted to providing the instructor and students with the opportunity to familiarize
themselves with some of the more important dimensions of AOD related issues found among
some of the diverse groups in California. Clearly, attention cannot be given to all groups in such a
short period of time, so the groups that have been selected are those which suffer
disproportionately from AOD problems, and for whom research and educational materials are
available. Such material tends to focus on epidemiological data for given groups, risk and
protective factors, as well as factors affecting engagement, intervention, and treatment.

This unit also provides an arena for more general discussions of gender, sexual preference,
culture, and cultural competence. Kinney & Leaton, Chapter 10, provides some orientation to
adolescents, the elderly, and women, but instructors may want to utilize the supplemental material
provided with this chapter when thinking about the needs of specific ethnic groups and other
populations. The supplemental material provided for each group in this chapter is intended to act
as a launching point to stimulate discussion and may generally be used as handouts or overheads.
This material, however, is generally much abbreviated and interested instructors and students are
directed to the “Further Reading” and “Further Resources” sections found with each group. Much
more thorough information can be found in these materials.

Learning Objectives

• For students to realize that, despite the various models of AOD use/misuse, “one size does
not fit all,” and that models must be adapted for use with different groups.

• While the categories used to describe the diverse groups in this section are useful for
discussion purposes, tremendous diversity exists within each group.

• To utilize some of the general information given about each group to correct any
misconceptions students may have.

• To supply sources for students and instructors seeking further information about any
particular group, and get students in the habit of consulting others who have particular
cultural expertise they may lack.

Classroom Options

• Classroom Option I
Using the overhead/handouts which define culture and cultural competence, facilitate a
general discussion about these areas.

• Classroom Option II
View any one of the videos annotated in this chapter, or any others having to do with
substance abuse in a specific population. Lead a discussion emphasizing the following
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questions: What are the unique social, historical, political, cultural, physical, or
developmental characteristics of this population? How must
prevention/intervention/treatment/recovery efforts take these special characteristics into
consideration? What special attention must be given to engagement strategies to be
successful with this particular group?

• Classroom Option III
Have each student prepare an in class presentation on the specific population of their
choice. In making the assignment, be sure to urge them to address the questions outlined
in Option II above.

• Classroom Option IV
Distribute or project the handout entitled, “Examining Cultural Beliefs Related to
Chemical Dependency.” Give students 10 minutes to consider the items, then poll students
by asking them to raise their hands indicating agreement or disagreement with each
statement. While there is some room for divergent opinion, this exercise has a “myth
exploding” purpose to it. The instructor should be sure the information in the included
discussion guides is covered.

• Classroom Option V
Reproduce and distribute all of the material found in the section under “women.” Spend
considerable class time discussing the material. Ask students to evaluate how responsive,
in general, treatment programs are to the specific needs of women clients. Ask them to do
the same for specific programs they may be aware of. Discuss the issue of “premorbid”
factors like physical, emotional, and sexual abuse. When and how should these issues be
dealt with? Immediately? After abstinence? After one year clean and sober? By whom
should they be addressed? Only by a trained therapist? By peers in 12 step groups? In
women's groups?

• Classroom Option VI
Use any or all of the following handouts/overheads to structure a lecture-discussion on
screening, assessment and intervention with adolescent AOD problems. Be sure to cover
definitions of “family,” ethical issues, and the broad-based community assessment. The
instructor may also wish to refer to “Clues in Adolescent's Histories,” found in the
assessment section of this manual.

“Key Issues in Adolescent AOD Screening”
“Multiple Assessment Approach”
“Assessment Domains”

“Risk Factors Associated with Adolescent Substance Abuse”
“Family Members”

“Community Involvement Needed in all Aspects...”
“Adolescent AOD Screening: Ethical Considerations”

“Family Involvement In AOD Screening: Ethical...”
“What is an Intervention?”
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• Classroom Option VII
Break the class into small groups. Give each group one of the case vignettes included in
this chapter. After they have had sufficient time to discuss the case in small groups,
reconvene the whole class and have each group lead the discussion on their case.

Further Reading

Cultural Competence for Social Workers: A Guide for Alcohol and Other Drug Abuse
Prevention Professionals Working with Ethnic/Racial Communities, 1995.  CSAP publication
available from NCADI, (800) 729-6686.

Despite its title, this free monograph is a must for all instructors. It reviews the literature
for each major ethnic minority group, and covers, in narrative form, the important AOD
issues for each group.

Alcoholism & Substance Abuse in Special Populations, Lawson & Lawson, Editors.   Rockville,
MD: Aspen Publishers, Inc., 1989.

This is a very useful book that devotes individual chapters to a variety of special
population groups. In addition to several major ethnic groups (Blacks, Hispanics, and
Native-Americans), chapters are also devoted to the disabled, women, physicians, gays
and lesbians, children, athletes, and others. This is a good reference book.

The American Experience with Alcohol: Contrasting Cultural Perspectives, Bennett and Ames,
Editors.  New York: Plenum Press,  1985.

As the title implies, this volume is a collection of chapters, each devoted to a different
American ethnic group. Represented are a variety of Euro-American groups (Polish,
Italian, Irish, Appalachian, Jewish), two different Native-American groups, four Latino
groups, and three different Asian-American groups. The emphasis throughout is upon
cultural attitudes, beliefs, and definitions of deviance with regard to use, abuse, and
intoxication. A very useful reference for comparative study.

Drug Use in America: Social, Cultural, and Political Perspectives, Peter Venturelli, Editor.
Boston: Jones and Bartlett Publishers, 1994.

This is a collection of essays and studies focusing on comparative, descriptive, and policy
issues. Special populations, prevention issues, and policy debates are highlighted. This is a
good reference book for instructors, or for students needing to do special topic reports or
presentations.
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“Dealing with Diversity”, Chapter 7 in Essentials of Chemical Dependency Counseling, Second
Edition, by Lawson, Lawson, and Rivers. Gaithersburg, MD: Aspen Publishers, 1996.

This chapter takes a different approach to diversity issues than that found in most
population-specific material. The authors attempt to start with any individual client and
dissect out elements of diversity such as religious affiliation, sexual preference, etc.

Drug Use Among Racial/Ethnic Minorities.  NIDA, 1995.  Available from NCADI (Inventory
Item BKD180).

The latest data on drug use among racial and ethnic minorities residing in the United
States are now available in an updated NIDA-published report. The report presents
information about the nature and extent of drug use and its adverse consequences among
four major racial/ethnic classifications used by the U.S. Census Bureau: American
Indians/Alaska Natives, Asians/Pacific Islanders, African Americans, and Hispanics.

Chemical Dependency and the African-American: Counseling Strategies and Community Issues,
by Peter Bell. Center City, MN: Hazelden, 1990.  (800) 328-9000

This monograph does a thorough job of integrating theoretical and practical material on
chemical dependence and African-Americans. It begins by reviewing the cultural relevance
of existing theories of addiction, looks at the impact of AOD problems on the Black
community, and moves on to community-based solutions and clinical issues.

“African-Americans,” by Muriel Gray, Chapter 3 in Cultural Competence for Social Workers: A
Guide for Alcohol and Other Drug Abuse Prevention Professionals Working with Ethnic/Racial
Communities. A Collaborative NASW/CSAP Monograph. 1995.

A thorough overview of the subject including a systematic review of existing literature.

National Black Alcoholism Council, California Chapter Inc., African-American Alcohol and
Other Drug Resource Directory-1995.  Available from the Northern California Chapter.  (510)
444-0254

A resource directory including programs, Black newspapers, and sources of political
advocacy.

“American Indians,” by James Moran and Philip May.  Chapter 1 in Cultural Competence for
Social Workers: A Guide for Alcohol and Other Drug Abuse Prevention Professionals Working
with Ethnic/Racial Communities. A Collaborative NASW/CSAP Monograph. 1995.

A thorough overview of the subject including a systematic review of existing literature.

Crazywater: Native Voices on Addiction and Recovery, by Brian Maracle. New York: Penguin
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Books, 1994.

This is a collection of testimonials by Native North Americans from many different tribes
regarding personal, familial, and community experiences with addictions. Many maintain a
cultural and historical focus.

Recovery and Prevention in Native-American Communities, by Andrea G. Rush. Resource Paper
prepared for the California Department of Alcohol and Drug Programs. Available by calling (916)
323-0633.

This paper begins with theories of abuse among Native-Americans and examines their
implications for prevention and recovery. Self-determination and empowerment are
emphasized and the successful example of Alkali Lake is reviewed.

Drugs in Hispanic Communities, Glick & Moore, Editors. New Brunswick, NJ: Rutgers
University Press, 1990.

This book is a collection of chapters divided into sections entitled: context, evolution,
counseling, and social stigma. There is much descriptive and prevalence data presented
which, in the aggregate, presents a good overview of the usage of drugs in various Latino
communities. There are only two chapters under the heading “counseling”, and one does
not get a really clear picture of the ingredients of culturally competent intervention
services for Latinos.

Hispanics/Latinos,” by Melvin Delgado, Chapter 2 in Cultural Competence for Social Workers: A
Guide for Alcohol and Other Drug Abuse Prevention Professionals Working with Ethnic/Racial
Communities. A Collaborative NASW/CSAP Monograph. 1995.

A thorough overview of the subject including a systematic review of existing literature.

CSAP Prevention Resource Guide: Hispanic-Americans. Center for Substance Abuse
Prevention. Available from NCADI (800) 729-6686.

An useful source that annotates a variety of sources of material including fact sheets,
monographs, studies, articles, and reports. A listing of relevant organizations is included,
and the whole monograph is bilingual.

“Asian-Americans,” by Ford Kuramoto, Chapter 4, and “Pacific Islanders” by Noreen Mokuau,
Chapter 5 in Cultural Competence for Social Workers: A Guide for Alcohol and Other Drug
Abuse Prevention Professionals Working with Ethnic/Racial Communities. A Collaborative
NASW/CSAP Monograph. 1995.

A thorough overview of the subject including a systematic review of existing literature.

Alcohol and Other Drug Concerns Among California Asians and Pacific Islanders. California
Department of Alcohol and Drug Programs.  Proceedings and Final Report of a Forum held in
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Sacramento in conjunction with University of California, San Diego, February 4-5, 1990.
Available from the Department, (916) 323-2082.

This is a summary of the presentations and recommendations of experts assembled from
all over the state. The focus is on identifying barriers to culturally relevant services.

Addiction and Recovery of Gay and Lesbian Persons, by Robert J. Kus.  Binghamton, NY:
Haworth Press, 1995.

This book provides a sampling of the work being done in the fields of gay and lesbian
chemical dependency. After an overview of seven research studies which examine the
incidence of chemical dependency in gay and lesbian persons, the contributors explore the
special concerns of gay and lesbian addicts. Some chapters focus on how clinicians can use
this knowledge to better care  for their homosexual clients.

Proceedings: The Research Symposium on Alcohol and Other Drug Problem Prevention Among
Lesbians and Gay Men, California Department of Alcohol and Drug Programs, October, 1992.
109 pages. Available from the Department, (916) 323-2082.

This is a document filled with useful information generated by the expert participants in
this symposium. Clinical and program experiences are augmented by research findings.
Abundant resource and bibliographical information is included.

Alcohol, Tobacco, and Other Drugs Resource Guide: Lesbians, Gay Men, and Bisexuals, Center
for Substance Abuse Prevention.  October, 1994. Available from NCADI (800) 729-6686.

A useful annotated bibliography of fact sheets, monographs, scholarly articles, and other
resources including programs. There is an emphasis on treatment related issues.

“The Common Ground: Alcoholism, Addiction, and Disability” by J. DeMiranda in Addiction and
Recovery, August, 1990.

The author explores barriers to effective service delivery to this group and tries to forge
linkages by making the case that addictions themselves are a form of disability.

Alcohol, Tobacco, and Other Drugs Resource Guide: People with Disabilities, Center for
Substance Abuse Prevention.  December, 1993. Available from NCADI (800) 729-6686.

This is a useful annotation of sources on a variety of disabilities, and includes reviews of
monographs, research, and programs. A listing of national organizations is included.

Women: Alcohol and Other Drugs, Ruth Engs, Editor.  Dubuque, IA: Kendall/Hunt Publishing
Co., 1990.

An excellent collection of chapters contributed by a variety of experts. Topics range from



INTRODUCTION TO ADDICTION STUDIES
Diverse Populations, Cultural Perspectives

UCSD ATTC 11 - 7 February 1997

a variety of ethnic populations to physiological factors, and lesbians, to domestic violence,
prevention and intervention topics.

Many Roads, One Journey: Moving Beyond the 12 Steps, by Charlotte Davis Kasl. New York:
Harper-Collins, 1992. 433 pages.

This book provides a comprehensive feminist model for recovery and growth. As the title
implies, it proposes going beyond 12 step approaches for “woman-centric” model of
recovery.

Getting Sober, Getting Well, training manual of the CASPAR Women's Outpatient Program, 126
Prospect St., Cambridge, MA 02139.  (617) 661-1316;  FAX (617)
661-1332.

This extremely useful manual takes a hands-on approach and addresses all of the important
components of women's recovery including current and premorbid issues. Much of the
material for the women's section of this unit was taken from this training manual.

Screening and Assessment of Alcohol and Other Drug Abusing Adolescents, Center for
Substance Abuse Treatment. Treatment Improvement Protocol (TIP) Series, Number 3. Available
from NCADI, (800) 729-6686.

A comprehensive guide, assembled by a national panel of experts on the screening and
assessment of AOD problems in adolescents in the community and in criminal justice
settings. Referral guidelines are also included.

Guidelines for the Treatment of Alcohol and Other Drug Abusing Adolescents, Center for
Substance Abuse Treatment. Treatment Improvement Protocol (TIP) Series, Number 4. Available
from NCADI, (800) 729-6686.

Provides an overview of the continuum of treatment services available for substance
abusing adolescents and takes a look at treatment in various settings including inpatient,
outpatient, and criminal justice settings. A useful appendix on adolescent development is
included.

“Substance Abuse Problems of the Elderly: Considerations for Treatment and Prevention.”
Chapter 5 in Lawson & Lawson, Alcoholism & Substance Abuse in Special Populations (1989,
annotated above).

This chapter covers the important aspects of prevention/intervention with AOD abusing
elders. Very succinct and useful for the instructor.
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“The Elderly Alcoholic: Some Current Dimensions” by D. Ruben, in Advances in Alcohol and
Substance Abuse. 5(4), 1986.  59-70.

Elderly alcoholics represent an increasing number of older Americans caught in the
trappings of epidemiologic and treatment problems. The section on treatment briefly
discusses advances in behavioral pharmacology and psychotherapy.

Geriatric Use and Misuse of Medications, by D. Katz. Drug Abuse Information and Monitoring
White Paper Number 12. Available from the California Department of Alcohol and Drug
Programs. FAX (916) 323-1270.

This paper reviews the epidemiology, causes, and implications of geriatric medication
abuse and includes policy recommendations.

Unannotated

Substance Abuse in Adolescents and Young Adults, by J. Nowinski. New York: W.W. Norton &
Co., 1990

Catalano, R.F., et al (1991) Evaluation of the effectiveness of adolescent drug abuse treatment,
assessment of risks for relapse, and promising approaches for relapse prevention. International
Journal of the Addictions. 25 (9A-1), 1085-1140.

Drugs and the Elderly, by H.L. Lipton. & P.R. Lee. Stanford, CA: Stanford University Press,
1988.

“Alcohol Abuse in the Elderly: Review of Epidemiology, Research, and Treatment”, by S. Widner
& A. Zeichner in Clinical Gerontologist. 11 (1), 1991. 3-18.

Online Resources

• Facts About Teenagers and Drug Abuse.  NIDA Capsule.

http://www.health.org/pubs/caps/NCTeenagers.htm

• Women and Drug Abuse.  NIDA Capsule.

http://www.health.org/pubs/caps/NCWomen.htm
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Video Resources

• The Honor of All, 1985. This video, produced by the Tribe themselves,
chronicles the experiences of the Alkali Lake Indian Band in going from a
90+% alcoholism rate to less than 10% in a 10 year period. It is an excellent
illustration of the respective roles of individual and community recovery
principles blended with economic development and traditional culture in a
holistic community recovery effort.  Available from: Phil Lucas Productions,
Alkali Lake Indian Band, Alkali Lake, BC, Canada

 
• Seasons of Hope: Mothers in Recovery. 1991. Available from Pyramid Films

Video.  This video features interviews with culturally diverse women in
various stages of recovery and explores the impact of alcohol and drugs on
their lives, and on the lives of their children. The benefits of treatment are
explored including the formation of new support systems. The video provides
encouragement and validation for women in any stage of recovery.

 
• Women, Drugs, and the Unborn Child, Parts I & II. 54 minutes. Focal Point

Productions.  This video explores issues in the treatment of pregnant
substance abusers. Both obstetrical staff and chemical dependence
professionals are interviewed, but the best contributions come from actual
clients.

• Adolescent Treatment Approaches,  NIDA (1992). 25 minutes. Available
from NCADI, (800) 729-6686.  An overview of adolescent treatment, this
video includes material on adolescent development, screening and assessment,
factors contributing to drug abuse, family therapy, and aftercare. A viewers
guide is included.

• Circle of Recovery, Bill Moyers, PBS, 1992.  56 minutes.  An excellent
insight into the lives and issues of recovering African-American men from
their own mouths. Available through:  The National Black Alcoholism
Council, (510) 444-0254, or Black Eyes Productions, (510) 964-4736.
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Discussion Points for “Examining Cultural Beliefs
Related to Chemical Dependency”

A. Most people in the U.S. who use alcohol and other drugs are people of color.
 Unfortunately, most of our impressions about who uses or abuses drugs are shaped by the

media and the entertainment industry. We are bombarded by stereotyped images that depict
people of color as being “the problem.” These stereotypes conflict with the facts about actual
alcohol or drug use.

• Use and abuse of AOD cut across all racial, cultural, gender, age, and economic lines.
The lifetime prevalence rates clearly reveal that Caucasians in the U.S. consume more
alcohol and drugs than all other populations combined.

 
B. Families of color are more likely to refer chemically dependent family members to

treatment programs and to be more involved and supportive of the treatment process
than chemically dependent Caucasian families.
Research on treatment suggest that families of color are not as likely as Caucasian families to
refer chemically dependent family members to treatment, or to be as involved and supportive
of the treatment process. This difference is most apparent in low-income, urban families of
color. There are several plausible explanations for the apparent lack of support. Consider the
following:

• Treatment programs, designed for and run by predominantly Caucasian staff members,
have not reached out to other racial/cultural populations in the community to encourage
entry.

• Treatment programs are often based on “12-step models”, that encourage open disclosure
to a group by family members and the chemically dependent individual.  Airing personal
information to strangers or individuals outside their cultural group may be difficult or
unacceptable for members of some racial/cultural groups.

• Chemically dependent individuals of color are more likely than their Caucasian peers to
access treatment through the court system at the latter stages of dependency when the
individual likely has serious social/legal problems related to drinking or drug use. At the
latter stages of addiction, it is also likely the family members, regardless of racial, ethnic,
or cultural group, are going to be less willing to participate actively in treatment
programs.

 
 
Source: Child Welfare League of America, Act 1 Alcohol and Other Drugs: A Competency-Based
Training.1993.
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Discussion Points for “Examining Cultural Beliefs
Related to Chemical Dependency”  (continued)

 
• Few treatment programs build upon cultural values and the importance of the family in

the recovery process. The few that do exist are even less likely to try to engage or
structure the program around the needs of the “working poor” who cannot afford to take
days off from work to participate in traditional “family week programs.”

• Caucasians in this country are more likely than other racial groups to be able to afford the
private treatment programs that are most likely to encourage active family involvement.

• 
C. All racial and cultural populations share similar attitudes about the nature of chemical

dependency.
 There are many different views and beliefs about the nature of chemical dependency.

Throughout our history, families from all cultural backgrounds have often shrouded chemical
dependency in secrecy. A chemically dependent family member was often a source of
embarrassment or ridicule. With the proliferation in recent decades of AOD treatment
programs, the attitudes of some racial/cultural groups toward chemically dependent family
members have shifted. Since many AOD programs were initially designed for Caucasian,
middle-class Americans, it is not surprising that members of this population have been most
willing to view chemical dependency as a treatable condition. Because of this destigmatization
of the condition, chemically dependent Caucasian individuals and families may be more open to
entering treatment programs that are based on medical-psychosocial models, firmly grounded
in the values and attitudes of their culture.

 In contrast, other racial, ethnic, and/or cultural populations in our society might not view
chemical dependency as a primary problem requiring professional intervention. Instead, they
may see the problem as one of willful misconduct, a moral failing, or an unfortunate condition
caused by other outside forces such as poverty or racism. AOD abuse may be seen as a
consequence of the stress and pain of living in a society that is racist and restrictive, and that
often destroys an individual’s spirit and self-esteem. If this is a commonly held attitude of a
person’s cultural group, it is less likely that he or she will feel comfortable seeking help outside
of the community.

 It is beyond the scope of this training to explore the cultural and historical roots of attitudes
toward AOD of different racial populations in the United States. It is important, however, for
child welfare professionals, caregivers, and AOD treatment providers to recognize that
differences do exist. The topic of AOD should be handled in a nonjudgmental manner.

• Check how the individual and family feel about the use of alcohol and other drugs.
• Recognize that denial of the primacy of the condition may be culturally based.
• Acknowledge the views of the individual and family while encouraging these persons to

seek support and/or treatment services.
 

Discussion Points for “Examining Cultural Beliefs
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Related to Chemical Dependency”  (continued)

D. Affordability is the only barrier to the use of alcohol and drug treatment programs by
people with various cultural identifications who are chemically dependent.

 Economic barriers do exist, but many other factors deter people from entering the treatment
system. Until relatively recently, little attention was given to tailoring the programs or services
to the needs of other family members or to the importance of racial, ethnic, or cultural identity
in supporting recovery.

• Even if treatment were affordable, the demand for multifaceted, comprehensive, culturally
responsive, coordinated alcohol and drug abuse prevention, treatment, and aftercare
services far exceeds the supply. This is particularly true for programs tailored to the
unique needs of women, a wide variety of cultural groups, and low resource/high-need
individuals and families. As a result, finding appropriate, accessible, and affordable
services may be quite difficult.

• In addition to these obstacles, cultural values or attitudes may discourage an individual or
family from accessing appropriate services. While cultural and racial groups vary, there
are some commonly held attitudes or beliefs that may affect alcohol or drug use or
recovery. Families from some cultures may not approach chemical dependency as an
illness, and therefore, may not appreciate efforts to engage the chemically involved person
in treatment. There may be resistance to the idea that chemically dependent individuals
are powerless over their addiction. Addictions may be viewed as willful or “crazy”
behavior but not as a condition requiring professional help.

• The scholarly literature about cultural competence in the delivery of treatment services
indicates that there are four essential barriers that must be overcome in working with
clients of color.

• The first is the provider’s prejudice and racism—that is, the extent to which providers
hold and project negative or stereotypical views of clients based on ethnicity, race, or
culture.

• Second, providers must uncover their own ethnocentrism—the degree to which they
think other people share the same values, norms, and sense of identity as their own
cultural group.

• Third, effective providers must learn about the specific values, beliefs, and practices of
minority clients.

• Finally, clients must overcome biases they may hold about a service provider.
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Discussion Points for “Examining Cultural Beliefs
Related to Chemical Dependency”  (continued)

E. The negative consequences of alcohol or drug use/dependency affect all racial and
cultural groups equally.
Although over 60% of AOD users are Caucasian, African
Americans, Native Americans, and Latinos are more likely
to experience more negative consequences as a result of
alcohol or drug use or dependency.  These negative
consequences are directly related to the fact that
chemically dependent individuals of color are significantly
more likely than their Caucasian counterparts to be poor
and lack access to community services and supports.  They
are less likely to have health insurance, so medical
complications associated with their AOD use are likely to
progress farther before being treated.  Because they are poor, they are more likely to engage in
criminal activities to pay for drugs to support their addiction than their Caucasian
counterparts—resulting in higher arrest rates and more frequent involvement with the criminal
justice system.  Alcohol or drug problems in individuals who are marginally functioning are
more likely to result in family disruptions.  Finally, chemically dependent individuals of color
are more likely than Caucasians to be identified and reported to child welfare for abuse and
neglect of their children.

Source: Child Welfare League of America, Act 1 Alcohol and Other Drugs: A Competency-Based
Training.1993.

Note: Make certain that
participant understand there
is no evidence to believe
people of color are more
abusive than Caucasians but
rather, they are more often
identified and reported.
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Incidence And Prevalence Of Drug And Alcohol Abuse
Among People Who Have Disabilities

Estimates of the incidence and prevalence of drug and alcohol problems among people with
disabilities have varied widely, depending on the disability group that has been studied. Many
studies have referred to patients who were discharged from a specific hospital, or to students or
trainees attending a specific university, high school, or training program. Some relatively small
samples of people who have a specific disability in common have also been studied.

The numbers that we do have point to the fact that the problem is large and growing. The
following information is taken from the literature review Action of the California Alcohol, Drug
and Disability Study (CALADDS), a report commissioned by the State of California and
published in 1989.

CALADDS quotes an estimate which states that as many as 500,000 persons with disabilities in
California who have drug and/or alcohol abuse concerns may be unable to gain access to
treatment facilities. Several studies cited in CALADDS, including one by Jones (1989) estimate
that 50% of head injury survivors are intoxicated at the time of their injury. It is also estimated in
the CALADDS report that up to 600,000 individuals in the United States have both a hearing
impairment and an alcohol or drug problem. In 1981, the periodical Alcohol Health and Research
Worlds printed an article by Lowenthal and Anderson which reported that there may be as many
as 2.1 (million) alcoholics with other disabilities nationwide. And this was ten years ago!

These are not the only disability groups that have a high incidence of alcohol or drug abuse
problems. Research data has not been extensive for people having all types of disabilities. There is
ongoing concern about spinal cord injury survivors, people with emotional difficulties, and people
with blindness and visual impairments, but more data is needed about these and other groups.

The point is that there has been extensive documentation that people with disabilities are at
increased risk for drug and alcohol problems, and have had major difficulties obtaining treatment.
Some of the reasons why are summarized on the following page.

by Victoria Thomson Bruckner, LCSW * PRTA
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RESOURCE CENTER ON SUBSTANCE ABUSE PREVENTION AND DISABILITY

A Look At Alcohol and Other Drug Abuse Prevention and…

AMERICANS WITH DISABILITIES

In the “Findings and Purposes” of the
Americans with Disabilities Act (ADA) of
1990, Congress reported that approximately
43 million Americans have one or more
physical or mental disabilities, and that this
number is increasing as the population grows
older. Congress referred to these people as a
“discrete and insular minority who have been
subjected to a history of purposeful, unequal
treatment and relegated to an inferior status
in our society.” Congress further described
the persistent discrimination experienced by
people with disabilities in employment,
housing, public accommodations, education,
transportation, communication, recreation,
institutionalization, health services, voting,
and access to public services.

Congress reported that the severe
disadvantages experienced by Americans
with disabilities take many forms including:

■ outright intentional exclusion;
■ overprotective rules and policies;
■ segregation or relegation to lesser services

or programs;
■ exclusionary standards; and
 

 

■ architectural, transportation, and
communication barriers

(Public Law 101-336, Section 2, July 26, 1990).

The ADA was passed to address and
eliminate the major forms of discrimination
faced daily by people with disabilities. The
Congressional findings are very important to
alcohol and other drug prevention programs
and professionals for another reason. They
serve to illustrate that Americans with
disabilities experience stressful demands. It is
well known that most people with disabilities
will experience some period of depression,
denial, anger, grief, social isolation,
agitation, and even guilt. There are also
transition periods when a person may be
dealing with issues of attribution. It could be
the responsibility one has for having incurred
a disability or chronic illness. Indeed, some
may have contributed to the onset of their
disability (e.g., by driving while intoxicated
or smoking).

These stresses may predispose people with
disabilities to choosing an escape through the
use of alcohol or other drugs. Due to
medical needs such as pain, spasticity,

Source:  Resource Center on Substance Abuse Prevention and Disability (1991), 1331 F Street
NW. Suite 800, Washington, DC 20004    Voice (202)783-2900 §  TDD (202)737-0645, Fax
(202)737-0725
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AMERICANS WITH DISABILITIES  (continued)

seizure control, or breathing difficulties,
people with disabilities also have more ready
access to prescription drugs. It is well
documented that medical personnel,
attendants, and family members sometimes
enable the use and abuse of alcohol and other
drugs by a person with a disability to
alleviate their own guilt, provide a perceived
pleasurable diversion, or simply avoid
conflict.

Based upon five detailed case studies, de
Miranda (1990) recently enumerated issues
requiring additional attention by alcohol and
other drug programs seeking to serve people
with disabilities:

■ The regular use of prescribed medication,
both non-psychoactive and psychoactive,
may serve to facilitate later legal or illicit drug
use.

■ Alcohol and other drug abuse that exists
prior to disability acquisition tends to
continue and worsen.

■ Accessing self-help groups such as
Alcoholics Anonymous or Narcotics
Anonymous is especially difficult for some
people with disabilities.

The de Miranda study concluded that all of
these circumstances provide a foundation for
above average consumption of alcohol and
other drugs.

These observations may partially explain
(without approving or condoning) the real
phenomenon that alcohol and other drug
problems are significantly more prevalent

among people with disabilities. Even though
prevalence rates vary among specific
disability groups, “There are reliable
estimates of the incidence of alcohol and
drug abuse among people with disabilities;
indications are that it is at least double that
of non-disabled people.” (California
Attorney General's Commission on
Disability, 1989.) This is why the Office for
Substance Abuse Prevention (OSAP) is
looking at the alcohol and other drug abuse
prevention issues unique to Americans with
disabilities.

The ADA is important for alcohol and other
drug prevention programs and professionals
because of the potential impact on their
operations and employment practices. The
following needs to be noted:

1. Whether configured as a social service,
health care service, or educational service,
alcohol and other drug prevention programs
are public accommodations. Beginning
January 26, 1992, they must allow all people
with disabilities to participate in the full and
equal enjoyment of goods, services, facilities,
privileges, advantages, and accommodations
of the program.

2. While the ADA will outlaw the use of pre-
employment medical examination, a drug test
is not regarded as a medical examination for
employment purposes. Accordingly,
employers may test employees and
applicants routinely either before or in the
course of employment.

3. The ADA stipulates that people who are
recovering from alcohol and other drug
abuse may receive the full protection of the
new law. Current users of illegal drugs or
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AMERICANS WITH DISABILITIES  (continued)

alcohol, however, receive no protections.
The existence of another disability does not
preclude discrimination clearly based on the
current illegal drug or alcohol abuse.

These points serve to illustrate the increased
importance of alcohol and other drug abuse
prevention, especially in the workplace.

“Attitudinal and architectural barriers to
prevention and recovery for people with
disabilities is oppression. Just as African-
Americans were relegated to the back of the bus
people with disabilities were, until the Americans
with Disabilities Act, legally kept off the bus.”

—Anthony Tusler
President

Institute on Alcohol, Drugs and Disability

The employment provisions of the ADA
prohibit discrimination in all
employment-related practices and activities.
They are rooted in the legislative history of
Sections 503 and 504 of the 1973
Rehabilitation Act, but are much more far
reaching. Additionally, there is much more
awareness and involvement in the ADA by
disability rights groups. The employment
provisions become effective on duly 26,
1992, and are expected to become
rigorously enforced by the Equal
Employment Opportunity Commission.
Penalties for ADA employment
discrimination, at a minimum, will include
back pay, litigation expenses, and corrective
action (e.g. hiring, reinstatement,
promotion). In general, the public access
provisions of the ADA become effective on
January 26, 1992. They will be enforced by

the Department of Justice, and civil penalties
may reach $100,000 per violation.

The ADA, in conjunction with Section 504,
is the most important civil rights legislation
since the 1964 Civil Rights Act. It is leading
to a major civil rights movement for
Americans with disabilities, who have waited
for decades to see their basic civil rights
guaranteed by law.

OSAP has recognized the significance of the
ADA and is attempting to facilitate the
interface between the alcohol and other drug
abuse prevention community and the
disability and rehabilitation communities. A
significant portion of the history of the 1990s
will be written about the disability civil rights
movement. You can participate in this
important arena and even provide leadership.
This begins by taking the necessary time to
understand some basic information about
disability.

Who are the 43 million Americans with
disabilities? They are the largest and most
diverse minority group in the U.S. Still,
two-thirds of their working age members are
unemployed even though 66% of these
people say they want to work. According to
the President’s Committee on Employment
of People with Disabilities, the cost to the
American taxpayer is $300 billion annually.
Worker compensation payments are over
$25 billion per year, and one dollar of every
hour of wages in America now goes for a
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AMERICANS WITH DISABILITIES  (continued)

disability related expense. Disability is an
equal opportunity phenomenon, affecting
every racial and economic segment of our
population.

To fall within the Americans with Disabilities
Act’s (ADA) definition of a person with a
disability, a person:

■ must have a physical and/or mental
impairment that substantially limits one or
more major life activities; or

 

■ must have a record of such an impairment;
or

 

■ must be regarded as having such an
impairment.

This definition is broad by design and is
intended to address both medical and
psychosocial impediments to the full
integration of Americans with disabilities.
 
The ADA defines as disabled people who
have completely recovered from a disabling
condition, but who have a history or record
of disability. People with a history of cancer,
heart surgery, or mental illness are common
examples. The ADA also defines as disabled
people who once had been misclassified as
disabled (e.g., a person with a medication
allergy who may have been wrongly
diagnosed as epileptic). People who may be
regarded as having a disability include:
 

■ a person with hypertension that is controlled
by medication, but whose employer has

decided he or she cannot do strenuous work;
 

■ a person with facial disfigurement that is
disabling only because of the attitudes and
reactions of others;

 

■ a person who is rumored to carry the AIDS
virus, but who has no impairment and is
disabled only by the perception of others.

 

These people receive the full protection of
the ADA, guaranteeing basic civil rights.

Architectural and
Communication Barriers

The ADA recognizes that one significant
barrier to the provision of alcohol and other
drug abuse prevention services is the
person’s physical access to and within the
place where such services are provided.
Inaccessibility primarily affects those with
mobility and sensory impairments, but it is
relevant to many other disabled and even
nondisabled people (e.g., pregnant women
and elderly people). Title III of the ADA
specifies that discrimination includes a
failure to remove architectural or
communication barriers in existing facilities
if such removal is readily achievable (i.e.,
accomplishable without much difficulty or
expense). Examples would include modest
adjustments such as adding grab bars in
restrooms, lowering public telephones, or
adding braille markings on elevator control
buttons.
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AMERICANS WITH DISABILITIES  (continued)

If the removal of a barrier is not readily
achievable, then one must attempt to
provide services or programs through
alternate methods (e.g., providing assist-
ance to retrieve items in an inaccessible
location). The ADA mandates a much
higher standard for “readily accessible to
and usable by” regarding new construction
and major alterations because it costs far
less to design accessibility into a new
construction project, typically adding 0.5%
to 5% of the total budget.

Discrimination and Other Barriers

The lawmakers of the ADA were quick to
recognize that the serious impediments to
access for people with disabilities are not
problems that can be solved solely by
architects. They are problems of attitude.
An attitudinal barrier is defined as a way of
thinking or feeling that results in behavior
which limits the potential of people with
disabilities to function independently.
Attitudes toward people with disabilities
have been explored. Three important
assumptions can be noted:

1. A small percentage of people have openly
negative attitudes that are associated with
prejudice, fear, ignorance, intolerance,
insensitivity, discrimination, dislike,
condescension, and the like. They subscribe
to most of the myths surrounding disabilities,
even in the face of documented evidence to
the contrary.

 
2. The vast majority of the American public is

neither positive nor negative toward people
with disabilities. Their general reaction is one
of massive and deliberate indifference. They
just prefer not to think about disability at all.

 
3. This indifference is rooted in a perfectly

natural psychological phenomenon in which,
when we think about or encounter disability,
we must think about and deal with the fragility
of our own health and ultimately our own
mortality. To do so is unpleasant and
uncomfortable for most people.

Avoiding this discomfort has been too
expensive. Any indifference, unpleasant-
ness, or discomfort felt, any attitudinal
barriers that may have been erected around
the issue of disability must be removed. As
in all areas of life, complete access to
alcohol and other drug abuse prevention
services must be guaranteed.

Suggestions to Improve Access and
Positive Interactions

Offer assistance if you wish, but do not
insist. Always ask before you act, but do
not help without permission. If you are not
sure what to do, ask the person to explain
what would be helpful.

Focus on the abilities of the person,
rather than on the disability. Be mindful
that alternative ways of doing things are
often equally effective. Encourage people
with disabilities to be their own advocates.

Be aware of limitations specific to a
disability, but do not be overprotective.
Do not exclude the person from participating
in an activity just because you assume their
disability would be a problem. Let them
make the decision; do not lower your
expectations. There is dignity in being able
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AMERICANS WITH DISABILITIES  (continued)

to take risks. Allow a person with a
disability to fail just as you would allow any
other person. No one succeeds all the time.

Make sure that parking areas, restrooms,
and buildings in which you provide
services or conduct meetings are
architecturally and environmentally
accessible to all people. This is crucial to
the establishment of a comfortable and
equitable relationship with people with a
disability. Get expert advice before making
expensive structural modifications.

Accessibility to the full range of services
you provide is legally required. Review
your programs and reading materials. Are
they diverse enough to reach all levels of
ability? Is the content accessible to people
with hearing, visual, or learning disabilities?
(e.g., audiotapes, audiovisuals, large print).

Conduct outreach efforts to publicize
your programs to people with disabilities.
Allow time for them to become fully aware
of your services and develop trust in your
efforts.

Ask a person with a disability to facilitate
disability awareness training sessions with
staff to promote positive attitudes. Locate
material and have it available for learning
more about disability related issues.

Involve people with disabilities on advisory
boards, planning committees, in positions of
authority, and in the planning and
presentation of all sponsored programs.

Actively seek qualified persons with
disabilities when hiring for staff positions.

Assume responsibility for understanding
the issues that affect people with
disabilities. Learn more. Send for
information from consumer and disability
related organizations, ask for their support,
and invite their representatives to speak at
meetings.

For each person with a disability, explore
all possible factors contributing to alcohol
and other drug involvement, not just those
related to disability.



INTRODUCTION TO ADDICTION STUDIES
Diverse Populations, Cultural Perspectives

UCSD ATTC 11 - Instructor - page 12 February 1997

AMERICANS WITH DISABILITIES  (continued)

The Power of Language

It is important to monitor your use of written
and spoken language regarding people with
disabilities. Words are powerful tools,
indicating the perceptions and attitudes of
the person using them. The following general
guidelines will be helpful:

1.  Focus on issues and not on a disability.
Above all, do not sensationalize a disability
by using terms such as “afflicted with,.
“suffers from,” “victim of,” “shut-in,”
“infirmed,” “crippled with,” or “unfortunate.”
These expressions are very offensive, even
defamatory, to people with disabilities.

2.  Emphasize people, not generic labels. Say
“people with mental retardation,” not “the
retarded.” Put people first, not their disability.

3.  Emphasize abilities, not limitations. Say
“uses a wheelchair,” not “confined to a
wheelchair,” or “wheelchair bound.”

4.  Avoid condescending euphemisms like
handicapped, mentally different, physically
inconvenienced, physically challenged..
These tend to trivialize disabilities and
suggest that they cannot be dealt with in an
upfront manner.

5.  Avoid disease connotations such as
“patients” or “cases.”

MYTHS & FACTSFACTS

MYTH: Disability is a constantly frustrating
tragedy.

FACT: People with disabilities do not sit
around and ponder their disability
all the time. They simply carry out
their lives as normally as they can.

MYTH: People with disabilities have
interests, needs, desires, abilities,
and lifestyles which are profoundly
different from other people.

FACT: People with disabilities are more
like than unlike people without
disabilities in all respects. As with
all of us, it is their unique
individuality that makes each person
different.

MYTH: If a person with a disability has a
problem with alcohol or other
drugs, it probably began as a result
of the disability.

FACT: Many people with disabilities have
pre-disability histories of alcohol or other
drug involvement. In the case of trauma, for
example, about 50% of all injuries involve
the use of alcohol or other drugs. People
with disabilities experience the same risk
factors as others, including possible
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AMERICANS WITH DISABILITIES  (continued)

hereditary predispositions.  These may have
more impact on alcohol and other
drug use than disability related
issues per se.

MYTH: People with disabilities prefer to
work with alcohol and other drug
abuse prevention personnel who
are disabled.

FACT: People with disabilities seek
services from professionals who are
the most qualified in their areas in
terms of training, experience,
knowledge of resources, and
willingness to work with disability
issues.

MYTH: People with disabilities prefer
separate programs and services.

FACT: Most people with disabilities do not
want or need separate programs
which often limit opportunities and
perpetuate segregation and the myth
of "differentness." Besides, the

ADA expressly prohibits the
provision of separate services
"unless such action is necessary to
provide a service that is as effective
as that provided to others."

REMEMBER
ASK AND LISTEN!

A person with
a disability

is the expert
about his or her

disability.
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AMERICANS WITH DISABILITIES  (continued)
For More Information

Organizations

Adaptive Environments Center
374 Congress Street, Suite 301
Boston, MA 02210
(617) 695-1225 Voice and TDD

Association for Persons with Severe
Handicaps
11202 Greenwood Avenue, North
Seattle, WA 98133
(206) 361-8870 (206) 361 -0119 TDD

Barrier Free Environments, Inc.
PO Box 30634
U.S. Highway 70, West Water Garden
Raleigh, NC 27622
(919)782-7823

National Council on Independent Living
Troy Atrium, 4th Street and Broadway
Troy, NY 12180
(518) 2741979 (518) 274-0701 TDD

National Easter Seal Society
70 East Lake Street
Chicago, IL 60601
(800) 221-6827 (312) 726-4258 TDD

National Rehabilitation Information Center
8455 Colesville Road, #935
Silver Spring, MD 22091
(800) 34-NARIC Voice and TDD

Government Agencies

Architectural and Transportation Barriers
Compliance Board
111 18th Street, NW, Suite 501
Washington, DC 20036
(202) 653-7834 Voice and TDD

National Institute on Disability and 
Rehabilitation Research

U.S. Department of Education
400 Maryland Avenue, SW
Washington, DC 20202
(202) 732-1134 (202) 732-5316TDD

National Council on Disability
800 Independence Avenue, SW, Suite 814
Washington, DC 20591
(202) 267-3235 (202) 267-3232 TDD

President’s Committee on Employment of
People with Disabilities

1331 F Street, NW, Suite 300
Washington, DC 20004
(202) 376-6200 (202) 376-6205 TDD

Rehabilitation Services Administration
U.S. Department of Education
330 C Street, SW
Washington, DC 20001
(202) 732-1282
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AMERICANS WITH DISABILITIES  (continued)
For More Information

Community Contacts

Many of the listed organizations have state
and local chapters.

To locate additional resources contact your
state Governor’s Committee of People with
Disabilities

or obtain a State Resource Sheet from

National information Center for Children and
Youth with Disabilities
PO Box 1492
Washington, DC 20013
(703) 893-6061 (800) 999-5599
(703) 893-8614 TDD
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Helping Alcoholic And Drug Abusing Women
With Dependency Issues

1. Work on comfort with relationships without alcohol or other drugs.

2. Work on distinguishing between healthy and unhealthy dependencies:

· healthy to depend on A.A. and A.A. sponsor

· not healthy to use primary relationship as a substitute for alcohol or drugs: similar
addiction/obsession can result

3. “The scariest thing about giving up dependency is being responsible for your own life....”. It
is important to take small steps in that direction:

· strengthen other parts of her life, including work skills, to build independence and
self-esteem

· help her understand that she can make decisions,. that she has choices: help her
understand and name her needs and rights, and how to keep clear about them

· help her with communication skills so she can begin to express this new vocabulary of
needs and rights: “I want and deserve this” (in a relationship)

· help her learn to develop and set reasonable, achievable goals

·  address her fears of changing too much: “If I give up alcohol and relationships, I have
nothing left.” Help her see what she is not changing, and what is good that she brings
with herself.

4. A caregiver can model a healthy relationship: “You can be angry with me...Things don’t
have to be perfect between us... We can work things out together... You have rights and
needs too...”

Source: Women’s Alcoholism Program of Cambridge and Somerville Program of Alcoholism
Rehabilitation. Training manual. 1990.

Helping Alcoholic And Drug Abusing Women
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With Dependency Issues  (continued)

5. Because of the importance of relationships in women’s lives, whenever possible it is crucial
to see her family, including children and whomever else she defines as family, as part of
treatment.

6. Help a woman learn to put emotional energy into solving her own problems and challenges,
and not everyone else’s.

7. As therapists and caregivers ourselves, watch our own countertransferences: seeing women
as weak, needy; angry women as “crazy”; our cultural biases, racism, homophobia and ideas
about how women “should”  be.

8. Help a woman feel respected and liked, and to find the people with whom she can be herself

Source: Women’s Alcoholism Program of Cambridge and Somerville Program of Alcoholism
Rehabilitation. Training manual. 1990.
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The Process Of Remembering

1. Any major shock, trauma, or life-threatening situation that you experience needs to be dealt
with, understood and accepted by you.

2. In order to do this, you must experience the shock, deny it temporarily, become angry at the
violation of your person, be depressed over the loss you feel, understand the nature of the
experience and finally accept it.

3. If at the time of the experience you were unable to go through this process, your mind will put
it away for you to deal with when you are able. This is called repression.

4. When you are able, and not before, your mind will slowly remind you of the experience in the
mind’s own language symbols.

5. These symbols may appear to be hallucinations, but they are not.

6. When you translate these symbols into the actual memories you will go through a
breakthrough. You will feel the feelings, especially the terror, and vividly see, hear, touch,
taste and smell what was repressed.

7. You will not actually be in your experience, you are only remembering it for the first time.

8. You will not go insane and you will not stay in your experience. If it is more than you are able
to deal with, your mind will repress it again. Repressing on top of repressing is called
overload.

9. As you remember the experience fully, it is yours to do with as you please. It no longer
controls you with its terror, you control it.

10. As you break the magic spell of repression, you free yourself from the cage of terror.

We have found the Twelve Steps, Twelve Traditions, and unconditional love of Incest Survivors
Anonymous to be a substitute for the pain, memories and defenses. These allow us to be healed
and to go forward from today.

Written by Incest Survivors Anonymous

Source: Women’s Alcoholism Program of Cambridge and Somerville Program of Alcoholism
Rehabilitation. Training manual. 1990.
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Incest Aftereffects Checklist

Incest is such a traumatic violation of trust that people often forget that it even occurred. But the
emotional scars live on, confusing in their seeming meaninglessness. The ongoing problems with
trust, touch, compulsive behaviors, paralyzing depression, guilt, sex and relationships can, when
the cause is unknown, feel crazy and out of control. This checklist can be used as a guide to help
survivors of incest identify themselves and know that there are very real reasons for these
unrelenting difficulties.
If you find yourself on this list, you could be a survivor of incest. Incest does not require overt
sexual interaction. It can mean simply being touched in a way you did not feel comfortable with/or
did not want to be. It could even occur through an emotionally suffocating, confusing relationship
where obvious sexual touch did not take the place. Incest is the use of a minor child to meet the
sexual or emotional/sexual needs of an adult or child in a position of trust or authority with that
child (parents, mother’s boyfriend, babysitter, teacher). It is the abuse of the power relationship,
not the blood relationship, that determines the damaging effects of the experience.
Could this have happened to you? If so, there is help available through self-help groups (some are
Twelve Step groups), through women’s crisis centers, and through therapists who understand
incest and who will help you to understand that you are not to blame.

CHECKLIST

1. Fear of being alone in the dark, or of sleeping alone
2. Nightmares, night terrors (especially pursuits/threats)
3. Phobias (including car phobias, agoraphobia)
4. Fear of losing control
5. Feeling crazy, feeling different
6. Alienation from body, not at home in one’s own body, poor body image
7. Failure to heed signals from body to take care of it
8. Skin carvings, self-mutilation (physical pain is manageable)
9. Swallowing and gagging sensitivity
10. Gynecological problems

Source: Women’s Alcoholism Program of Cambridge and Somerville Program of Alcoholism
Rehabilitation. Training manual. 1990.
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Incest Aftereffects Checklist (continued)

11. Wearing a lot of clothing, even in the summer, wearing baggy clothes
12. Self-destructiveness, self-abuse
13. Eating disorders
14. Compulsive behaviors
15. Depression (somewhat paralyzing), seemingly baseless crying
16. Guilt, shame, feeling marked, feeling worthless, low self-esteem
17. Going into shock/shutdown in stress or crisis
18. Need to be invisible, feeling invisible
19. Need to be perfect or perfectly bad
20. Rigid control of thought process
21. Blocking out of some period of early years (1 to 19)
22. Childhood hiding, hanging on, cowering in corners
23. Nervousness about being watched
24. High risk-taking (daring behavior) or no risk-taking
25. Pattern of being a victim (victimizing self after being victimized), especially sexually
26. No sense of own power or right to set limits, say no
27. Trust issues: cannot trust, trusting nondiscriminately
28. Anger issues: fear of actual or imagined rage, constant anger, inability to own anger or

express it
29. Power, control, territoriality issues (victim lost control)
30. Sexual issues

• sex feels dirty
• aversion to being touched
• trouble integrating sexual and emotional feelings
• confusion between affection, sex, dominance, violence and aggression
• sexual fantasies include dominance and rape
• feeling betrayed by body
• must be aggressor or cannot be aggressor
• strong aversion to particular sexual acts
• impersonal “promiscuous” sex with strangers concurrent with inability to have sex

in relationships

Source: Women’s Alcoholism Program of Cambridge and Somerville Program of Alcoholism
Rehabilitation. Training manual. 1990.
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Incest Aftereffects Checklist (continued)

• sexual acting out with strangers to meet power or revenge needs
• sexual shutdown
• crying after orgasm
• all pursuit feels like violation
• fear/avoidance of sex, sexualizing of all meaningful relationships,

conflict/confusion between sex and caring
 

31. Intense hostility for gender or race of perpetrator
32. Feeling demand to produce in order to be loved
33. Choosing ambivalent relationships
34. Denial

• no awareness at all
• pretending or minimizing
• having dreams or memories and thinking it is your imagination
• strong, deep negative reactions to a person, place, or event which seem inappropriate
• feeling the self to be unreal and everything else to be real or vice versa
• “image flashbacks,” a light, a physical feeling, a place, without any sense of their

meaning
 

Source: Women’s Alcoholism Program of Cambridge and Somerville Program of Alcoholism
Rehabilitation. Training manual. 1990.
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Stages Of Recovery For Incest Survivors

Recovery for a sober woman who is also an incest survivor is maintaining sobriety, having her
memory under voluntary control, being able to reach back and talk about the incest with
appropriate affect and having a sense of mastery and control in her day-to-day life.

STAGE ONE - Self-care and Self-protection

• getting and staying sober and drug-free with self-help groups and/ or counseling (usually for
at least a year)

• establishing a safe physical living situation

• taking care of personal hygiene, eating and sleeping

• capacity to bring herself into a state of relaxation

• becoming financially sound and dealing with employment issues

• able to hold onto her sense of personal identity and an acceptable level of self-esteem

Activity For a Client at This Stage:

Choose two or three things to do for yourself, just for yourself, and share the experience with the
caregiver.

STAGE TWO - Recovering and Integration of Traumatic Memories

• short-term incest survivor groups in which a woman can share her story

• mourning of losses and grieving of past

• expression of anger

• support to recover and make sense of past experience

• encouragement for woman to express mastery and power over her life

Source: Women’s Alcoholism Program of Cambridge and Somerville Program of Alcoholism
Rehabilitation. Training manual. 1990.
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Stages Of Recovery For Incest Survivors  (continued)

Activity For Client at This Stage:

A trained caregiver may wish to take a client through a guided imagery activity to recall a
selective memory from the past experiences of incest. It is not necessary to recover everything.
One memory can sum up an era.

STAGE THREE - Coming Up With New Meanings: Moving On

• longer-term therapy groups and support groups around incest survival

• exploration of who she is now as a recovering woman and incest survivor

• expanding her capacity to trust herself and others

• developing a new agenda for her life with understanding and acceptance of her past

Activity For Client at This Stage:

Ask her to reflect on the meaning of the past trauma in her life today. Have her explore the
strengths and understandings she has gained in the process of recovery.

A model presented by Mary Harvey, Ph.D., Director of Victims of Violence Program, Cambridge
Hospital, Cambridge, VIA, 1988.

Source: Women’s Alcoholism Program of Cambridge and Somerville Program of Alcoholism
Rehabilitation. Training manual. 1990.
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Definitions Of Violence Against Women

• Domestic Violence - Abuse in the family or household and includes women or
spousal/partner abuse, child abuse, incest, sibling abuse, elder abuse.

 
• A Battered Woman - The victim of repeated physical and emotional abuse by husband.

ex-husband, lover or friend (male or female), who is jealous and controlling and who uses
threats and verbal abuse, as well as beatings.

 
• Battering or Abuse - The use of physical, emotional and sexual coercions to control and

maintain power over someone, involving frightening and intimidating someone repeatedly
over a period or time.

 
• Victim/Survivor -  Someone who has experienced any form of physical, emotional, verbal

or sexual abuse.
 
• Physical Abuse -  Actual physical act of person punching, kicking, or using a weapon on a

family member.
 
• Emotional Abuse - Continually criticizing a person in a way that is humiliating in private or

public. Regularly threatening to leave or telling you to leave, withholding approval and or
appreciation as punishment. Ever present threat of physical assaults.

 
• Verbal Abuse - Name-calling, shouting, using words as a means of controlling a person:

always criticizing the way things are done. Threatening to hurt you or a family member.
 

Source: Women’s Alcoholism Program of Cambridge and Somerville Program of Alcoholism
Rehabilitation. Training manual. 1990.
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Bill Of Sexual Rights

1. I have a right to my own body.
 
2. I have a right to my own feelings, beliefs, opinions, and perceptions.
 
3. I have a right to trust my own values about sexual contact.
 
4. I have a right to set my own sexual limits.
 
5. I have a right to say no.
 
6. I have a right to say yes.
 
7. I have a right to experience sexual pleasure.
 
8. I have a right to be sexually assertive.
 
9. I have a right to be the initiator in a sexual relationship.
 
10. I have a right to be in control of my sexual experience.
 
11. I have a right to have a loving partner.
 
12. I have a right to my sexual preferences.
 
13. I have a right to have a partner who respects me, understands me, and is willing to

communicate with me.
 
14. I have a right to talk to my partner about the incest.
 
15. I have a right to ask questions.
 
16. I have a right to receive accurate sexual information
 
Source: Women’s Alcoholism Program of Cambridge and Somerville Program of Alcoholism
Rehabilitation. Training manual. 1990.
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Chemical Use and Pregnancy—The Extent of the Problem

Obtaining precise estimates of the number of women who have AOD problems or of alcohol and
drug-related pregnancies and births is not yet possible. Firm estimates of the number of infants
born prenatally exposed to alcohol and other drugs also does not exist. In part, data is lacking
because maternal AOD use and infant symptoms are frequently misdiagnosed or overlooked.

Different researchers, using different methodologies, have examined different drugs or
combinations of drugs and alcohol in isolated studies. Among the findings are the following:

· The Institute of Medicine of the National Academy of Sciences estimates that, each
year, from 350,000 to 625,000 pregnant women use one or more illegal drugs during
their pregnancies.

· Most abusers of drugs use or abuse multiple drugs and/or alcohol. In one study, 876
pregnant women at three Seattle area hospitals voluntarily reported the use of various
substances. Of those who used cocaine, 82% also drank alcohol, 89% smoked
cigarettes, 68% used marijuana, and 33% used other street drugs.

· There is no single “typical” pattern of AOD use during pregnancy. The pattern and the
use of different combinations of drugs have been found to result in different birth
outcomes and varying degrees of negative consequences for women and for their
infants.

· As many as 40,000 infants are born each year at risk of Fetal Alcohol Syndrome or
Fetal Alcohol Effects due to their mothers’ use of alcohol during pregnancy.

Source: Child Welfare League of America, ACT-1 Alcohol and Other Drugs: A
Competency-Based Training.1993.
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Effects of Alcohol and Other Drugs
on Fertility and Pregnancy

The chart below shows possible consequences from the use of commonly abused substances. It is
often difficult to determine which chemical is most responsible for pregnancy outcomes, however,
due to polydrug use and other maternal factors.

Chemical Effects on Fertility Risks during Pregnancy

• Alcohol • Chronic, heavy drinking lowers
sperm count, sexual drive, and
may cause impotence.

• In women, menstrual cycle
irregularity is common, and in
some cases ovulation ceases.

• Alcoholic women have more obstetrical
complications including: vaginal
bleeding, premature separation of
placenta, fetal distress, spontaneous
abortions, miscarriages, and still births.

• Two or more drinks per day may
increase chances of prematurity.

• There is no safe level of consumption
during pregnancy.

• Marijuana • Chronic use can lower sperm
counts and may affect menstrual
cycles and ovulation.  Reversible
when use stops.

• Animal studies suggest possible increase
in spontaneous abortions, and still births
(not demonstrated in human studies.)

• Cocaine and
• Other

Stimulants

• No known effects on fertility.
Increase in sexual drive during
cocaine intoxication and lack of
birth control may result in multiple
unintended pregnancies.

• Spontaneous abortion
• Separation of placenta
• Premature labor
• Poor maternal health and nutrition

• Heroin,
Opiates,

• Barbiturates,
• and Other
• Narcotics

• Reduced sexual desire, menstrual
cycle irregularity

• Separation of placenta
• Eclampsia (a serious toxic condition

with high blood pressure, swelling,
seizures or coma)

• Premature labor
• Increased cesarean sections
• Toxemia (leads to eclampsia)
• Still births
• Fetal distress
• Aspiration pneumonia in newborn

Source: Child Welfare League of America, ACT-1 Alcohol and Other Drugs: A
Competency-Based Training. 1993.
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Short- and Long-Term Effects of Prenatal AOD Exposure

Chemical Effects on Newborn Long-term Effects on Child

Alcohol • Low birth weight
• Respiratory difficulties
• Feeding problems
• Serious Infections
• Sleep disturbance
• Fetal Alcohol Syndrome
• Alcohol withdrawal
• Fetal Alcohol Effects

• Range of problems from
gross retardation to subtle
central nervous system
deficits. Developmental
problems may include:

 - hyperactivity
 - attention deficit
 - language difficulty
 - delayed maturation
• FAS children may have:

poor muscle tone, body
control problems, delayed
mental development, or
mental retardation. They
often remain below average
in physical growth.

Marijuana • Increased tremulousness
• Altered visual response
• Some withdrawal-like crying
• Sedation

• Symptoms disappear
shortly after birth with no
known long-term effects.

Cocaine • Increased risk of IUGR—including reduced 
head circumference and prematurity

• Fewer clearly discernible withdrawal symptoms
than heroin or opiate-exposed babies.  They do
show signs of exposure such as:

 - Tremors
 - Crying shrilly
 - Startling
 - Abnormal sleep/wake cycles
 - Feeding difficulties
 - Increased/decreased muscle tone
• In rare cases, structural birth defects of the

genitourinary tract, cardiovascular system,
central nervous system, and extremities

 Cerebral infarctions and seizures have been

• Too early to draw definitive
conclusions of the long-
term effects of cocaine.

• Effects may carry over into
childhood with CNS
organization challenges,
behavior and attention
deficits, impulsivity, and
tantrum behavior
documented.

• Increased risk of AIDS
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documented.

Heroin,
Opiates,
Barbiturates,
and Other
Narcotics

• IUGR
• Prematurity
• SIDS
• Strabismus (visual disorder mainly related to

methadone)
• Dramatic withdrawal symptoms, including:
 - Restlessness
 - Tremulousness
 - Disturbed Sleep
 - Poor feeding
 - Vomiting
 - Diarrhea
 - High-pitched cry
 - Fever
 - Irregular breathing
 - Seizures
 - Sneezing
 - Hiccups
 - Irritability

• Child improves after
withdrawal.  Only subtle
signs may be apparent once
withdrawal is over.

• Severely affected children
experience:

- uneven motor coordination
- hyperactivity
- attention disorders
- impulse control difficulties
- slowed psychomotor
development
- speech problems
- five to ten percent
increased rate of SIDS

Source: Child Welfare League of America, ACT-1 Alcohol and Other Drugs: A
Competency-Based Training.1993.
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Key Issues in Adolescent AOD Screening

• All aspects of the screening process should be sensitive to ethnic, cultural, socioeconomic,
and gender-related concerns.

• All youth that exhibit markers should be screened.
• Screening should pick up “red flags.”
• A wide range of people should be able to conduct screens.
• Screening is the first step toward referral.
• Information on the young person should be gathered from many people.
• A variety of factors should be taken into account in the preliminary screen (see text).
• Youth, screeners, and the community should be involved in the development of the screening

process.

Multiple Assessment Approach

The comprehensive assessment process for adolescents with AOD problems should involve many
different approaches, such as:

• Interviews
• Observations
• Specialized testing and physical exam
• Review of previous evaluations, treatment, and case documentation
• Family interviews
• Family involvement and access to other key informants.

Source: Center for Substance Abuse Treatment. (1993). Screening and Assessment of Alcohol
and Other Drug Abusing Adolescents.  Treatment Improvement Protocol (TIP) Series, Number
3. NCADI.
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Assessment Domains

The following are examples of possible “domains” or topical areas in a young person’s life to
examine when conducting a comprehensive assessment of AOD abuse.

• Alcohol and other drug use
• Over-the-counter and prescription drugs, including tobacco and caffeine
• Medical history:
 Previous illnesses, infectious diseases, medical trauma, STDs (sexually transmitted diseases,

with the exception of HIV status, which requires special training and agency protocols)
• Mental health history, including:
 Previous evaluations, treatment summaries
• Family history:
 Strengths as well as problems; AOD abuse; mental and physical health problems, including

chronic illness(es); involvement with juvenile or justice system; child management concerns; an
understanding of the family’s cultural, racial, and socioeconomic background

• School history:
 Learning-related problems, academic performance, behavioral performance, and attendance
• Vocational history:
 Paid work, volunteer work in community
• Child welfare involvement:
 Number and length of foster home placements, residential treatment
• Juvenile justice involvement:
 Types and frequency of involvement, attitude toward behavior that got him or her in trouble
• Sexual history:
 Sexual abuse, sexual activity, safer sex practices, current or previous
• Peer relationships:
• Gang involvement
• Interpersonal skills
• Leisure-time activities
• Neighborhood environment
• Home environment, including:
 Substandard housing; family history of homelessness; the young person’s living on the streets

or in shelters, or running away from home.
 
Source: Center for Substance Abuse Treatment. (1993). Screening and Assessment of Alcohol
and Other Drug Abusing Adolescents.  Treatment Improvement Protocol (TIP) Series, Number
3. NCADI.
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Family Members
Family is anyone who meets the youth’s physical, emotional, spiritual, and cultural needs.
\

• Current foster parent(s)
• Former foster parent(s)
• Other children placed in current or previous foster homes
• A relative or close friend of a foster parent
• An incarcerated natural parent
• A friend
• An adult, perhaps a teacher or social worker, who is close to the youth
• A grandparent, aunt, uncle, or other member of the traditional “extended” family
• Members of a neighborhood gang.

Community Involvement Needed In All Aspects Of
Adolescent AOD Screening And Assessment

• Adolescent at-risk behavior: a wake-up call for community action
• Community representatives should define what “high-risk” means.
• Community representatives should create an areawide coordinating committee for

adolescent AOD screening and assessment.
• Community representatives should develop protocols for:

• AOD screening, and
• Referrals for in-depth assessment.

• Agencies should work together to establish ongoing collaborative relationships via some
form of structured community interagency mechanism.

• Key community agencies should be involved in both the areawide coordinating committee
and the interagency mechanism. This includes agencies involved in adolescent education, law
enforcement, child welfare, public health, and mental health.

• Screening results should be compiled on a communitywide basis.
• Management information system (MIS) tracking based on compiled data should be instituted.
• Screening results should be used to stress the need for additional adolescent AOD abuse

treatment services.
• Community coordination should strive to empower agencies to develop programs and

systems to meet the needs of troubled youth and their families.

Source: Center for Substance Abuse Treatment. (1993). Screening and Assessment of Alcohol
and Other Drug Abusing Adolescents.  Treatment Improvement Protocol (TIP) Series, No. 3.
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Adolescent AOD Screening
Ethical Considerations

Remember the following ethical issues when conducting preliminary AOD screening of youth:

• Explain to the young person what is taking place in terms he or she understands—informed
consent is a legal requirement.

• Confidentiality and privacy must be a program priority—always!
• Do not label the young person.
• Words used in a young person’s files can follow him or her around for many years to

come—be careful!
• Report facts, not opinions.
• Suspect parental abuse or neglect?  Know and understand reporting requirements.
• A variety of questions related to the family must receive attention (see text).

Follow any positive results with a comprehensive assessment.

Family Involvement in AOD Screening
Ethnical and Legal Considerations

The following questions should be kept in mind by program staff or administrators.

• Has the young person consented to family involvement?
• Has the screener decided the point in the screening process at which the family should be

involved?
• Does the program have the resources to provide some form of support or intervention to the

family, if needed?
• Has staff been given training in family systems?
• What does the screener need to know from the family to help the youth?
• Has the screener looked for the family’s strengths?
• Is the screener aware of the youth’s definition of his or her family as well as the youth’s legal

caretaker?

Source: Center for Substance Abuse Treatment. (1993). Screening and Assessment of Alcohol
and Other Drug Abusing Adolescents. Treatment Improvement Protocol (TIP) Series, Number 3.
NCADI.
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What is an Intervention?

An intervention, in reference to adolescent AOD abuse, is any effort to correct problem behaviors
in AOD-abusing youth, including:

• Conversations with a youth and a concerned adult
• Outpatient treatment
• Partial hospitalization
• School-based prevention
• Residential treatment
• Drug education classes.

Source: Center for Substance Abuse Treatment. (1993). Screening and Assessment of Alcohol
and Other Drug Abusing Adolescents. Treatment Improvement Protocol (TIP) Series, Number 3.
NCADI.
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Elders

1. More than half of elderly men and two-thirds of elderly women completely abstain from use
of alcohol and non-medical drugs, or use them less than once a year.

2. On the other hand, the elderly are the most frequent users of prescription and over
the-counter drugs.

3. Changes in metabolism that accompany the aging process can render problematic a level of
alcohol consumption that has been moderate in the past.

4. Toxic interactions of drugs and alcohol are a special problem in the elderly population.

5. Alcohol and benzodiazepines may induce depression in the elderly patient.

Source: American Psychological Association, Psychologists Training Course: Alcohol and Other
Drug Abuse Prevention. October, 1992.
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Alcohol And Other Drug Use Among The Elderly

 I. Incidence

A. Alcoholism
The incidence of alcoholism in individuals over 60 has generally been reported to range
between two and ten percent. This proportion is lower or about the same as the
reported incidence of alcoholism in the general population.

B. Abuse of other drugs
Abuse of other drugs, particularly prescription drugs, has been a concern for elderly
patients. One study, (Jinks, 1990) reported an incidence of about 50% for drug abuse
among the clientele of an elderly services center. The classifications of the drugs abused
were sedative-hypnotics, antianxiety agents, and analgesics. The top four drugs abused
were diazepam, codeine, meprobamate, and flurazepam.

II. Factors related to abuse

A. Dose-related effects
Alcohol has a greater dose-related effect for the elderly because of decreased total
body-water. It also potentiates the effects of many sedatives, creating a extremely
potent combination in elderly patients (Scott, 1989). Greater dose related effects for
other abused drugs can also lead to problems of abuse.

B. Early and late onset
There have been two ranges for the onset of alcoholism symptoms: early (before age
sixty) and late (age sixty and after). Early onset symptoms are associated with the
normal development of alcoholism. These patients have already experienced negative
consequences of drinking over their lives but have survived to age sixty. These
symptoms are associated with greater organic damage. Late onset symptoms often
appear in reaction to stressful life events such as retirement or death of a spouse. One
study reported that patients with late-onset symptoms accounted for about fifteen
percent of the elderly alcoholics admitted to a treatment program (Atkinson et al.,
1990).

Source: University of Virginia Health Sciences Center, Project Sage: Substance Abuse
Curriculum for Medical Students, Housestaff, and Physicians in Primary Care. 1991.
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Hispanic Americans
 
1. A population of 23 million, Hispanic Americans constitute the second largest ethnic group

in the United States.
 
2. The group is highly heterogeneous and is composed of many different subgroups,

including:
 

a) Mexican American
b) Puerto Rican
c) Cuban
d) Central American/South American/Caribbean Islander

 
3. However, several factors relevant to patient assessment and counseling are consistently

reported:
 

a) The concept of machismo places positive value on male use of alcohol and
negative value on female use. Machismo also influences the effectiveness of
prevention and treatment initiatives. Machismo mitigates against males seeking
help for problems with AODA.

 
b) The concept of barrio (neighborhood) is a positive social force in Hispanic

communities that can be engaged in prevention and rehabilitation efforts.
 
c) Treatment efforts must take into account the importance of strong immediate and

extended families within the Hispanic community.
 

4. Special attention should be paid to the needs of youth and women in Hispanic populations.
With increased acculturation, for example, attitudes toward women’s use of alcohol have
become more liberal, and higher levels of consumption (with attendant problems) appear
to follow.

 
 
 

Source: American Psychological Association, Psychologists Training Course: Alcohol and Other
Drug Abuse Prevention.1992.

Abuse De Drogas Entre Hispanoamericanos
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• Entre 1985 y 1988, el numero de Hispanoamericanos desde los 12 anos de edad en adelante

que nunca habia usado drogas i1icitas acrecento en mas de 3.7 millones a mas de 4.8 millones.
El porcentaje de Hispanos que nunca habian usado cocaine se acrecento de 7.3% en 1985 a
11% en 1988. Sin embargo, el porcentaje de Hispanos que usaron drogas por lo menos una
vez en el ano pasado, disminuyo de 16.7% a 14%, y el mes pasado el uso de drogas decreclo
de 10.7% en 1985 a 8.2% en 1988.

 
• A partir de Diciembre de 1989, mas de 18,200 Hispano-americanos han contraido el SIDA.

Por lo menos un 50% de estos casos incluian el uso intravenoso de drogas. Tambien, mas de
un 80% de aquellos Hispanos que hen contraido el SIDA por medio de contacto heterosexual
habian adquirido la infeccion del VIH por medio de contacto sexual con una persona que usa
drogas por via intravenosa.

 
• De los 491 ninos menores de 13 anos de edad que han contraido el SIDA haste 1989, mas de

70% son hijos de madres cuyo riezgo de contraer la infeccion del Virus de Inmuno-
Deficiencia Humana (VIM) fue causado por el abuso de drogas 1ntravenoso o por haber
tenido relaciones sexuales con personas que usan drogas intravenosas. (Uno de cada tres
Hispanos reportan haber contraido una enfermedad transmitida sexualmente.)

 
• Entre los Hispanos que usan drogas endovenosas, 23% del sexo masculino y 20% del sexo

femenino, se injectan a diario heroina, cocaine, o una mezcla de las dos (-speedball-). Entre
aquellos Hispanos que pocas veces usan una aguja nueva, 27% nunca usan BLEACH o
alcohol pare 1imp1ar sus equipos antes de injectarse, lo cual los pone a riezgo de contraer y a
la vez de 1nfectar a otros con la infeccion del VIH.

 
• A pesar de que el total de Hispanos es menos de un 10% de todos los casss reportados en las

sales de emergencias entre 21 areas metropolitanas, los Hispanos tienen comparativamente un
porcentaje mas alto en el uso de ciertas drogas: heroina - 14.6%; 1nhalables - 15.4%;
metadona - 18.7%. Casi un 18% del total de Hispanos admitidos en sales de emergencias
durante 1988 incluyeron heroina y/o morfina--lo que constituye el porcentaje mas alto que
ningun otro grupo etnico. Cerca de un 13% de las muertes ocasionadas por drogas en 27
areas metropolitanas ocurrieron entre Hispanos.
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Abuse De Drogas Entre Hispanoamericanos  (continuado)
 
• Los Hispanos representan una sexta parte de los 254,000 Americanos que estaban en

tratamiento por uso de drogas durante 1987. El porcentaje de pacientes Hispanos fue el mas
alto reportado en Arizona, California, Nuevo Mejico, Nueva York y Texas. Sin embargo,
entre aquellos Hispanos que usan drogas intravenosas, 41% nunca ha estado en tratamiento.

 
Para informacion sobre referencias a programas de tratamtento del abuso de drogas favor de
llamar gratuitamente al telefono 1-600-66-AYUDA del NIDA.
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NATIVE AMERICAN CONSTITUENT COMMITTEE

FACT SHEET:  Native Americans and
Alcohol and other Drug Problems

AMERICAN INDIAN POPULATION INCREASING

• After a period of major reduction in numbers (250,000 in 1900) Native Americans today are
one of the most rapidly increasing populations in the U.S.1 The 1990 census counted 242,164
Native Americans in California.

 
• Although the group Native American is usually presented as a conceptual whole, the different

Indian Tribes and linguistic groups account for 50% of American cultural diversity.1 The rates
of social problems such as alcohol and other drug problems vary widely between Tribes and
regions.

 
HEALTH STATUS BETTER BUT ALCOHOL AND DRUGS STILL A PROBLEM

• In the past two decades, life expectancy for this group has increased significantly. Health
care, educational and occupational access and achievement also improved.1 Infant mortality
has dropped below that for White Americans. 17

 
• Alcoholism among American Indians has reached epidemic proportions and has been

described as the number one health problem in these cultural groups.2 Native Americans
appear to be at higher risk than other U.S. ethnic groups for mental health problems,
including depression, substance abuse, domestic violence, and suicide.3

ALCOHOL AND OTHER DRUG PROBLEMS ARE COMPLEX

• There is no all encompassing explanation for the level of substance abuse among Native
American youth. Three factors have been identified as increasing the possibility of substance
abuse:

 
• cultural dislocation and lack of socialization into either Native or mainstream culture,
• lack of clear cut messages against use within communities, and
• strong peer group pressure and support to use.4

Source:  CALIFORNIA DEPARTMENT OF ALCOHOL AND DRUG PROGRAMS
ADVICE SEEKING SYSTEM
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• The heaviest drinking occurred among those who were most closely identified with non-lndian

values and the lowest levels occurred among youth who expressed an ability to adapt
comfortably both Indian and non-lndian values (bi-culturality).6

 
• It is estimated that 69% of all reservations in the US have some form of alcohol prohibition. 

Prohibition may act in two ways to produce alcohol related problems for Indians. First, it
necessitates long drives to obtain alcohol and therefore creates more opportunity for traffic
injuries and secondly, puts drinking behavior within an often hostile non-lndian environment.5

Indian drinking patterns are characterized by binge drinking and flamboyant alcohol
consumption.8

INDIAN WOMEN USE ALCOHOL AND OTHER DRUGS

• Young American Indian females use drugs at the same rate as males.6

 
• Fetal Alcohol Syndrome is 33 times higher in American Indians than in Whites.7

 

• Alcohol abuse is considered to be one causal factor in the disruption of Indian families. A
survey conducted by the Association of American Indian Affairs found that 25 to 35
percent of all Indian youth were separated from their families and placed in foster homes,
adoptive homes or institutions.8

ALCOHOL, MARIJUANA AND INHALANTS ARE YOUTHS DRUG OF CHOICE

• A study which sought to
distinguish the differences in
adolescent drinking patterns by
race found that American Indian
high school students were by far
the heaviest alcohol drinkers.9

 
• Before reaching seventh grade, 44

percent of American Indian youth
have used inhalants; this is about
five times the incidence by
non-lndian youth.10

 
• American Indian high school

seniors have the highest
prevalence rates for cigarettes,
alcohol and most illicit drugs;
White students had the next

Alcohol and Other Drug-related Death by Race, 
1988
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highest rates for most drugs. Asian Americans had the lowest rates and African Americans
had rates almost as low as Asians except for Marijuana. Latinos had intermediate rates
except for high male cocaine use.11

ALCOHOL, DRUGS AND VIOLENCE

• At least 80 percent of homicides, suicides and motor vehicle crashes in the American Indian
population are alcohol related.12

 
• Some reservation counties have Indian homicide rates over 125 per 100,000 population.13

 
• Spousal abuse is higher in the American Indian population than among White Americans.

The incidence of severe domestic violence is 36% higher. It is estimated that 37,000 Indian
couples experience violence every year.14

• Many Native American youth direct aggression inward in the form of suicide. It is the second
leading cause of death for Native youth between 15 and 24 years of age. According to
Durkheim, “suicide is the ultimate act of defiance.”15

 
• Analysis of data from 12 regions of Indian Health Service found a significant relationship

between homicide and poverty among males but not females.16

 
• Among American Indian families in the Southwest, alcohol is present in all reported cases of

child abuse. However, alcohol abuse exists exclusive of the association with child
abuse/neglect and therefore is necessary, but not sufficient to explain this type of violence.17

BONNIE DURAN 12/93
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Native Americans

1. Native Americans comprise a highly heterogeneous population. This population is divided
among 500 tribes and Alaskan villages, each with distinct language, customs, ceremonies, and
socioeconomic status.

 
2. There often is equal diversity within tribes in terms of various members' lives in urban or rural

settings and their orientation to the traditional tribal culture or the modem majority culture.
 
3. Available research shows that alcohol is most often the drug of choice among Native

Americans, with 97 percent of Native American youth reporting use by the 11th grade, and
heavy drinking cited as the principal reason that almost half do not complete high school.
However, there is striking variability among tribes in attitudes and practices towards alcohol.

 
4. Culturally determined behaviors need to be respected in dealing with Native American patients

(e.g., reticence about self-disclosure, avoidance of direct eye contact).
 
5. For those Native Americans with a strong orientation to traditional Native American culture,

treatment needs to incorporate those cultural values.

Source: American Psychological Association, Psychologists Training Course: Alcohol and Other
Drug Abuse Prevention.1992.
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African Americans

1. Overall patterns of AOD use are roughly similar for African Americans and Whites.
 
2. Current data suggest that African Americans experience more significant consequences of

AOD use than Whites. However, African American and White men appear to have similar
patterns of alcohol use while more African American women than White women completely
abstain from alcohol.

 
3. Data on drug use show that African Americans—and particularly African American youth—

are over-represented in arrest records, treatment admissions, and emergency room visits.
 
4. The proportion of African Americans who test positive for HIV infection is twice the

proportion of African Americans in the general population.
 
5. Positive cultural factors in African American communities (strong kinship ties, role of the

church) have not been sufficiently appreciated as facilitators of alcohol and other drug abuse
(AODA) prevention and intervention.

Source: American Psychological Association, Psychologists Training Course: Alcohol and Other
Drug Abuse Prevention.1992.
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CAN BE REPRODUCED

NIDA
NATIONAL INSTITUTE Issued by the Press Office of the National Institute on Drug Abuse
ON DRUG ABUSE 5600 Fishers Lane, Rockville, Maryland 20857

301-443-6245

Capsules SUBSTANCE ABUSE
AMONG HISPANIC AMERICANS

• Between 1985 and 1988, the number of Hispanic Americans age 12 and over who
had ever used illicit drugs rose from 3.7 million to more than 4.8 million. The
percentage of Hispanics who had ever used cocaine rose from 7.3% in 1985 to 11%
in 1988. The percentage of Hispanics who used illicit drugs at least once in the past
year, however, dropped from 16.7% to 14.7% , and past month use among
Hispanics dropped from 10.7% in 1985 to 8.2% in 1988. (Source: 1988 National
Household Survey on Drug Abuse, NIDA)

 
• As of December 1989, more than 18,200 Hispanic Americans had developed AIDS

at least 50% of these cases involved intravenous drug abuse. Also, more than 80%
of those Hispanics who had developed AIDS through heterosexual contact had
acquired the HIV infection through sex with an intravenous drug abuser. (Source:
HIV/AIDS Surveillance Report, January 1990, CDC)

 
• Of the 491 Hispanic children under the age of 13 who had developed AIDS by

December 1989, more than 70%  were born to mothers whose risk for contracting
the HIV 1nfection had been associated with their own intravenous drug abuse or
sex with an intravenous drug abuser. (Source: HIV/AIDS Surveillance Report,
January 1990, CDC)

• Of those Hispan1cs using drugs intravenously, 23%  of males and 29%  of females
inject heroin, cocaine or a mixture of the two (“speedball”) on a daily basis.

• Of those Hispanics who do not always use a new needle, 27%  never use bleach or
alcohol to clean their equipment before injecting, placing them at serious risk for
contracting, as well as spreading, the HIV infection. (Source: NIDA AIDS
Demonstration Research National Database, November 1989)

• Although Hispanics accounted for less than 10% of all 1988 emergency room
mentions in 21 metropolitan areas, they showed comparatively high rates of mention
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for certain drugs: for heroin-14.6%; inhalants-15.4%; methadone-18.7%. Nearly
18% of the 1988 emergency room episodes for Hispan1cs involved heroin and/or
morphine—this is a higher percentage than for any other ethnic group. Nearly 13%
of the 1988 deaths due to drugs in 27 metropolitan areas occurred among
Hispanics. (Source: Data from the Drug Abuse Warning Networks Series I. Number
8, 1988, NIDA)

• Hispanics represented about one-sixth of the nearly 254,000 Americans who were
in drug treatment in 1987. Relatively high proportions of Hispanic clients were
reported in Arizona, California, New Mexico, New York, and Texas. Of Hispanics
who use drugs intravenously, however, about 41% have never been in
treatment.(Sources: National Drug and Alcoholism Treatment Unit Survey - 1987
Final Report, NIDA; NIDA AIDS Demonstration Research National Database,
November 1989)

NIDA's toll free Hispanic Hotline number for drug abuse treatment referral is
1-800-66-AYUDA.

FAVOR VOLTEAR PAGINA CAP30
C-89-02 PARA TRADUCCION ESPANOL Revised March 1990
U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES      Public Health Service       Alcohol, Drug Abuse, and Mental Health Administration
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CAN BE REPRODUCED

NIDA
NATIONAL INSTITUTE Issued by the Press Office of the National Institute on Drug Abuse
ON DRUG ABUSE 5600 Fishers Lane, Rockville, Maryland 20857

301-443-6245

Capsules SUBSTANCE ABUSE
AMONG BLACKS IN THE U.S.

• Almost 8 million (36%) blacks have used marijuana, cocaine, or other illicit drugs at
least once in their lifetimes; 3 million used in the past year; and 1.7 million blacks
used an illicit drug in the past month. (Source: Household survey)

• Among the population age 35 and older, blacks were more likely than whites or
Hispanics to be using an illicit drug currently (past month). Current use of cocaine
among blacks decreased from 3% in 1985 to 2% in 1988. (Source: Household
Survey)

• Black women are more likely than women in any other racial/ethnic group to have
used crack cocaine. Less than 1% of white women, 1.3% of Hispanic women, and
1.5% of black women have used crack cocaine. (Source: Household Survey)

• Black patients accounted for 39% (63,002) of the 160,170 drug abuse related
emergency room (ER) cases reported to the Drug Abuse Warning Network (DAWN)
in 1988. Of the ER cases involving black patients, 62% were male, and 40% were
20-29 years old. (Source: DAWN)

 
• Cocaine was the most frequently mentioned drug in DAWN ER episodes. Almost

57% of cocaine ER cases involved black patients. (Source: DAWN)

• Black decedents accounted for 30% (1,999) of the 6,756 drug abuse related deaths
reported by Medical Examiners (ME) to DAWN in 1988; Over 74% of black
decedents were males, and 46% were 30-39 years old. (Source: DAWN)

CAP34
C-89-05 Revised February 1990
U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES      Public Health Service     Alcohol, Drug Abuse, and Mental Health Administration
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• Cocaine was the most frequently mentioned drug in DAWN ME cases, followed by
heroin/morphine. Blacks accounted for 41% of cocaine related deaths and for 31%
of heroin/morphine deaths. (Source: DAWN)

• AIDS is a severe problem among blacks due to intravenous (IV) drug use. Of those
living in households, blacks are twice as likely as whites to have used drugs
intravenously. Although black Americans represent 12% of the population in the
U.S., they account for 27% of all people with AIDS. Of these cases, 44% (12,609)
reported injection of an illicit substance prior to diagnosis with AIDS. (Source:
CDC)

• The impact of AIDS associated with IV drug abuse on blacks is also reflected in
cases of AIDS among the heterosexual partners of IV drug abusers. Blacks account
for more than half of the AIDS cases who were heterosexual partners of IV drug
abusers. (Source: CDC)

 
• Blacks account for 53% (939) of pediatric AIDS cases. Over 60% of the black

pediatric cases are infected because their mothers were IV drug users or had sex
with an IV drug user. (Source: CDC)

 
• Data on drug abuse clients in treatment show that blacks represented about

one-fourth of the drug abuse clients. The proportion of black clients was highest in
the District of Columbia, Georgia, Illinois, and Maryland. (Source: NDATUS)

• Over one-third of the 18-19 year old blacks have dropped out of school. Drug use is
generally higher among drop outs than those who complete school. Black students
who stay in school are less likely than white students to use illicit drugs. White
seniors are twice as likely to report ever using cocaine than black seniors (13% vs.
6%), and more likely to ever use marijuana (50% vs. 37%). (Source: Dept. of
Education, and NIDA's High School Senior Survey)

Household Survey: 1988 National Household Survey on Drug Abuse, NIDA.
DAWN: Drug Abuse Warning Network, 1988, NIDA.
CDC: HIV/AIDS Surveillance (Sept. 1989), Centers for Disease Control.
NDATUS: National Drug and Alcoholism Treatment Unit Survey, 1987, NINA.
Dept. of Ed.: U.S. Department of Education, 1988.
High School Senior Survey: Monitoring the Future Study, 1988, NIDA.
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Asian Americans/Pacific Islanders
 
1. Asian and Pacific Americans are a constellation of peoples representing at least 32 distinct

ethnic and cultural groups that differ in:
 

a) Area of residence and generational status in the U.S;
 

b) Degree of acculturation and English- and native-language facility;
 

c) Degree of identification with the “home” country of personal or ancestral origin;
 
d) Religious beliefs and value orientations;

 
e) Education, social-political identification, economic status and financial standing;

and
 

f) Perception of choice in emigrating to the United States.
 
2. Generally, Asian Americans consume less alcohol than Anglos, a fact that is possibly

related to the well-documented facial “flushing reflex,” a physiological response that
causes considerable discomfort when alcohol is consumed by many Asians.

 
3. Extensive use of amphetamines, barbiturates, psychedelics, cocaine, and hallucinogens has

been documented in some Asian American populations.
 
4. The newest drug of concern is ice, an analog of methamphetamine that produces a

“crack”-like intense high persisting for 8 to 12 hours.  Earliest reports of this drug in the
U.S. (in the summer of 1989) are in Asian-American communities in Hawaii, the West
Coast, and the Northeast.

 Source: American Psychological Association, Psychologists Training Course: Alcohol and Other
Drug Abuse Prevention.1992.
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 Multiple Risk Factors in Ethnic Communities

Concerning demographic risk factors, the NIDA publication Drug Abuse and Drug Abuse
Research: The Third Triennial Report to Congress From the Secretary, Department of Health
and Human Services (1991) points out that “members of minority groups, such as Blacks and
Hispanics, are disproportionately represented among abusers of heroin and other ‘hard’ drugs.
Although adequately representative surveys of AODA in minority populations have not been
done, it is known that these populations are overrepresented among intravenous drug abusers and
have higher rates of illnesses and mortality related to drug abuse. The meaning of these
differences is unclear, but they probably represent a combination of economic, social,
psychological, and biological factors, such as high prevalence of drug abuse in prior generations,
economic disadvantages experienced by many minority segments of society and their associated
limited access to educational and occupational resources, and the consequences of growing up in
neighborhoods with high levels of drug abuse by peers and significant adults.... The contribution
to drug involvement of latch-key status, living in neighborhoods with high levels of drug
availability, pressure to become involved in distribution, and associated violence are recognized as
significant subjects for systematic research” (p. 35).

Southeast Asians families who have recently immigrated to the United States provide an example
of the ways these risk factors combine to put a group at high risk. Southeast Asian refugee youth
as a group, suffer from a number of risk factors proven to be highly correlated with AOD
dependency in other ethnic populations. A large percentage of these youth suffer from multiple
risk factors that interact to place them at even higher risk (Southeast Asian Family Empowerment
Project 1994).

Among the reasons for their high-risk and multiple-risk status are the following:

• Family fragmentation. Many Vietnamese and Cambodian children are living in blended or
nonintact families, without one or both biological parents.

 
• Family dysfunction. In many Southeast Asian families, traditional roles based on gender, age,

and relationship have broken down as a consequence of war and migration. Changed family
composition, changed family roles and structure, and differing rates of acculturation between
parents and youth often result in severe family conflict.

 
• Mental health problems. Past trauma and psychological distress resulting from difficulties in

cultural transition contribute to a high incidence of mental health problems experienced by
Southeast Asians.

 
• Limited English proficiency. Newly arrived refugee youth are hampered in their adjustment by
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limited English proficiency. In some cases, lack of literacy in their first language creates a
problem in developing English proficiency.

 
• School failure. In the 1980’s, many refugee youth experienced disrupted educations in their

homelands and spent years in refugee camps. Consequently, many of these refugee youth are
over age and undereducated for their grade.

 
• Economic disadvantage. Most Southeast Asian youth and their families are living in poverty.

AOD use by Southeast Asian youth has been of growing concern to refugee service providers.
Alcohol is most widely used by youth, but marijuana, cocaine, crack cocaine, and heroin are
also used. Like Southeast Asian adults, the youth appear to use AOD in response to social
pressure, as self-medication to relieve psychological distress and stress resulting from cultural
adjustment and to alleviate symptoms of posttraumatic stress disorder.

 
Due to lack of exposure to American culture, Southeast Asian parents and other adult community
members are unaware of the problems faced by children growing up in the United States,
including AOD use. Like their parents, Southeast Asian youth, particularly new arrivals, know
little about AOD, problems associated with use, and resources for help. Antidrug media
campaigns usually do not reach them because of their limited English.

Source: Center for Substance Abuse Prevention, Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work.1995
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Fourteen Reasons Why People With Disabilities Are At High
Risk For Drinking And Drug Abuse Problems

1. Society assumes that a person with a disability has nothing better to do with her or his
time.

2. Prescription drugs are easily available from a wide variety of sources, including legitimate
M.D.’s.

3. Family members “enable” the problem.

4. A person with a disability uses alcohol and/or drugs to “self-medicate” against feelings of
pain, loss, frustration or anger about the disability.

5. A person with a disability may lack social and/or occupational skills.

6. A person may have been abusing drugs or alcohol prior to incurring a disability. This
abuse won’t go away just because the disability has occurred.

7. There may be a drug and/or alcohol abuse problem within a disabled person’s family.

8. Counselors, friends and relatives may not ask a disabled person about drug or alcohol use
because of denial of the problem or fear of hurting the person’s feelings.

9. A person with a disability may fear that admitting to a drug or alcohol abuse problem will
mean taking on yet another social stigma.

10. Social acceptances may feel easier for a person in a setting where drugs and alcohol are
used or abused.

11. Economic pressures and other survival issues can be more severe for people who have
disabilities. This pressure can be used as a rationale for drug and alcohol abuse.

12. People with disabilities lack essential basic education about drug and alcohol abuse risks
that are particular to their own life situations.

13. A person with a disability may be cultivated as a “friend” by addicts who see her or him as
“easy prey.”

14. Treatment facilities and support groups are largely inaccessible. Both physical and
attitudinal barriers to treatment are widespread.

Source:  Pacific Research and Training Alliance, 440 Grand Ave, Suite 500, Oakland, CA  94610
1-800-933-PRTA
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Overview of
Important Themes

In an ideal world, the experiences and viewpoints of researchers, program implementers and
policy makers would contribute to an ongoing information exchange. In the real world, each
group, with its very different viewpoint, language and experience, often finds it difficult to
communicate to the others.

What is needed to design a scientifically rigorous research study may appear irrelevant and even
intrusive to some practitioners. Practitioners, faced with vastly underserved populations, may
press researchers to design studies skewed to demonstrate need. And policy makers, always
caught between the imperatives of politics and rational planning, must try to balance those
competing interests.

As a result, important research fails to reach those who plan and implement programs; vital
practice knowledge from the field is not communicated to researchers as they design studies; and
policy makers are left with an incomplete picture as they weigh service priorities.

These issues were addressed head on during the Symposium, as research findings were continually
reframed into both policy and program contexts. The discussion was frank and at times
impassioned. The result was not a list of tidy solutions, but a delineation of important themes
articulated from the policy, program and research perspectives This section discusses those
themes.

Theme #1: The politics of research on and services to gay men and lesbians
influence how research questions are formulated and findings are
interpreted.

Researchers and policy makers, for different reasons, share a similar interest in determining more
precisely the extent of AOD abuse within the gay and lesbian communities. Researchers are
scientists and value precision and objectivity. Policy makers value reliable data when making

Source: Proceedings of The Research Symposium on Alcohol and Other Drug Problem
Prevention Among Lesbians and Gay Men. California Department of Alcohol and Drug
Problems. October, 1992.
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Symposium Proceedings

Overview of Important Themes  (continued)

policy decisions. For these two groups, then, a shared starting point of interest is determining the
extent of AOD use and abuse within the gay and lesbian communities.

Program people, on the other hand,
view this starting point with mixed
feelings. They begin with first-hand,
experience-based knowledge of the
problem and of the virtual lack of
services to this population. They
“know” the need is great, but struggle
with how to paint a picture of great
need that will attract additional
resources for services without
providing ammunition to those who
view gay men and lesbians as
somehow fundamentally impaired.

With these differing positions on
formulating the basic research
question, interpreting findings
becomes complex and sensitive. Three
of the Symposium researchers, David
McKirnan, William Skinner and Ron
Stall, conducted studies to find
answers to this question. All were in
agreement, with minor variations, that
overall, lesbians and gay men do not

appear to differ that much from similar heterosexual populations in their use of alcohol, and that
there seems to be no evidence that 30 percent of either group is alcoholic.

Program practitioners are right to worry about the implications of these findings.

Stall identified the reason behind this fear:

Symposium Proceedings

Biosketch: Ron Stall, Ph..D., M.P.H.
Ron Stall is An Assistant Adjunct Professor of
Epidemiology and Biostatistics at the University of
California, San Francisco. Dr. Stall’s work has
primarily concerned understanding the sociocultural
contexts of behaviors that can result in poor health. He
is currently working on several research projects. The
first of these is to evaluate an intevention to reduce
sexual risktaking for HIV infection among a clinical
population of recovering gay male alcoholics. The
second is to evaluate the effects of a community
mobilization project to enhance primary and secondary
prevention of AIDS. The third is to evaluate, in a
national random-digit dial telephone survey, the extent
of behavioral risk for HIV infection among older
Americas. Also included among his research projects is
ongoing work with the AIDS Behavioral Research
Project, the Communication Technology surveys, and
the San Francisco Men’s Health Study. Dr. Stall has
worked extensively in drug and alcohol epidemiology
and has authored a series of papers concerning the
relationship between non-intravenous drug use and
AIDS.
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Overview of Important Themes  (continued)

“Some individuals will take the finding that rates of drug and alcohol abuse among
gay men did not approach the 30 percent mark, and appear to be declining over
time, as evidence that drug and alcohol prevention/treatment programs are not
needed...it is important to remember that if (the 30% rate) were true...this would
be among thehighest rates of drug/alcohol abuse ever measured for any social
group in the world. Requiring that gay men manifest the highest alcoholism/drug
addiction rates in the world as a precondition for...services is transparently
homophobic.”

The politics of research in this field is a delicate matter. Since gay men and lesbians are a
politically unpopular minority who struggle to obtain services at even minimal levels, documenting
the extent of the problem carries a “damned if you do, damned if you don’t” flavor. This is a
dilemma faced by many minority groups: a problem must reach a crisis proportion to merit
response. The HIV epidemic has done this for gay and bisexual men; no parallel health crisis has
yet emerged for lesbian and bisexual women.

Current research, then, seems to be establishing that while AOD abuse among gay men, lesbians
and bisexuals is not dramatically different or worse than that of heterosexuals, different correlates
and patterns exist which need to be understood in order to provide effective prevention and
treatment That this population deserves adequate treatment and prevention services as does any
other minority group needs to be a basic assumption, not one that must be earned through
radically higher abuse rates.

Theme #2: Gay men and lesbians are not a monolithic entity. Diversity abounds.

For the most part, research on gay and lesbian AOD use is based on samples of self-identified gay
men and lesbians who are predominantly white, well-educated, and middle class. Most studies
focus on gay men, although two of the studies presented at the Symposium included large lesbian
samples. Most are based on urban populations, although one of the studies presented at the
Symposium drew from some rural communities.

The practitioners were adamant about the need to improve research methods so that the true
diversity of lesbians and gay men is reflected in research samples. They urged that lesbians and
gay men from specific population groups, particularly people of color, be involved when studies
are designed. Separate studies that target different groups were recommended.

Symposium Proceedings
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Overview of Important Themes  (continued)

From a research perspective, these are key sampling issues. All of the studies presented at the
Symposium made concerted efforts to cast wide nets to capture data from a more diverse
population. Two used “saturation sampling methods”, seeking survey respondents from a variety
of networks, and using several dissemination avenues within the gay and lesbian communities.

Skinner, for example, hired “indigenous researchers” in two Kentucky cities to locate respondents
for their longitudinal study. These were 15 self-identified gay men and lesbians, four of whom
were African American, who worked through their own personal networks to locate subjects who
might not be reached through the other dissemination strategies.

Stall emphasized the need to “over-sample” people of color (that is, construct samples which
include a larger number of people of color than is representative of their actual percentage of the
population) in order to build an adequate knowledge base about their AOD problems. He believes
that an effective over-sampling method is through random digit dial telephone surveys. McKirnan
reported on an ongoing study in Chicago which is conducting in-depth interviews with African
American men in public housing projects. All recognized the need to include research staff who
represent the target population being studied.

Gender Differences

Symposium participants continually pointed out the need to further explore the role of gender
differences when studying gay and lesbian AOD use. For example, Skinner’s and McKirnan’s
studies explored the relationship between changing social roles and AOD use. In the heterosexual
population, AOD use appears to decline naturally with age when people assume responsible social
roles in marriage, and parenthood.

Although legal marriage is denied to gay men and lesbians, parenthood is not.2 Many lesbians (and
some gay men) are raising children from previous heterosexual relationships; a rapidly growing
number are becoming parents through donor insemination, foster parenting or adoption. Skinner
found that for lesbians, having children predicted a decline in the frequency of alcohol use but not,
interestingly, of marijuana use. Having children can also be seen as a stressor, both economic and
social, which has important ramifications for a lesbian’s recovery process.

Skinner and McKirnan also found that substantially more lesbians reported being coupled
Symposium Proceedings
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Overview of Important Themes  (continued)

(whether living together or not) than did gay men. The tendency of lesbians to become coupled
more readily, and to stay coupled longer, has
implications for understanding co-dependency
dynamics in the treatment process.

While lesbians do appear to use AOD at lower
rates when compared to gay men, their use
rates are clearly higher than for women in the
general population. Again, McKirnan theorizes
that social role expectancies of lesbians may not
be as disapproving of AOD use as they are for
heterosexual women. This may be changing,
however, with the strong influence of the
recovery movement in many lesbian
communities.

Thus, prevention programs focusing on lesbians
need to take into consideration their roles as
partners and mothers. The Lapis Program of
Los Angeles, one of the programs highlighted
at the Symposium, is an example of a
prevention approach which provides clean and

sober socializing activities for lesbians of color, and includes child cares.

Another gender difference which emerged in McKirnan’s research was the degree to which
lesbians linked mental health problems with AOD use. More lesbians than gay men said that they
drank or used drugs to cope with mental health problems (such as depression or anxiety). But
about the same number of lesbians and gay men reported mental health problems. This finding
illustrates how women’s AOD use has historically been pathologized—seen as a sign of mental
illness—while men’s AOD use is viewed as a physical illness. McKirnan noted that gender
socialization is a more likely foundation for these differences.

A history of childhood sexual abuse was also a strong predictor for serious AOD-related problems
among lesbians. For example, Joanne Hall found that among her subjects, those who described the
most serious addictions and cross-addictions including eating disorders, also had

Symposium Proceedings

Biosketch: William F. Skinner, Ph.D
William F. Skinner is an Associate Professor
in the Department of Sociology at the
University of Kentucky. He received his Ph.D.
from the University of Iowa 1984. His
research interests include drug and alcohol
use, homosexuality, research methods, and
statistics. He is the principal investigator of a
five-year longitudinal study of drug alcohol
use among gay men and lesbians, funded by
the National Institute on Drug Abuse. Recent
publications on drug use have appeared in
Social Problems, Journal of Applied Social
Psychology, Journal of Health and Social
Behavior, American Journal of Drug and
Alcohol Abuse, and Sociological Inquiry. He
is also co-editor of a book entitled AIDS and
the Social Sciences: Common Threads.
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Overview of Important Themes  (continued)

histories of persistent, chronic, and severe childhood sexual abuse. In her interviews, Hall did not
ask direct questions about sexual abuse history; nevertheless, 46 percent of her subjects
volunteered that they were survivors. As Hall explained, “Although I didn’t ask the question in
this study, I will always ask in the future. (Childhood sexual abuse) has been in the closet too
long.”

Geographic Differences

The three large studies presented at the Symposium were conducted in different parts of the
country. Francisco (Stall); Louisville and Lexington, Kentucky (Skinner); and Chicago
(McKirnan). Variations emerged regarding AOD use patterns that suggest some regional
differences. For example, the use of amphetamines among gay men appears higher in San
Francisco than among gay men in Chicago, Lexington or Louisville. When compared to the
general male population, alcohol abstention rates were higher for gay men in San Francisco, and

lower in Chicago and Kentucky.

Geographic differences are not only
reflected by different AOD use patterns,
but also by differences in attitudes, com-
munity history, and the existence of a
visible gay and lesbian community. As Stall
pointed out, San Francisco is a “city of
refugees”, a characteristic which applies to
the large numbers of gay men and lesbians
who have flocked there for decades to find
a more tolerant environment. McKirnan
describes Chicago as the home of
“heartland gays and lesbians” who either
were born there, or who arrived there for
reasons other than a search for tolerance
of their lifestyle. Skinner characterized the
Kentucky sample as sharing many of the
characteristics of more conservative
Southerners. As his colleague; Melanie

Otis pointed out, “our gay men and lesbians who live in

Symposium Proceedings

Biosketch: David McKirnan, Ph.D.
David McKirnan is an Associate Professor of
Psychology and the Director of the Office of
Applied Psychological Services at the University of
Illinois, Chicago. Dr. McKirnan has conducted
research in the areas of substance abuse,
normative behavior, multi-cultural research, and
AIDS-related behavior. Currently, he is the
Principal Investigator of the Chicago Cohort HIV
High Risk Study and the Study of AIDS-Related
Behavior Among Bisexually Active African-
American, Hispanic, and White Younger Men, both
of which are funded by the Centers for Disease
Control. Recent research publications have
appeared in the Journal of Sexuality, Journal of
Primary Prevention, Psychology and Health,
Addictive Behaviors, and the American Journal of
Community Psychology.
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Overview of Important Themes  (continued)

small towns like small town life, including its more conservative values.”

These differences are paralleled in California, itself a collection of many diverse “Californias.” It
would be inaccurate to uncritically extrapolate findings about lesbians and gay men in San
Francisco to those in Bakersfield, Santa Rosa or Redding. Policy makers and practitioners need to
understand the uniqueness of each community before assumptions about the local lesbian and gay
population can be made. The need for more local research is imperative.

Theme #3: Bisexuals do exist; or, the “unicorn” lives.

Many people who engage in sexual behavior with members of their own sex do not self-identify as
gay or lesbian. Some identify as bisexual; others, perhaps most, consider themselves heterosexual.
It has been a popular belief among many self-identified gay men and lesbians that bisexuals are
like unicorns—they simply do not exist Yet such a view negates the self-perceptions of many
people who will never identify with the labels “gay” or “lesbian.”

This controversy affects research into gay and lesbian AOD use. The use of saturation and more
randomized sampling methods has achieved success in gathering representative samples of self-
identified gay men and lesbians. Yet these samples have not reached a substantial number of
people who consider themselves bisexual, or those who identify as heterosexual yet who engage
in sex with people of the same sex.

These distinctions are particularly important in communities of color. Both researchers and
practitioners at the Symposium described how in African American and Latino communities, for
example, “gay,” “lesbian” and “bisexual” do not translate into meaningful cultural concepts.
Skinner reported the observation of one of his study’s African American indigenous researchers
who explained that in the Black community, a man may consider himself to be heterosexual, and
describe his sexual behavior with other men as “fooling around”.

Miguel Aguilar-Zapata, a Latino AOD prevention and treatment practitioner from San Francisco,
echoed this assessment for Latino men, explaining that “there is a saying in our community that
bisexuality is a matter of how many drinks you have.” The role of alcohol as a disinhibitor for
sexual activity is well-known. Often, unsafe sex practices are the result. (This is true for all
cultural groups, not just within communities of color.)

Symposium Proceedings

Overview of Important Themes  (continued)



INTRODUCTION TO ADDICTION STUDIES
Diverse Populations, Cultural Perspectives

UCSD ATTC 11 - Instructor - page 62 February 1997

The implication for future research is two-fold. First, it will be important to design separate
studies for communities of color which are based on a careful understanding of. the way in which
members of these communities identify and construct meaning of various sexual behaviors.
Labels such as “gay”, “lesbian”, “homosexual” and “bisexual” should be avoided, and more
behavioral descriptors, e.g., “men having sex with men, women having sex with women”, should
be used, along with culturally-relevant language that describes the behavior or lifestyle.

Second, similar care should be taken in general population studies. When a study targets gay men
or lesbians, it will exclude people who may engage in homosexual sex, but who eschew the labels.
By simply adding the word “bisexual” to a study, a greater percentage of self-identified bisexuals
will respond. By using behavioral descriptions, people who see themselves as heterosexual, while
engaging in sex with the same sex, can be included.

Significant differences between gay men, lesbians, and the general population.

• Gay men appear to use alcohol in patterns similar to non-gay men.
 
• Lesbians appear to use alcohol at higher rates than non-lesbian women.
 
• Gay men and lesbians use other drugs at substantially higher rates than men and women in the

general population; however, alcohol is clearly the drug of choice.
 
• Fewer gay men and lesbians abstain from alcohol than their general population counterparts.
 
• Although more lesbians and gay men use alcohol than their general population counterparts,

most appear to be moderate drinkers.
 
• As people get older their AOD use tends to decrease. Among gay men and lesbians, this

decrease is not as substantial as among the general population.
 
• Although there is little evidence that addiction rates are higher among lesbians and gay men,

some studies find that lesbians and gay men reported higher rates of AOD-related problems.
There appears to be either “more problem for the drink” among lesbians and gay men, or, this
population is more likely than the general population to admit AOD problems.
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Overview of Important Themes  (continued)

Theme #4: Understanding Gay and Lesbian AOD Use Patterns Provides the Key to
Effective Prevention Approaches.

Research is making headway on the fundamental task of describing “what is” regarding lesbian
and AOD use. With each well-designed study, important similarities emerge that suggest
significant differences between gay men, lesbians, and the general population. Some important
findings that appeared across the three large-sample studies presented at the Symposium are
presented in the box above.

In interpreting the differences shown in the box, McKirnan warned against the “main effects
fallacy” which concludes that simply being gay or lesbian leads to, for example, a greater
likelihood of AOD-related problems. Discovering different use patterns is only the first step;
investigating other factors that might contribute to differences in the AOD use patterns of gay
men and lesbians is essential. Toward this end, McKirnan’s study measured a series of
psychosocial variables that have been identified by other AOD researchers as correlates to AOD
abuse, and investigated how these are experienced by gay men and lesbians. Three are highlighted
on the following pages.

Discrimination

Previous AOD research has postulated that among the general population, social stressors are an
important predictor of likely AOD abuse. McKirnan theorized that discrimination based on one’s

sexual orientation would be a social stressor
specific to gay men and lesbians.  His study
found that for gay men, having been a victim of
discrimination, particularly hostile or violent
personal discrimination (e.g., “gay bashing”), was
a clear predictor of self-reported AOD-related
problems.

Hall’s study of 30 recovering lesbians identified
key images in their recovery process. She
discovered that for many of these women,

Symposium Proceedings

Biosketch: Joanne M. Hall, R.N., Ph.D.
Joanne M. Hall is a recent graduate of the
doctoral program in nursing at the
University of California, San Francisco. Her
nursing career spans 18 years during which
she has focused her practice, research, and
education efforts in the area of women’s
mental health, especially lesbian health
concerns. Joanne will continue her research
in the area of lesbians’ alcohol problems
and recovery as a postdoctoral scholar at
UCSF.
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“empowerment” was a significant theme in their recovery. Lesbians of color, in particular,
described the linkage between their experience of discrimination as a person of color and their
addiction. They felt that only when clean and sober could they begin the process of empowerment
to help them deal with racism.

McKirnan also reported on an ongoing study of African American gay and bisexual men, in which
the experience of racism within the gay and lesbian community was identified as a key social
stressor linked to AOD problems. This observation was confirmed by Miguel Aguilar-Zapata of
18th Street Services in San Francisco, who described racism as a more stressful and common
form of discrimination than homophobia.

“Bar Orientation” and Alcohol Availability

“Bar orientation” was another important predictor. This variable was not measured by how often
an individual reported going to a bar, but by how important the bar setting was to him or her for a
sense of community, comfort, and connection. Bar orientation emerged as one of the strongest
predictors of self-identified AOD-related problems—even when the heaviest drinkers were
excluded from the analysis.

While not a surprising finding in and of itself, it is particularly significant for gay men and lesbians.
The gay bar still holds a central position in the gay and lesbian communities. It is more than a
bar—it is a community center, communication hub, and usually the community significant
business force. It is often the first stop for a lesbian or gay man in her or his “coming out”
process.

This central role of the gay/lesbian bar developed over decades in response to a hostile
environment which denied gay men and lesbians a variety of opportunities to gather in public. For
this reason’ it would be more likely for a gay man or lesbian to have a strong bar orientation at
some point in his or her life than it would be for a heterosexual person”

Related to this is the overall availability of alcohol in social settings in the lesbian and gay
communities. McKirnan’s study found that those people who reported that alcohol was available

Symposium Proceedings

Overview of Important Themes  (continued)
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at a high percentage of settings in which they sounded also were more likely to report a higher
rate of AOD-related problems.

Reducing alcohol availability is a key strategy in the environmental approach to AOD prevention.
Two of the prevention practitioners, Flash Tarbell from Santa Sara County and Pam Rahn of San
Diego County, described their programs’ efforts which included restaurant and bar
server/manager training; working with gay and lesbian organizations to reduce the availability of
alcohol at meetings and other social gatherings; reducing the amount of alcohol-related news and
advertising in gay/lesbian papers; and convincing local groups to decline funding from companies
which make alcohol products.

Positive Gay/Lesbian Identity as a Buffer

McKirnan’s study found that people who indicated a strong, positive identification with being a
lesbian or gay man were least likely to report AOD-related problems. This finding was so strong it
suggests that a positive identity should be considered a buffer for gay men and lesbians against
AOD-related problems.

In Hall’s study, the most common way in which recovering lesbians understood their recovery
was to see it as a process of “reconnecting”—with oneself, a clean and sober lesbian community,
one’s cultural heritage. Thus, a positive identity as a recovering person is contingent upon
developing a connectedness with those parts of self and environment that can support the healing
process.

A strong, positive self-identity as a gay man or lesbian depends on a number of things. For young
people, positive older role models are important The availability of a variety of socializing
opportunities besides bars is critical, as is involvement in a supportive network of friends and
family is essential In short, the greater the opportunities for a gay man or lesbian to experience his
gay/lesbian identity mirrored in a positive way, the more likely that identity will be positive.

Two of the prevention programs reported on at the Symposium focused on providing these
opportunities for gay and lesbian adolescents. Beth Kivil described a San Francisco program

which provides “normal, All-American socializing opportunities” for teen-aged lesbians and gay
men from which they otherwise would be excluded. These include camping, sports, dances,
support groups, and community involvement. Stephen Kornfeld, Dean of Students at a Los
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Overview of Important Themes  (continued)

Angeles area high school, described organizing a school-based support group for previously
ostracized gay and lesbians students. His efforts eventually led to the sensitizing of faculty about
the homophobia these students face, and acceptance of the support group as a bona fide student
organization.

Msindo Mwinyipembe, an African American prevention practitioner from a Los Angeles program,
detailed how socializing opportunities such as dances give lesbians of color a chance to break
their isolation in a dean and sober setting. And Randy Burns, a Native American who works with
HIV positive Native American gay men in San Francisco, reported on how gay men and lesbians
from many tribes are forging a strong, positive identity that combines their cultural heritage and
their sexual orientation. These self-described “Two-Spirit People” attend Indian dances sponsored
by different tribes, as well as create their own rituals and ceremonies to honor their heritage in an
affirming way.

Thus, creating a positive gay and lesbian identity holds a central place both in the recovery
process as well as in the design of prevention programs. The importance of this factor is affirmed
by current research.

Conclusion

The proceeding themes emerged from dialog among policy makers, practitioners and researchers.
From this dialog it was clear that each perspective is essential to provide a complete picture of the
AOD problems of lesbians and gay men. The remainder of these proceedings include expanded
versions of the contribution of each presenter. By presenting the important themes first, it is
hoped that each presenter’s thoughts can be understood as a crucial part of a whole.

Notes

1. Bell, A.P. and Weinberg, M.S. 1978. Homosexuality: A Study of Diversity Among Men and
Women. New York: Simon and Schuster.

2. This is not entirely true. In many jurisdictions across the country, lesbians and gay men lose
custody of their children simply because of their sexual orientation.
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A Definition Of Culture

Culture refers to the cumulative deposit of knowledge, experiences, meanings, beliefs,
values, attitudes, religions, concepts of self, the universe and self-universe relationships,
hierarchies of status, role expectations, spatial relations and time concepts acquired by a
large group of people in the course of generations through individual and group striving.

Culture manifests itself both in patterns of language and thought and in forms of activity
and behavior. These patterns become models for common adaptive acts and styles of
expressive behavior, which enable people to live in a society within a given geographic
environment at a given state of technical development.

Source: James Evans, Chemical Dependency Program, San Diego City  College.
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Cultural Competence -- A Glossary of Terms

CULTURE

The thoughts, ideas, behavior patterns, customs, beliefs, values, skills, arts, and
prejudices of a particular people at a given point in time.

CULTURAL COMPETENCE

The ability of individuals and systems to provide services effectively to people of all
cultures, races, ethnic backgrounds, and religions in a manner that recognizes, values,
affirms, and respects the worth of individuals, and protects and preserves the dignity of
each.

CULTURALLY COMPETENT PERSON

A culturally competent person: believes that culture is a powerful force in shaping a
person's beliefs or values; understands that there is diversity within a culture as well as
diversity between cultures; accepts that their own perceptions, stereotypes, and culture
have an impact on their provision of services; views people as unique individuals;
celebrates differences.

Adapted From The Caregiver Training Project of the Family Welfare Research Group,
Family Power:  Building Skills for Families with HIV and Drug-Affected Children
(Berkeley, CA University of California at Berkeley, 1992).
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Examining Cultural Beliefs Related to
Chemical Dependency

Circle agree or disagree

A. Most people in the U.S. who use alcohol and other drugs
are people of color ............................................................................ A     D

B. Families of color are more likely to refer chemically dependent
family members to treatment programs and to be more involved
and supportive of the treatment process than chemically
dependent Caucasian families............................................................ A     D

C. All racial and cultural populations share similar attitudes about
the nature of chemical dependency.................................................... A     D

D. Affordability is the only barrier to the use of alcohol and drug
treatment programs by people with various cultural identifications
who are chemically dependent.......................................................... A     D

E. The negative consequences of alcohol or drug use/dependency
affect all racial and cultural groups equally....................................... A     D

Source: Child Welfare League of America, ACT-1 Alcohol and Other Drugs: A
Competency-Based Training.1993
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Major Issues For Substance Abusing Women

1. Guilt, stigma, and shame.

2. Sexualized image: seen by others as promiscuous. “Whore,” “Lush”.

3. Low self-esteem.

4. Feelings of powerlessness and learned helplessness.

5. Centrality of relationships in women's lives:

  · Women as daughters of alcoholic parents.

· Women as partners, often of substance abusers.

· Women as parents.

6. Care and needs of children.

7. Family violence, sexual abuse and incest.

8. HIV related illness.

9. Multiple addictions.

10. Vocational and economic issues and limitations.

11. Drinking, drugging and pregnancy.

12. Anger and depression.

13. Eating disorders.

14. Physiological considerations:

· Women become more intoxicated than men on the same amount of alcohol,
even when they weigh the same.

· Telescoped development: health related complications from alcoholism seem to
develop at an accelerated rate in women.

· Vulnerabilities to liver damage, cancers of the lip, tongue, pharynx, esophagus,
and breast. Gynecological problems.

Source: Women's Alcoholism Program of Cambridge and Somerville Program of
Alcoholism Rehabilitation. Training manual. 1990.
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Barriers to Serving Pregnant Women who are
Chemically Involved

• A chemically dependent woman is often unable to concern herself with anything except
substance use. Her cravings for the substance are very strong.

• Many in this population will not have been seen for medical care until delivery; many will
deliver at home, causing an increased risk for medical/obstetrical problems for the mother
and her infant.

• The woman may fear that if she does obtain prenatal care, she will be tested for drugs and
brought to the attention of child welfare’s child protective personnel. She may fear family
court involvement and/or prosecution that could result in the placement of the child in out-
of-home care after birth.

• Because pregnant AOD users do not seek prenatal care, identification is the first task.
Pregnant women who do seek medical care are often not questioned about chemical use.

• The odds of getting into a AOD program are not in the woman's favor. The more critical the
need, the less likely it is that the services will be available. Although one New York Times
headline read “Help, Don’t Jail Addicted Mothers,” such help is often difficult to find.
According to one survey, 54% of pregnant addicted women in New York City were refused
service by the city's drug treatment programs; 67% were refused if they were on Medicaid;
and 87% were rejected if they were pregnant, on Medicaid, and used crack.

• Pregnant or parenting chemically dependent women are deterred from pursuing recovery not
only by the severe shortage of treatment slots, but also because few treatment programs are
set up to meet the unique needs of women. Most residential programs were designed for
males. Gender-specific programs sensitive to the needs of pregnant and parenting women
and their children have increased in recent years. In most communities, however, these
programs are not available, and women have difficulty finding programs that make
provisions for child care or for prenatal/postnatal care. Even when providers are willing to
allow pregnant or parenting women to keep their children while in residential treatment, the
facilities and programs are not usually adapted to meet the needs of children.

• Women seeking treatment must also overcome a lack of coordination among community
services. Navigating the multiple systems to meet complex medical and social needs is often
impossible for the marginally functioning, chemically involved client. As a result, the
pregnant alcohol and drug user usually gets no treatment for chemical dependency and
receives inadequate medical care.

Source: Child Welfare League of America, ACT-1 Alcohol and Other Drugs: A
Competency-Based Training.1993.
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Risk Factors Associated with Adolescent Substance Abuse

The more risk factors a child experiences, the higher the risk of later problems with alcohol or
drugs. Several researchers on risk and resiliency stress that the development of such problem
behavior as alcohol or other drug use is a dynamic process as an individual constantly adapts to
stressful life events. Reinforcing the protective, nurturing factors can restore or support the
balance and increase the resiliency of a vulnerable individual.

The following factors are those most likely to influence the risk of substance abuse in adolescents:

• Parental chemical dependency
• AOD use/abuse by peers
• Early onset of child's AOD use
• Emotional, physical abuse (including sexual abuse), or neglect
• High degree of family conflict and lack of cohesiveness
• Emotional or behavioral problems
• School problems, failure, or truancy
• Isolation from extended family or community network
• Lack of family traditions, celebrations, and patterned routines

Source. Child Welfare League of America.  Act 1, Alcohol and Other Drugs: A
Competency-Based Training.  1993.
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Facts On The Elderly & Alcohol-Related Problems

- Almost all people over age 60 are required to take medications that neutralize or potentiate
the effects of alcohol.

- Many elderly people are turning to alcohol as a way of coping with the losses associated
with old age, thereby suffering from late-onset alcohol problems.

- Many elderly persons with alcohol-related problems are not aware they have a problem.

- The stigma against alcoholism is still very high in the aging community.

- Some elderly people are using alcohol to treat their depression unaware that alcohol is a
depressant.

- Elderly persons with alcohol-related problems are the least visible of all groups suffering
from chemical dependency.

- Many elderly people experience decreased tolerance to alcohol due to necessary prescription
drug use.

- The most serious reported incidences of elder abuse always involve alcohol.

- The effects of drugs combined with alcohol often mimic the common disorders of aging.
Some elderly people with alcohol related problems are misdiagnosed by their doctors as
senile.

- Many elderly people are using alcohol inappropriately as a pain killer.

- Many elderly people are no longer able to tolerate the amount of alcohol they are drinking
because their body is less able to metabolize alcohol

- Up to 56% of the elderly admitted to general hospitals are alcohol dependent.

- 32% of the people in San Francisco Senior Health Programs have alcohol problems.

- 30-40% of elderly widowers are alcohol dependent.
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Facts On The Elderly & Alcohol-Related
Problems  (continued)

- 50% of elderly suicides involve alcohol.

- One in ten people over age 60 abuse prescription medication.

- 40-55% of elder abuse cases involve alcohol.

- Alcohol neutralizes or potentiates the 10 most prescribed medications used by seniors.

- Persons over 65 comprise the fastest growing segment of the United States population.

For sources of help available to older people with alcohol problems contact:

NATIONAL COUNCIL ON ALCOHOLISM AND
OTHER DRUG ADDICTIONS-BAY AREA
944 Market Street, Third Floor
San Francisco, CA 94102
24-Hour Information & Referral Telephone # (41 5) 296-9900

Reprinted from a pamphlet produced by:
The Task Force on Aging & Alcohol-Related Problems (San Francisco)
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Mrs. Wilson  (African-American Female)

Mrs. Wilson is a 45-year-old African-American female. She has a master's degree in business
administration and works as a top executive for a large corporation in the Midwest. She is the top
Black woman in the corporation and was assigned to her present location 2 years ago. Prior to
that, the family lived in Houston.

Mrs. Wilson has been married for 20 years to Mr. Wilson, an electrical engineer who is teaching
engineering in a nearby college. The family lives in a predominately White neighborhood, in
housing provided by the company. Mr. and Mrs. Wilson have two children. J., aged 16, attends
high school in the area. L., a 14-year-old girl, attends a private school in the area. Mrs. Wilson
indicated that J. is a problem “academically, that is.” According to Mrs. Wilson, J. is a rather lazy
student. He does not like to study and consequently his grades are B's and C's. He prefers to
watch television and does not enjoy reading anymore, although he was an honor student in
elementary school. Mrs. Wilson also indicated that J. gets along with everybody -- including his
father, sister, mother, teachers, and peers at school.

The corporation where Mrs. Wilson works provides an employee assistance program. Mrs.
Wilson made an appointment because she was concerned about her son. She stated that she and
her husband agreed that J. needs counseling.

Mrs. Wilson arrived at the appointment on time. She was greeted by the worker, who advised her
that they needed to complete an intake interview. Mrs. Wilson appeared guarded in her answers
but provided the information requested by the worker.  She indicated she felt uncomfortable
having to request counseling for her son, but she was concerned about J. She feared that if he
continued getting low grades, he would not be able to attend a good college.

As part of the intake interview, clients are given a screening test for alcohol abuse. Mrs. Wilson
became very guarded during the screening test and asked if J. would also be given this test. She
was advised that he would. Mrs. Wilson said she would discuss this with her husband and would
call to make an appointment for J.

Three weeks elapsed, and Mrs. Wilson did not call to make an appointment for J. When the
worker called, Mrs. Wilson stated that she and her husband decided J. was doing better in school
and did not need counseling at this point. The worker made an effort to keep the door open in
case they changed their minds. Mrs. Wilson stated the “problem was resolved,” and she did not
think J. needed counseling.
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Mrs. Wilson  (continued)

In this case the worker needed to do the following, instead of what he or she did:

• Set up initial screening interview with J.
• Exclude the screening for alcohol abuse from the initial session with Mrs. Wilson.
• Set up the first session with the whole family.
• Set up an appointment with the parents to focus on J.'s academic performance.

Source: Center for Substance Abuse Prevention. Curriculum Models on Alcohol and Other Drug
Problems for Schools of Social Work.1995.
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John (White Male)

John is a 28-year-old White, single, devout Catholic male who is seeking treatment for his abuse
of crack cocaine. He says that his life is in ruins. He feels helpless, he has lost faith in his religion,
and he doesn't know what there is to live for.

John began using marijuana at 16 and continued to use it on and off until he was 22, when he was
introduced to snorting cocaine at a party. Although John enjoyed the effect, he did not use it again
until about 18 months later, after an argument and break-up with his girlfriend, whom he had been
dating for 6 months. This time, the cocaine produced feelings of exhilaration he had not felt
before. Since that time, he lived to get high. He soon started to freebase and to use crack cocaine.
He began spending his whole salary, selling his expensive stereo system and stealing from his
family and company. He reports now using about $500 worth of crack cocaine a week.

John comes from an intact family and was raised in a large urban area. He has two older siblings,
a brother aged 30 and a sister who is 32. John's father is a recovering alcoholic who has been
abstinent for about 10 years. John's mother works as a secretary and is not a drinker.

John has tremendous anger toward his father and has many vivid memories of his father being
drunk. He recalls being reluctant to invite friends home out of fear his father would be drunk and
shame him. He recalls being physically and verbally abused many times. Though he would seek his
mother's help, she was powerless to help because she herself was physically abused. He recalls
crying himself to sleep many nights. One such night, when he was 8 years old, he heard his father
come home drunk. He heard him go to his sister's room, which was next to his. He heard his sister
cry and his father say, “It's okay, I won't hurt you.” John stopped telling his story and started to
sob. Asked what he thought was going on, he paused and said, “I don't really know, maybe sex.”

John described his mother as a loving woman who was a martyr. Although she was physically
abused by his father, she was always there to take care of John. As a child he would always share
things with her and could understand how she was helpless to protect him.

John described himself as a loner in school. He never really had friends. He had no ability in sports
and actually disliked them. He graduated from high school but did not go on to college. He

continues to live at home. He has had numerous jobs that he could not hold -- some he left, some
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John (continued)

he was fired from because he was irritable, moody, and could not relate to other workers.
However, for the past 6 months he has worked as a car salesman. He likes this job, but he is
terrified of what he finds himself doing; he took a demo car and sold it, telling the police that it
was stolen.

John has never managed to form any real attachment to a woman. He was surprised that his last
relationship lasted 6 months. It was the break-up of this relationship that precipitated his serious
use of cocaine and crack cocaine. Though he did not say so, he did imply that he might have a
sexual problem.

Select which of the following choices you would recommend as the primary intervention:

• Advise the client that you don't see him as a drug addict. Rather, you see him as using cocaine
to deal with his underlying problems. He must deal with his anger toward his father and his
denied rage toward his mother for her inability to help him as a child. If he comes to grips with
these problems, the need for cocaine will be eliminated.

• Advise the client that his escalating drug usage and his criminal behavior must be halted. The
only way he can accomplish this is by immediately entering an inpatient detoxification
program.

• Advise the client that it is important that he not lose his faith. Faith in God is essential, since it
will give him strength to deal with his problems. Advise him to see a priest and also refer him
to a mental health facility to work on his emotional problems.

• Advise the client that his underlying emotional problems are causing his addiction. You will
refer him to a mental health facility to work on the emotional problems while you work on his
drug addiction. You also advise him to attend self-help groups, such as Narcotics Anonymous
(NA), Alcoholics Anonymous (AA), and Adult Children of Alcoholics (ACOA).

• Advise the client that although he has come from a dysfunctional family, you will initially
work on his addiction. You will work with him to deal with current stress in a less destructive
manner. Advise him to attend NA or AA groups. Inform him that if his drug usage cannot be
controlled, inpatient detoxification may be necessary.
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Joe (Native American Male)

Joe is a 32-year-old Native American man married to a Native American woman. They live with
their two sons, ages 6 and 1-1/2 years old. He is overweight, nicely dressed, and attractive. He
speaks in a loud, direct, and open manner. He is a friendly and cooperative client who came to the
agency seeking marital and individual therapy. Joe says his wife, Winona, is angry at him all the
time.

Joe has been sober and straight for 1 year and 9 months, since he went into an alcohol and drug
rehabilitation program.

Joe has been self-employed for the past 2 years. He also coordinates a drug prevention program
for children, and has another part-time night job. Prior to this employment, Joe's work history was
sporadic. He has had good jobs as a computer programmer for different organizations, but lost
them because of his drug use. He is also a basketball coach, an avid golfer, and a member of a golf
club.

Joe married only 6 months after entering rehabilitation. He says this was because Winona was
pregnant; otherwise they would have waited for him to be sober for 1 year.

Both Joe and his wife come from alcoholic and drug-addicted families. Joe's father is an alcoholic
who has been sober since 1977. His parents were divorced in 1984, and his father remarried in
1991. He has one brother in jail because of drugs, one brother actively drinking, and one brother
dead of a drug overdose. His wife's father is actively alcoholic -- she has never had an alcohol or
other drug problem.

Joe experimented with speed, angel dust, downers, cocaine, LSD, heroin, pot, and tranquilizers
from ages 18 to 23. He had been drinking since he was a child. He began freebasing cocaine at
age 23 and became addicted. He continued smoking freebase and drinking until March 1990,
when he entered rehabilitation.

Joe has a college degree with a business major. Winona also studied business and has her
associate's degree. She works part time for the reservation's tutorial program. She resents Joe's
compulsive lifestyle, his breaking promises, their lack of time together, and his sloppiness in the
home. She also feels cheated that they were married in a small civil ceremony because she was
pregnant, and she did not get to wear her pretty wedding dress.
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Joe (continued)

Joe states he wants to improve communication in his marriage and that he wants individual
therapy to prevent relapse. He sometimes attends one AA meeting a week. He goes to bars to
socialize but drinks soda. He did not show up for his first two marital therapy intake
appointments, and he did not show up for his first individual intake appointment.

Select which of the following choices you would recommend as the primary intervention.

• Tell Joe that he is a relapse waiting to happen. If he wants therapy from you, he must attend
at least two AA or NA meetings a week, stop going to bars, and keep all of his
appointments.

• See Joe and Winona separately before seeing them as a couple. Explain the agency rules
regarding canceled or failed appointments to both of them. Tell Joe about an AA meeting
attended by mostly Native Americans and suggest that he attend this meeting once a week if
he wants to be in therapy with you.

• See Joe and Winona together to assess their marital situation before seeing them
individually. Ask for her input in setting up a schedule for therapy appointments and support
group attendance. Explain the program rules regarding canceled and failed appointments.

• See Winona first and tell her to tell Joe to shape up and keep his appointments here, or else
there will be no point in having marital counseling. She knows him better than you do and
knows how to get through to him.
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Jose Luis (Hispanic Male)

Jose Luis is a 29-year-old Hispanic man. He was referred to La Esperanza—an Alcoholism
Treatment Center in the South Bronx, New York City—by the agency where he has worked for
the past 6 months as a youth counselor.

Jose Luis began smoking cigarettes and sniffing glue at the age of 7. By age 11 he was drinking
beer with his friends. At age 16 he began smoking marijuana and also started experimenting with
heroin. By age 20 he was drinking beer and rum regularly.

Jose Luis comes from an intact family and was raised in New York City. His father is a factory
worker who has never smoked or used alcohol, and his mother is a housewife. He has an older
sister and a younger brother. His sister is a successful professional woman who is married and has
one child. His youngest brother is in medical school. Jose Luis is still single and lives with his
parents. He describes his father as constantly working and never having time for him. His father
works at his factory job from 9 to 5 and also owns a small grocery store.  Jose Luis describes his
mother as a loving woman who works hard at home and helps her husband to run the grocery
store.

Jose Luis described himself as a friendly person. He has had a lot of “friends,” both in school and
in the neighborhood. He did not participate in extracurricular activities at school. He indicated
that he “hates” sports. He says he was not a very good student, but he was able to graduate from
high school. He does not like to read and indicated that he never did his homework when he was
in school. In contrast, his sister and his younger brother were both honor students and “study all
the time.” He indicates that he loves them both, but at the same time resents them as the “good
ones.” Jose Luis indicated that his parents and his siblings disapprove of his friends, some of
whom like to drink and use drugs.

Since graduating from high school, Jose Luis has held a number of jobs for short periods. When
he is working, all his money goes into beer, rum, clothes, and cigarettes. He does not pay room
and board, and when he is not working his parents support him. He lost his last job when he
showed up for work “under the influence.”
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Jose Luis (continued)

Select which of the following choices you would recommend as the primary intervention.

• Ask the entire family to come in for a “family intervention.”
• Refer Jose Luis to a group in the agency that works with Hispanic young adults around

issues of growing up.
• Start one-on-one counseling with Jose Luis, focusing on vocational planning and support.
• Refer Jose Luis to a Spanish-speaking Alcohol Anonymous group that meets in the church in

the community.
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Denise (African American Female)

Denise is a widowed 29-year-old African-American female. She is currently on parole, having
served 3 years of a 7-year sentence for second-degree assault which resulted in the death of her
husband from stab wounds to his chest.

In the initial screening interview, the following information was obtained: Denise was born in
Philadelphia. She was raised by her maternal grandparents. She was not clear on why her mother
did not raise her. She saw her father a few times as a child, but never as an adult.

Denise remembers abusive treatment by her grandmother (both emotional and physical). She
shared that she grew up as a troubled child, was always in trouble at school, and was referred to
the school psychiatrist at age 14. Her grandparents had frequent fights, which added to her
inability to stay out of trouble at school. Denise experimented with alcohol at age 14 (beer only),
marijuana at age 15. At age 17 she got pregnant, had a son, and married the baby's father soon
after. She said that her husband was physically abusive and that when she drank, she became very
hostile and angry. She had experimented with cocaine but did not like the effect.

Denise's work history is sporadic; she has held entry-level positions intermittently throughout her
adult life. She was recently laid off after working 8 months in a factory.

Denise dropped out of school in the 10th grade and does not have a G.E.D. or any employable
skills. She lives with her 12-yea--old son in a one-bedroom apartment in a crime- and drug-
infested neighborhood. Denise is presently receiving unemployment benefits—her only income.
She is also actively smoking marijuana and drinking beer every weekend. She is eligible for public
assistance but has not applied. She is proud that she is not dependent on public assistance and is
actively seeking employment.

Select which of the following choices you would recommend as the primary intervention.

• Address the risks involved with marijuana use: Denise has violated parole and could be sent
back to prison for possession of drugs.

• See Denise weekly for an individual session, and refer her to a group for battered women.
• Refuse to see Denise until she discontinues all drug use (marijuana and beer).
• Connect the client to the African-American church in the community, which has a group for

ex-convicts.
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Denise  (continued):  A Suggested Outline for a
Discussion on Culture

According to Webster's dictionary, culture is defined as the concepts, customs, habits, and values
of a given people.

It is important to be sensitive to and respectful of all cultural differences within and between
groups. African Americans, for example, are not a monolithic group, but a culturally diverse
people. One must be aware of the cultural differences and customs of African Americans from
different parts of this country, so as not to label differences as deviant behavior.

The African American will look to the family system for support before seeking support from any
other source, even the church. The worker should be sensitive to the family system, which may
include many people who are not blood relations but who are held in such high esteem that they
are considered part of the family.

Spirituality is very important to the African American and should be incorporated into treatment.
The lead into this area, however, must come from the client. It is not uncommon for the
African-American client to share having had a visit from a deceased family member. Many times
such visits are comforting and provide a source of strength to the client, especially during a crisis.

It is important to understand the status of the oldest female member of the family. Many African
Americans will not disclose information about family, especially about the mother, believing that
to do so is a sign of disloyalty.

Many African-American clients who enter treatment for abusing alcohol and other drugs are
already wounded by the stresses of life, such as oppression, racism, sexism, underemployment,
unemployment, and poor education. They may mistrust the system and the worker. The client may
not stay in treatment if the treatment process causes greater pain than is caused by the client's
current or past life stresses. African Americans enter treatment for relief of pain, not to feel more
pain in the process. The concept of no pain-no gain is counterproductive in most cases.

The African American is usually not a candidate for open-ended treatment. It is extremely
important to contract for a set number of sessions. This process may be repeated throughout
treatment. The important concept is to focus on time limitations throughout the treatment
process. Failure to do so will usually result in the African American leaving the counseling
situation.
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Ana Maria (Hispanic Female)

Ana Maria is a 17-year-old Hispanic female. She is attending high school and was referred to the
school social worker for her constant class disruptions. Ana Maria is unhappy with her present life
situation and complains that her parents are very strict.

Ana Maria began smoking at age 15; now she is smoking marijuana and drinking beer with her
friends. Her parents disapprove of her friends, both in the neighborhood and in school. Her grades
have been going down and she does not feel like studying. Ana Maria's parents blame her friends
for all of these changes, saying they are making Ana Maria an irresponsible young woman.

Ana Maria comes from an intact family. She is the oldest of four siblings. Ana Maria was born in
Cachipora, Peru, and her family moved to the United States 4 years ago when they were granted
political asylum by the U.S. Government. Cachipora is a small rural town. In Peru, the client's
father spent much of his time in Levadura—a city close to his home—where he practiced as a
physician. He is a neurologist and is now working in a large university hospital in a suburban
community. The client's mother is a nurse, and she works at the same hospital as her husband.

Ana Maria does not like the area where they are living. There are few Hispanics in the
community. Her parents do not like to socialize with the Hispanics in the area because they
consider them inferior educationally, socially, and economically. Ana Maria's parents expect her to
take care of her younger siblings after returning from school and to start dinner when her mother
is on duty. She is not allowed to talk to her friends on the-phone, and they are not permitted to
visit her.

Ana Maria dreams of returning “home,” where they had maids and were not minority people, and
where Spanish was spoken.

Select which of the following choices you would recommend as the primary intervention.

• Initiate a contact with a local Hispanic community center where Ana Maria can join a
Spanish-speaking peer group.

• Refer the family to a local Hispanic church for pastoral counseling.
• Start family counseling with the entire family through the hospital's employee assistance

program.
• Refer Ana Maria to a Spanish-speaking female private therapist.
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Willie (African American Male)

Willie is a 46-year-old African-American male. He is currently on probation, having been cited
twice for driving while intoxicated. Willie was referred by his probation officer.

In the initial screening interview, the following information was obtained: Willie was born into an
intact family in South Carolina. He is the oldest of four children and the only son. His father was
killed in a car crash when he was 7 years old. He has vague memories of his father playing with
him. He continued to live in South Carolina with relatives after his mother remarried and moved
to Boston.

Willie remembers a childhood of sadness. He was not allowed to get involved in school activities,
and there was no money. He completed high school and moved to Boston to be near his mother
and her family. He worked and sent money to his siblings back in South Carolina. He shared that
he felt responsible for them and did not want them to continue to be a burden to his relatives.
Willie had difficulty establishing relationships with women, believing that he was not good
enough. He did not attend his high school prom, because he did not have a date or the proper
clothing.

He started to use alcohol when he was 22 years old to have fun and socialize. It was around this
time that he also started to smoke marijuana and cigarettes. Willie enjoyed the feeling and has not
stopped using these drugs.

Willie enrolled in a trade school and became a licensed plumber. He has worked on two jobs
throughout his entire adult life, and he has open contributed financial support to his mother and
siblings.

At age 31, Willie met his present common-law wife. They have four children, two of whom are
from her previous marriage. She is 10 years older than Willie and is also an alcohol abuser. They
are active in their church and respected in the community, and they have no legal problems.

Select which of the following choices you would recommend as the primary intervention.

• Contact the probation officer and advise him that Willie does not need treatment; refer Willie
to a 12-step group (AA).

• Refer Willie to a detoxification unit to “dry out” prior to making any other plan.
• Engage the couple in couple's counseling so they can both focus on their history of addiction.
• Focus Willie on his strengths and do one-on-one counseling with him until a relationship

builds. In time, you may work on the alcohol problem.
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Mary Ann  (White Irish-ltalian Female)

Mary Ann is the 29-year-old daughter of an Irish father and an Italian mother. She is the third
child in a family of five children. She was raised in the suburbs of New York. Her father is a
retired police officer on disability, and her mother is an office manager and a highly skilled legal
secretary in a well-known law firm. Both her father and her older sister have histories of problems
with alcohol use and abuse. Her father remains active, while her sister has been in recovery for
over 5 years. Two of her brothers have been involved in a number of drunken brawls in local bars.

Mary Ann is a college graduate and has been employed as a child care worker with exceptional
children for the past 4 years. She was recently promoted to a supervisory position.

Mary Ann began smoking cigarettes at age 14, started using marijuana and alcohol at 15, and
tried angel dust, LSD, and mescaline when she was 16 and 17. She continued to use alcohol as
well as marijuana and hallucinogens throughout college, mostly over weekends. She was raped by
a family friend when she was 16. She has not told her family about this event. During college she
had a number of long-term relationships with men with whom she shared drugs. Two of the four
men abused her physically and verbally. She had three abortions during her college career. She
expresses no remorse over the abortions.

Two years ago Mary Ann became hooked on heroin. After many attempts to get clean on her
own, as well as trying Narcotics Anonymous, she joined a methadone maintenance program. She
started on 80 milligrams a day and has been reduced over the past year to a dosage level of 40
milligrams each day.

Mary Ann feels she is not getting sufficient counseling at the clinic, thinks that the agency is a
“rip-off,” and would like counseling from the local substance abuse agency. In her intake she
appears to be articulate, bright, and highly nervous. She currently smokes marijuana 3 to 5 times a
day.

Select which of the following choices you would recommend as the primary intervention.

• Tell Mary Ann that the agency will not work with her until she detoxes from the marijuana.
• Refer Mary Ann to an inpatient drug-free therapeutic community.
• Start one-on-one counseling with Mary Ann, focusing on issues of the rape and her

dysfunctional family.
• Refer Mary Ann to a women's group that will deal with trauma and empowerment issues.
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Topic Twelve
Social, Environmental Issues

This unit, in essence, forms the bridge between the previous unit on prevalence and costs of AOD
related problems, and the unit which follows, on prevention. Students are encouraged, in this unit,
to think about community and policy level interventions that may play a role in reducing AOD
related problems. Ray & Ksir, Chapter 2, is entitled, “Drug Use as a Social Problem,” and
addresses such issues as crime, violence, and regulation. Alcohol related problems, nevertheless,
remain at the top of the list of social costs. The instructor can augment her/his knowledge about
the various policy-level “interventions” with regard to alcohol related problems by referring to the
Beauchamp, or Holder & Edwards books annotated below. Included with this chapter is a
reproducible chart entitled, “Factors That Influence Alcohol and Other Drug Use.”

Learning Objectives

• To understand the policy differences between licit, illicit, and controlled substances.
• To gain some exposure to analyzing and influencing policy.
• To understand the various dimensions (taxation, drinking age, etc.,) of alcohol policy.

Classroom Options

• Classroom Option I
Discuss the review questions at the end of Chapter 2 in Ray & Ksir. Now have a general
discussion about drug policy in the United States. Which drugs are the most “dangerous”
in terms of health, social costs, financial impact? Discuss drugs that are currently licit,
illicit, or controlled. Be sure to include alcohol. Are current policies justified on scientific
grounds?

• Classroom Option II
Discuss the dimensions of alcohol policy. Have the class estimate the impact of each of the
following on per capita consumption and alcohol related problems.

Outlet location/density
Drinking age

Drunk Driving B.A.C. limits
Taxation

Advertising - in electronic media, billboards, and print media
Alcoholic content of beverages
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What is meant by “targeted marketing”? Which markets is the alcohol industry trying to
reach? The tobacco industry?

• Classroom Option III
Distribute or project the chart included with this chapter entitled, “Factors that Influence
Alcohol and Other Drug Use.” Facilitate a general discussion about the different levels of
factors represented by the concentric circles. Have students think about possible
interventions at the different levels, especially using examples from their own communities
such as convenience stores that sell both alcohol and gasoline, liquor store locations, etc.
Be sure to point out that in this model we are talking about problems related to AOD use,
not necessarily abuse.

• Classroom Option IV
The case vignette included with this chapter entitled, “XYZ University - An AOD Policy
Simulation,” was intended for use by social work field instructors. It is easily adaptable to
other audiences. Reproduce this vignette and have students read it aloud to the whole
class, having a variety of students participate. At the end of the exercise, under “Current
Situation,” where it offers choices which say, “Assign the student to...”, change this
language to, “Which of these options would you see as most effective?”

Further Reading

Beyond Alcoholism, by Dan Beauchamp. Philadelphia: Temple University Press, 1980.

This book is an overview of the different dimensions of alcohol policy. Though somewhat
dated, the effects of taxation, outlet density, advertising, drinking age, and other policy
variables on per capita consumption are examined. A good “policy primer.”

Alcohol and Public Policy: Evidence and Issues, Harold Holder and Griffith Edwards, Editors.
New York: Oxford University Press, 1995.

This is a much more contemporary and research-based examination of the dimensions of
alcohol policy. It would be useful for instructors but not students as it tends to be quite
technical. Alcohol consumption and related consequences are empirically examined,
sometimes in an international context.

Drugs, Alcohol and Society: Social Structure, Process, and Policy, by Ronald Akers. Belmont,
CA: Brooks/Cole, 1992.

A look at use patterns and social costs of a variety of drugs, devoting a chapter to each.
Included are nicotine, caffeine, and special topic chapters like sports.

Marketing Disease to Hispanics: The Selling of Alcohol, Tobacco, and Junk Foods, by Maxwell
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& Jacobson. Washington, D.C.: Center for Science in the Public Interest, 1989.

A thorough case study of this targeted marketing effort. Epidemiological data regarding
the impact of such product use by Latinos is included. There are plenty of pictures to give
the visual impact of some of the advertising. The same group has produced a book
entitled, “Marketing Booze to Blacks”.

Secondary Effects of Binge Drinking on College Campuses, by Wechsler, Austin, et al. Bulletin
available from The Higher Education Center for Alcohol and Drug Prevention (Harvard School of
Public Health).

This monograph examines the effects of heavy drinking on college campuses, the
methodology of The College Alcohol Study, and the Drug-Free Schools and Campuses
Act.

Video Resources

• Responsible Beverage Service: Communities in Action (1992). Available
through Alameda County, Division of Alcohol and Drug Programs, (510) 268-
2525.  This video looks at some of the dimensions of alcohol availability that
are generally regulated by local ordinances and initiatives and therefore most
influenceable by local, grass-roots endeavors. Realistic, non-temperance
oriented approaches are suggested.

• Alcohol Advertising: Calling the Shots. Available through Alameda County,
Division of Alcohol and Drug Programs, (510) 268-2525.  This excellent video
is a presentation by Jean Kilbourne. It deconstructs much of the alcohol
advertising found in the visual media and shows how the “market” is, in fact,
“delivered” to the alcohol beverage industry. The video is extremely
enlightening, especially when people struggling with recovery realize they are
seen as a “market.”
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Online Resources

• New Public Health Approach, the agent-host-environment or risk factor
models, the disaggregationist model, the single distributionist model, the
alcohol problems model – bibliography by Ron Roizen at The Alcohol and
Temperance History Group web site:

http://www.cohums.ohio-state.edu/history/athgroup/bib-rzn.htm

• “The Doctrine of Environmental Management,” William DeJong, Harvard
School of Public Health, and Higher Education Center for Alcohol and Other
Drug Prevention:

http://www.edc.org/hec/staff/bdejong/woosta.htm

• “Smoke and Mirrors: The War on Drugs and the Politics of Failure” by Dan
Baum. Little, Brown & Co., June 1996. “The War on Drugs is about a lot of
things, but only rarely is it really about drugs.”  The 30-year story of how
Drug War fever has been escalated; who has benefited along the way; and
how the mounting price in dollars, lives, and liberties has been willfully
ignored.

http://members.aol.com/danbaum/baum.html

• The Center for Science in the Public Interest (CSPI) is a nonprofit education
and advocacy organization that focuses on improving the safety and
nutritional quality of our food supply and on reducing the carnage caused by
alcoholic beverages. CSPI seeks to promote health through educating the
public about nutrition and alcohol; it represents citizens' interests before
legislative, regulatory, and judicial bodies; and it works to ensure that
advances in science are used for the public's good.  Among its products are
Booze News, an occasional periodical:

http://www.cspinet.org/booze/index.html

• The Marin Institute for the Prevention of Alcohol & Other Drug Problems is a
national leader in the public health approach to prevention:  Creating an
environment that helps individuals make healthy choices and requires
responsible action from government and business:

http://www.marininstitute.org/
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XYZ University: An AOD Policy Simulation

Background

Over the past 6 months a number of incidents have occurred at the XYZ University,
requiring input from the student body, policy directives, and action. You have a student who
is assigned to the student affairs office on the campus and must  advise the student how to
proceed in the current situation. The university is located in an area some 2 miles from a
small city of about a half million residents. The economics of the city is based on a small
electronics manufacturing plant that produces 50 percent of the city's industry. The
university contributes 15 to 20 percent to the local economy. The rest of the economy is
supported by the efforts of local retail and service businesses. The school has 35,000
students who live in dormitories or apartments and come from other areas in the State.
About 2,000 students are local residents.

The Incidents

There have been three major incidents in the past 6 months. They have led the president and
the Administration to reach out for help from the student affairs office to consider actions to
take in the area of faculty and student policies related to alcohol and other drug abuse.

Incident 1

Last May some students celebrating the end of finals and graduation moved their party from
campus into the city. The students were both drunk and high and "tore up the city." They
smashed windows, harassed townspeople, and even tried to provoke a fight with some local
teenagers. In addition to store windows being broken, city garbage collection cans were
turned over and a number of properties were defaced with paint.

The city manager and the police chief were upset because the action occurred so quickly that
no one could be apprehended. They requested the aid of the president of the university in
identifying the culprits, but as of now no one has been arrested. A number of meetings have
been held between representatives from the city and the school's faculty senate without

Source: Center for Substance Abuse Prevention: Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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XYZ University: An AOD Policy Simulation  (continued)

result. With this recent history, the police in the city have become very vigilant. Students
who come to the city are asked for identification and must provide proof of their age in
restaurants and bars. They are checked closely when the police think they may be alcohol
impaired.

Incident 2

The situation quieted down a bit during summer school. When in September the police
activity continued in the city, the student council became more agitated by the "hassling" that
was going on. The police raided a party at a faculty member's apartment in the city, on the
basis of information provided by a student whom they had arrested on a drug-selling charge.

Two professors and their wives, two clerical staff members, a building maintenance worker,
and five students were arrested for possession and use of controlled substances. Marijuana
cigarettes, PCP, peyote, and alcohol were at the party. Three of the students were under the
legal drinking age. The case is now in the pretrial stage. The professors have been suspended
without pay pending the outcome of the trial. The students have been put on academic
probation. The support staff members were fired.

Incident 3

At an on-campus party 3 weeks ago, drugs were heavily used. A fight broke out between
students and others who were "guests." It was erroneously believed that some of the guests
were town youths. Three people were badly hurt, and a number of others had assorted
scrapes and bruises. One coed suffered a severe concussion when she was hit by a flying
chair. The other two people suffered multiple fractures. As a result of the last two incidents,
the university has received very poor press and television coverage statewide. In addition, a
number of parents have united to voice their complaints to the president of the university.
There are a number of legal actions pending, initiated by parents of the injured parties, and a
number of campus staff have been fired or suspended.

Source: Center for Substance Abuse Prevention: Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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XYZ University: An AOD Policy Simulation  (continued)

Current Situation

The president has decided to set up a drug abuse council on campus. He has asked that
group to conduct a fact-finding mission and identify the extent of the student drinking and
drug abuse problem on the campus, recommending policies and procedures regarding
alcohol and other drug abuse on the campus, rules for behavior on the campus, and
education and prevention efforts that could be initiated both on campus and in the city.

The president has asked the student counseling center, the student affairs office, and the
School of Social Work to take leadership in this matter. Your student is mostly interested in
counseling.

Which of these choices would you find to be the most helpful for your student intern?

• Assign the student to work with the three students who were injured in the last
incident.

• Assign the student to the student council to serve as an advocate in pressing the
council's complaints about the city's harassment of students.

• Assign the student to the newly formed drug abuse council as a community organizer
to facilitate its work.

• Assign the student to conduct a drug abuse survey on the campus to discover the depth
and breadth of the problem.

Source: Center for Substance Abuse Prevention: Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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Source: From Prevention Plus II, 1989.

Source: Center for Substance Abuse Prevention:  Curriculum Modules on Alcohol and
Other Drug Problems for Schools of Social Work.  1995
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Topic Thirteen
Prevention

This unit is designed to be an introduction to the principles of prevention. Ray & Ksir, Chapter
18, takes a look at the principles of prevention  of drug related problems from an individual
perspective. The supplemental material included with this section introduces the public health
model, the principles of prevention, and defines key terminology. Several nationally known
programs are also described for information and critique. The supplemental material with this
chapter is generally appropriate for instructor and/or student use, and is divided into the following
categories: Models and Definitions, Education and Information Strategies, Individual Strategies,
and Environmental and Cultural Strategies. There is overlap between the material in this unit, and
that of Unit 9, “Social and Environmental Factors”. For information and classroom options geared
more to the policy level, the instructor is directed to Unit 9.

Learning Objectives

• To be familiar with “the public health model.”
• To understand risk and protective factors.
• To be able to critically evaluate some of the major prevention models.

Classroom Options

• Classroom Option I
Using the material in the “Models and Definitions” section, be sure that students
understand the various definitions of prevention and the dimensions of the public health
model. Wherever possible, ask students to think of examples, from their experiences and
communities, of different types of risk and protective factors.

• Classroom Option II
Ask the class to think more in terms of grass-roots community action approaches. View
one of the videos listed under “Further Resources” in Topic 9, and facilitate a discussion
of policy initiatives that can be addressed locally, and will either reduce alcohol/drug
consumption, or address a serious associated problem. Some examples might be: drunk
driving, under age drinking, needle exchange, alcoholic beverage outlet location/density,
billboards/advertising, etc.
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• Classroom Option III
Pre-assign student presentations on individual prevention programs, either from the
readings (Project ALERT, Project DARE), or from their own knowledge. Have them
address: Who is targeted? Who is involved? How did it get started? How does it work?
Which of the theories of prevention is it based on? Also have them give some evaluation
of program effectiveness and limitations.

• Classroom Option IV
Using any or all of the material on harm reduction, facilitate a general discussion of the
approach. Key items: What are the advantages and disadvantages of harm reduction?
What are the arguments for and against using the approach? What groups might be
expected to support or attack the approach? Is harm reduction consistent or incompatible
with treatment?

Review Questions

1) What is the difference between primary, secondary, and tertiary prevention?

2) What are some of the parenting skills that might be taught and practiced in a prevention
program? How might these differ from one cultural group to another? Raise the question
of corporal punishment, for example.

3) What is the presumed goal of peer participation programs?

4) How do “values clarification” programs work?

Further Reading

Adolescents at Risk: Prevalence and Prevention, by Joy Dryfoos.  New York: Oxford University,
1990.

This volume is not limited to a focus on substance abuse, but rather, high-risk adolescent
behavior. Chapters are devoted to delinquency, pregnancy, school failure, and dropping
out. The book goes on to examine which approaches work, and which do not. Some
specific programs are reviewed, but little attention is given to mobilizing cultural resilience
factors (these are addressed in the citation below). This text is probably most useful for
instructors.
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Communicating about Alcohol and Other Drugs: Strategies for Reaching Populations at Risk.
U.S. Dept. of Health and Human Services, ADAMHA, Office of Substance Abuse Prevention.
Publication Number ADM 90-1665. Rockville, MD, 1990.

This book is multiply authored by people, each of whom have great expertise with the
population they address. Groups targeted in this volume are: youth from high risk
environments, Black inner-city youth, Latino youth, parents, primary care physicians, and
intermediate organizations. The book emphasizes a multiple-systems approach to reducing
the demand for alcohol and drugs. Several “blueprints” are included for targeted
programs, and a variety of actual existing programs are examined. The volume is full of
immediately usable material for practitioners.

Prevention Primer: An Encyclopedia of Alcohol, Tobacco, and Other Drug Prevention Terms.
Center for Substance Abuse Prevention, 1993. 135 pages. Available from NCADI (800) 729-
6686.  (see also Online Resources below)

A comprehensive compendium of terms related to prevention. A minimum of one page is
devoted to each term and examples and program information are included as are abundant
citations.

Framework for Preventing Alcohol and Drug Problems. California Department of Alcohol and
Drug Programs, 1990. 35 pages. Available from the Department (916) 323-2082.

This document was prepared, over a year's period of time, by alcohol and drug
administrators from around the state. It outlines a comprehensive prevention model,
defining terms and giving examples throughout.

Discovering the Meaning of Prevention, by William Lofquist. Available from AYD Publications,
Tucson, AZ.

This is difficult as a textbook but presents valuable delineations of concepts for instructors
and prevention specialists. It is very practical despite its “social work” vocabulary.

How Effective is Drug Abuse Resistance Education? A Meta-Analysis of Project DARE Outcome
Evaluations, by Ennett, S.T., et al. (1994). American Journal of Public Health. 84(9), 1394-1401.

A review of outcome studies conducted at 8 different geographical locations. Most useful
for instructors.
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Online Resources

• This Web Site is dedicated to the dissemination of information about Harm
Reduction philosophy and Harm Reduction interventions. This site has been
created by HabitSmart and will be updated as frequently as humanly possible.
Contributions are encouraged and accepted, as long as they are true to the
Harm Reduction model and aren't likely to offend or alienate too many
people.

http://www.cts.com/~habtsmrt/hrmtitle.html

• The U.S. Department of Education established the Higher Education Center
for Alcohol and Other Drug Prevention to provide nationwide support for
campus alcohol and other drug prevention efforts.  Includes downloadable
reference publications.

http://www.edc.org/hec/

• “Preventing Alcohol Abuse and Related Problems.” NIAAA Alcohol Alert
No. 34.  Prevention measures aim to reduce alcohol abuse and its
consequences. Such measures include policies regulating alcohol-related
behavior on the one hand and community and educational interventions
seeking to influence drinking behavior on the other.

http://www.niaaa.nih.gov/publications/aa34.htm

• CSAP’s Prevention Primer (1993, 135 pages) is an excellent reference tool
for prevention practitioners. It incorporates the principles of a public health
approach to preventing alcohol, tobacco, and other drug problems in its
summaries of issues and strategies. It provides a brief history of prevention
efforts and an overview of key topics, issues, principles, and approaches that
have proven successful. The topics are indexed in alphabetical order, including
a partial list of referenced publications available through NCADI.

http://www.health.org/pubs/primer/index.htm

• The California Department of Alcohol and Drug Programs Resource Center
was designed to serve the needs of communities, organizations, and alcohol
and other drug programs, including community leaders, policy makers,
families and individuals. Anyone in California can access the Center's services
free of charge.

http://www.adp.cahwnet.gov/
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Early Definitions of Prevention

Primary: Ensure that non-users do not initiate use (reduce incidence).

Secondary: Identify and assess AOD problems at early stages so that use is not escalated
and help is provided to return early-stage users to non-use (reduce
prevalence).

Tertiary: Provide treatment for addicted and recovering persons (reduce prevalence).

Source: National Association of Social Workers, Social Workers Training Course: Prevention
and Early Identification of Alcohol and Other Drug Abuse. October, 1992.
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Current Definitions Of Prevention

• Multiple Processes

Prevention is about multiple processes which involve people in a proactive effort to protect,
enhance, and restore the health and well-being of individuals and their communities. It
defines health as not simply the absence of disease; it is something positive, a joyful attitude
toward life.

Central Valley Regional Prevention Forum Framework For Community Prevention (1988)

• Protective

The objective of primary prevention is to protect the individual in order to avoid problems
prior to signs or symptoms of problems. It also includes those activities, programs, and
practices that operate on a fundamentally nonpersonal basis to alter the set of opportunities,
risks, and expectations surrounding individuals.

Office for Substance Abuse Prevention Prevention Plus II (1989)

• Comprehensive

Prevention must be comprehensive, involving all systems (educational, medical, law
enforcement, religious, business, etc.). Prevention efforts must be focused on programs and
strategies that deal with individual risks and environmental conditions.

The White House Conference for a Drug-Free America Final Report (1988)

• Directed

In order for prevention to be successful, prevention system efforts must be directed toward
the potential and active users (the host), toward the sources, supplies, and availability of the
drugs (the agent), and toward the social climate that encourages, supports, reinforces, or
sustains the problematic use of alcohol and other drugs (the environment).

Office for Substance Abuse Prevention Community Prevention System
Framework for Alcohol and Other Drug Prevention (1990)
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Current Definitions Of Prevention  (continued)

• A Proactive Process

Prevention is a proactive process intended to promote and protect health and reduce or
eliminate the need for remedial treatment of the physical, social, and emotional problems
associated with the consumption of [drugs and] alcoholic beverages. It addresses individuals,
the environmental settings in which they live, and the larger community.

Lawrence M. Wallack, John W. Ratcliffe, & Friedner D. Wittman:
Comprehensive Alcohol & Drug Abuse Prevention Strategies (1984)

• Collaborative

Prevention can now be defined as a collaborative school and community process to plan and
implement multiple strategies that: (1) reduce specific risk factors contributing to tobacco,
alcohol and drug use, and related behavioral problems among youth; and (2) strengthen a set
of protective factors to ensure young people's health and well-being.

California Department of Education
Not Schools Alone (1990)

Source: National Association of Social Workers, Social Workers Training Course: Prevention
and Early Identification of Alcohol and Other Drug Abuse. October, 1992.
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During the 1980's, prevention participants
learned that the public health model is an
excellent tool for developing multiple
strategies that focus not just on individuals,
but on other prevention targets as well. The
now common triangle
(agent-host-environment) has been effectively
used to portray the significance of
environmental factors in developing and
reducing alcohol- and drug-related problems.
Emerging from the public health field, this
model is concerned with describing alcohol-
and drug-related problems in terms of
relationships. Specifically, it investigates the
interrelationships between:

AGENT: The agent is any illegal or legal drug
(including alcohol), which is capable of
causing physical, interpersonal, emotional,
cognitive, spiritual, social or economic harm
to people and/or the systems they create.

HOST: Defined in human terms, the host is a
current, former, or potential consumer of
alcohol and/or drugs, and those who abstain
from them. By subscribing to the systems
approach, the host might also be systems
created by people such as organizations,
groups, communities, or cultures that are also
vulnerable to the harmful effects of the agent.

ENVIRONMENT: The environment
represents the settings in which hosts and/or
agents are found. Its characteristics include the
physical elements, territorial boundaries,
social, cultural, political and economic
climates, elements of influence, and its
functional purpose.

The public health model is a precise example
of the systems approach. That is, it addresses
the complex interconnectedness of the three
components (agent-host-environment), while
simultaneously recognizing their unique
individual characteristics. It provides for a
“separate while connected” way of addressing
alcohol- and drug-related problems.

Table one offers selected examples of various
risk factors identified by recent research. It
categorizes risk factors within the public
health approach to prevention. That is, it
illustrates risk factors as they relate to alcohol
and drugs (the agents), individuals and families
(the hoses). and their physical, cultural and
social contexts (the environment) in which
agents and hosts coexist.
Efforts to reduce risks affecting individuals
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and environments are among the most
promising prevention strategies. Therefore,
identifying the various risk factors within a
community is an essential activity of the
prevention planning process.

As a planning tool, the public health model
promotes a process of including rather than
isolating. For example, prevention strategies
aimed at individuals are appropriate and
needed, and can be effective provided they
collaborate in a consistent manner with
strategies for changing problematic social and
environmental factors as well.

Local planners are best qualified to identify
existing risk factors, which then become the
targets at which prevention strategies are
aimed. Questions about these risk factors, and,
perhaps more importantly, about factors which
protect individuals and communities from
being harmed by their presence, appear to be
the dominant sources of prevention inquiry for
the 1990's. For example, why do some
individuals who are clearly at risk succeed,
and others who have few obvious risk factors
fail?

The difficult, but achievable task of prevention
processes is to develop and employ effective
strategies for simultaneously

addressing those individual, social and
environmental factors through multi-level
planning.

This framework is not an attempt to provide
answers to these important questions. It does,
however, organize and summarize promising
ideas, models, systems, and strategies that
offer hope for continued success.

Source: California Department of Alcohol and Drug Programs, Framework for Preventing
Alcohol and Drug Problems. 1991.
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Table 1:  Selected Risk Factors Related to
Alcohol and Drug Problems

Agent

Alcohol and
Drugs

Affordability
Easy accessibility
Minimally taxed
Unenforced laws, rules, enforcements
& punishments
Inadequate controls on supply
Non-existent regulations & controls

Lowered minimum age requirements
Social & legal sanctions
Family acceptance of use
Harmful effects on health
Perceived benefits of use
Addictive properties

Host

Individuals
and Families

Use by parent & family members
Parental attitudes about use
Family management problems
Family influences
Inherited genetic vulnerability
Less attached to parents
Less involved in recreational, social &
cultural activities
Cognitive deficits
Behavior problems
Skill deficits
Psychological disturbances
Inappropriate coping responses
Perceived use by others

Early age of first use
Rejection by peers
Rejection of pro-social values/
religion
Less bonded to society
Alienation from community values
and norms
Lack of peer refusal skills
Delinquent activities
Early anti-social behaviors
Low commitment to school
Low academic motivation
Pro-drug attitude & values
Biological vulnerabilities
Loss of employment

Environment

Physical,
Cultural and
Social
Contexts

High availability
Economic and social deprivation
Association with drug-using peers
External stressors
Normative influences to consume
Frequent residential moves & mobility
Conflicting modeling and media
messages
Condoned use by community
Community drinking sentiment

Community religious composition
Informal social controls
Population density
Community dysfunction
Rapid changes in neighborhood
populations
Inadequate media portrayals
Misleading advertising
Irresponsible servers & sellers
Pro-use messages

Source: California Department of Alcohol and Drug Programs, Framework for Preventing
Alcohol and Drug Problems.  1991.
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Education, Information and Skill Development

This strategy increases awareness and
knowledge, crystallizes social norms and
develops specific behavioral skills. It uses the
combined forces of the schools,
governmental and community agencies,
health professionals, coalitions, volunteers
and the mass media. It also includes the
important activities of professional
development, and sound research and
evaluation.

a. Schools play an important role in
influencing knowledge, attitudes and beliefs
about alcohol and drugs. Curriculum and
instruction are important prevention
activities. Instruction focuses on the physical,
social, emotional, and legal effects of alcohol
and drugs. It also demonstrates ways to
resist peer and environmental pressures to
consume. Educators who are trained to
identify and refer students for assistance in
addressing health risks related to alcohol
and/or drugs serve an important role in
intervening as early as possible. Examples of
school-based prevention activities include:
• providing release time for teachers to

allow continued training in prevention
methods and research updates;

• providing school facilities for
community meetings and parent
education;

• assessing and/or developing accurate
classroom curricula;

• offering instruction and skill
development regarding prevention
methods to members of student
government, athletes, cheerleaders, and
club members;

• developing natural helpers programs for
students to help each other,

• developing student assistance
programs;

• providing peer resistance training;
• developing comprehensive board

policies and procedures that address all
issues regarding student and staff use,
discipline, curriculum, continuing
education, identification, intervention
and referral, confidentiality, aftercare,
etc.

b.  Colleges and universities also
contribute to the community's prevention
effort in a variety of ways, including:

 
• opportunities to educate current and

future parents;
• prohibiting tailgate parties at athletic

events;
• providing prevention and health

promotion training to those aspiring to
be teachers or physicians;

• offering continuing education programs
for prevention and recovery participants
through extended and community
education;
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• providing support for, participation in,
and access to research and evaluation
efforts, etc.

c.  Government agencies and community
based programs play an important role
in facilitating and supporting local
community involvement in prevention
processes. Examples of their
contributions include:

• sponsoring information, awareness and
behavior campaigns;

• teaching stress reduction techniques;
• providing parenting classes;
• educating seniors regarding safe

prescription drug management;
• providing smoking cessation courses.

Source: California Department of Alcohol and Drug Programs, Framework for Preventing
Alcohol and Drug Problems. 1991.
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The Risk and Protective Factors Model

Another useful framework for viewing community prevention efforts, consistent with the
ecological systems and public health models, involves risk and protective factors for communities,
families, and individuals (Hawkins et al. 1985). Recent prevention approaches focus more on
efforts to reduce risk factors that make these systems more vulnerable to AODA and to increase
the protective or resiliency factors that insulate systems from developing AODA. National
prevention initiatives by the Center for Substance Abuse Prevention (an office of the Substance
Abuse and Mental Health Services Administration, Public Health Service, U.S. Department of
Health and Human Services) emphasize that populations at highest risk for developing AODA
should be the major targets for primary prevention efforts.
 
I. Risk Factors
 
 For an expanded discussion of risk factors presented in a concise and informative manner,

see the section on prevention research in the 1991 National Institute on Drug Abuse
(NIDA) publication Drug Abuse and Drug Abuse Research: The Third Triennial Report
to Congress From the Secretary, Department of Health and Human Services.

 
A. Ecological Environment

 
1. Poverty

 
2. Living in an economically depressed area with

• high unemployment
• inadequate housing
• poor schools
• inadequate health and social services
• high prevalence of crime
• high prevalence of illegal drug use

 
3. Minority status involving

• racial discrimination
• culture devalued in American society
• differing generational levels of assimilation

 
 Source: Center for Substance Abuse Prevention, Curriculum Modules on Alcohol and

Other Drug Problems for Schools of Social Work.1995
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• cultural and language barriers to getting adequate health care and other
social services

• low educational levels
• low achievement expectations from society

B. Family Environment
• AOD dependency of parent(s)
• Parental abuse or neglect of children
• Antisocial, sexually deviant, or mentally ill parents
• High levels of family stress, including financial strain
• Large, overcrowded family
• Unemployed or underemployed parents
• Parents with little education
• Socially isolated parents
• Single female parent without family or other support
• Family instability
• High level of marital and family conflict or family violence
• Parental absenteeism due to separation, divorce, or death
• Lack of family rituals
• Inadequate parenting and low parent-child contact
• Frequent family moves

 
C. Constitutional Vulnerability of the Child

• Child of an AOD abuser
• Less than 2 years between the child and any older or younger siblings
• Birth defects, including possible neurological and neurochemical dysfunctions
• Neuropsychological vulnerabilities
• Physical handicaps
• Physical or mental health problems
• Learning disability

 
D. Early Behavior Problems

• Aggressiveness
• Aggressiveness combined with shyness
• Decreased social inhibition
• Emotional problems
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• Inability to express feelings appropriately
• Hypersensitivity
• Hyperactivity
• Inability to cope with stress
• Problems with relationships
• Cognitive problems
• Low self-esteem
• Difficult temperament
• Personality characteristics of ego under control: inability to delay gratification,

overreacting, etc.
 

E. Adolescent Problems
• School failure and dropout
• At risk of dropping out
• Delinquency
• Violent acts
• Gateway drug use
• Other drug use and abuse
• Early unprotected sexual activity
• Teenage pregnancy or teen parenthood
• Unemployed or underemployed
• At risk of being unemployed
• Mental health problems
• Suicidal

 
F. Negative Adolescent Behavior and Experiences

• Lack of bonding to society (family, school, and community)
• Rebelliousness and nonconformity
• Resistance to authority
• Strong need for independence
• Cultural alienation
• Fragile ego
• Feelings of failure
• Need for immediate reward; inability to delay gratification
• Hopelessness
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• Lack of self-confidence
• Low self-esteem
• Inability to form positive close relationships
• Vulnerability to negative peer pressure

 
II. Protective Factors
 

A. Ecological Environment
• Middle or upper class
• Low unemployment
• Adequate housing
• Pleasant neighborhood
• Low prevalence of neighborhood crime
• Good schools
• School climate that promotes learning, participation, and responsibility
• High-quality health care
• Easy access to adequate social services
• Flexible social service providers who put clients' needs first

 
B. Family Environment

• Adequate family income
• Structured and nurturing family
• Parents promote learning
• Fewer than four children in family
• Siblings two or more years apart in age
• Few chronically stressful life events
• Multigenerational kinship network
• Non-kin support network, e.g., supportive role models, dependable substitute

child care
• Warm, close personal relationship with parent(s) or other adult(s)
• Little marital conflict
• Family stability and cohesiveness
• Plenty of attention during first year of life
• Sibling as caretaker or confidant

 
C. Constitutional Strengths

• Adequate early sensorimotor and language development
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The Risk and Protective Factors Model  (continued)

The second type of behavior that might be prevented is the regular use of psychoactive
substances, regardless of whether this use is accompanied by overt problems in personal, social,
educational, or economic functioning. The rationale is that such regular use should be prevented if
it has been identified with negative health consequences.

The third type of behavior that might be prevented is any use of psychoactive substances,
regardless of whether this use is regular or accompanied by problems. Some practitioners believe
that any drug use by adolescents should be prevented, while others argue that the goal should be
to prevent regular use or abuse.

A fourth possible goal is to delay the age of first use of psychoactive substances. Etiological
studies have shown that early onset of drug use predicts subsequent misuse of drugs. The earlier
the onset of any drug use, the greater the involvement in other drug use.

The fifth possible focus is to prevent particular categories of substances, such as tobacco,
marijuana, alcohol, cocaine, and opiates. Research has indicated that somewhat different
predictors appear salient in the initiation of the use of different types of drugs. Consequently,
there may be justification for choosing a particular substance as the focus of prevention efforts,
whether the objective is to delay onset, to prevent experimentation, to prevent regular use, or to
prevent drug abuse.

Several prevention programmers and researchers (NIDA 1991) have argued the advantage of
comprehensive, rather than site-specific, preventive interventions. Unlike site-specific programs
such as school-based interventions, comprehensive programs are designed to address the fact that
youth spend only a portion of their time at school. Since they spend considerable time at home, in
their neighborhoods, and in the community, endorsement of multidimensional preventive
interventions has increased substantially in the past decade. Since 1987, both NIDA and the
Center for Substance Abuse Prevention (CSAP) have funded an increasing number of
community-based projects aimed at intervening with high-risk youth and their families.

In a prevention monograph published by the Office of Substance Abuse Prevention (CSAP's
predecessor organization) entitled Ecology of Alcohol and Other Drug Use: Helping Black
High-Risk Youth (199Od), several authors apply these prevention concepts to the Black
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community, some approaching the issue from a micro perspective, and others approaching the
issue from a social change perspective.

Primm ( 1990) calls for the Black community to become more active in prevention by ensuring
that recreation centers offer more youth activities including tutorial and computer programs, that
churches develop human service components, and that neighborhood schools and colleges offer
afterschool programs for local children. He challenges famous Black role models, especially
athletes and movie stars, to examine the commercial advertising they do for alcohol and cigarettes
to understand the extent to which they may promote use of these drugs among youngsters.

Edwards (1990) describes an ecological model for preventing drug use by improving the
partnerships among the family, school, church, community, mass media, and the government. He
sees the role of parents as crucial in providing environmental stimulation, motivation, and value
socialization. Equally important in his model are mentors and role models, opportunities for
achievement, and the support networks of family, church, and community.

Nobles (1990) focuses on the drug trade in inner cities. He contrasts the urban drug culture in
Black neighborhoods with the cultural orientation of Black families, describing how the former is
often mistaken for the latter. He identifies mutual aid, adaptability, inclusivity, respect for elders,
restraint, and interdependence as core values in the Black family culture. He contends that current
prevention and intervention methodologies have emerged from a Western cultural framework and
believes that new models must be developed by Blacks through the study of Black child
development and Black family life.

Amuleru-Marshall (1990) believes that prevention strategies must include efforts to restore “our
people's memory. They must aim at reclaiming our people's identity . . . seek to develop our
people's culture and reestablish our control over the socialization of our youth. They must be
designed to achieve our autonomous accumulation of resources.” He goes on to say that
“prevention models must be designed to restore a sense and experience of communalism in our
communities . . . they must establish the destruction of intra-Black segregation . . . they must seek
to restore spirituality as the essence of life” (p. 144).

Source. Center for Substance Abuse Prevention, Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work. 1995
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Reducing Environmental Risks

This strategy addresses the relationship
between alcohol and drugs (agents) and the
social and physical environments where they
are available and consumed. Alcohol- and
drug-related problems are not evenly
distributed throughout society. Instead they
occur in troublesome concentrations in
particular settings and situations, as the
result of a number of factors. Places of
higher levels of risk include those
environments in which:

• consumption opportunities are greater
and consumption levels are higher than
average;

• environments where controls on
consumption are weak or non- existent;
and

• environments where concern for the
consequences of consumption is
minimal or suppressed.

Every community has places that are
high-risk environments which contribute to
alcohol- and drug-related problems. These
environments include social and physical
environments created by people. This
prevention strategy is concerned with
managing those environments through
voluntary modifications and formal controls
and regulations which:

• strengthen environmental factors and
community segments that support
health enhancing behavior; and

• weaken environmental factors that
permit health-compromising behavior.

Because of their legal status, alcohol and
prescription and over-the-counter drugs are
subject to a range of existing controls and
regulations which differ from those which
apply to illegal drugs. While it is more
difficult to employ environmental strategies
aimed at illegal drugs, modifying the settings
in which drugs are available and used is still
an important goal of prevention processes.

Examples of strategies for reducing
environmental risks include:
• elimination or alteration of community

settings that accommodate alcohol and
drug use, such as abandoned cars and
buildings, poorly lit alleys and streets,
unsupervised parks and recreation
areas;

• regulating the content of alcoholic
beverage advertising,

• increasing the accuracy of portrayals of
the consequences of alcohol and drug
use in the mass media;

• developing economic opportunity/ jobs;
• increasing counter-advertising and

public service messages;
• increasing excise taxes and prices of

alcoholic beverages;
• enforcing minimum age requirements;
• reducing the number of alcoholic

beverage outlets;
• eliminating alcoholic beverage sales

from gasoline stations;
• restricting alcohol sales at public

events;
• providing server intervention training to
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retailers, concessionaires, bartenders
and alcohol servers to intervene in
high-risk drinking situations, refuse
service to minors or intoxicated
customers, and to promote serving food
and non-alcoholic beverages;

• minimizing billboard ads targeted at
high risk populations;

• regulating sales of chemicals used in
manufacturing illegal drugs;

The mass media are extremely effective at
influencing the awareness of alcohol and
drug problems, and in reinforcing healthy
attitudes and behaviors. The media can be
effectively combined with local activities
which provide specific skill development,
alternative activities and support for affecting
unhealthy behaviors and environments.
Examples of the media's role in community
prevention processes include:
• announcement and on-site coverage of

coalition meetings, trainings and
conferences;

• publishing Iegislative updates and
research conclusions;

• running regular health-centered
newspaper columns;

• programming and broadcasting local
public service announcements and
informational presentations;

• replacing the emphasis which
sensationalizes alcohol and/or drug use

with messages that emphasize potential
hazards and harm;

• emphasizing alcohol and tobacco as
hazardous substances and an integral
part of the community's health
problems;

• covering and broadcasting health
promoting community celebrations
rather than only seizures, arrests and
victim episodes, etc.

 
 In order for communities to continue to

benefit from their prevention activities, it is
critical to conduct sound, scientific research
and evaluation of prevention efforts. While
this is traditionally viewed as the
responsibility of trained professionals,
community members can also participate in
and contribute to research and evaluation
efforts, including:
• reviewing arrest data concerning

specific population areas and
comparing them to the density of
alcoholic beverage outlets;

• reviewing census data of specific
population areas (economic, ethnic,
racial) relative to density of alcohol
outlets;

• developing surveys to assess public
opinion, knowledge of available
prevention and recovery services,
student or employee consumption rates;

• helping inventory subsidized and
voluntary prevention resources in the
community;

• participating in local needs assessment.
Source: California Department of Alcohol and Drug Programs, Framework for Preventing
Alcohol and Drug Problems. 1991.
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Integration of Harm Reduction and other
Treatment Approaches

by Paul Canrajal

There is a perceived gulf between harm
reduction and drug treatment. Harm
reductionists point to the exclusion of drug
users from drug services to an insistence on
abstinence. Drug treatment programs are
criticized on human rights grounds for their
punitive measures and pathologizing of drug
users. On the other hand, exponents of drug
treatment consider abstinence as necessary
for positive change, and regard any measure
short of this as palliative, “enabling,” and
perpetuating drug use. This division exists
institutionally—as there are harm reduction
programs and there are drug treatment
programs—and within the discourse. This
gulf is artificial and its efforts are crippling.
Harm reduction and drug treatment can
coexist on a continuum, and as
complementary parts of a pluralistic drug
service system. Such a system offers relevant
and helpful services to drub users at different
stages of their use. Where such systems
exist, the results are markedly more effective
and productive than our present catastrophe.
Actually, drug treatment presently contains
the elements of harm reduction.
Methadone maintenance is the prescription
of a more stable opiate and its outcomes are
increased health and well-being, and a
reduction rather than a cessation of drug use.
Integration of primary care into drug
treatment programs addresses the multiple
needs of drug users.

Motivational counseling, approaches that use
“stages” and “steps” and consideration of work
with pre-contemplative phases” and relapse are
becoming increasingly popular. These contrast
with harm reduction because the goal of these
programs is pre-determined by the service
provider. Yet, harm reduction contains elements
of drug treatment. Needle exchange programs
function well as “bridges to treatment” and there
is a strong demand for this service from drug
users. Harm reduction workers frequently
practice drug-free ideas in their own lives.
Furthermore, a new therapeutic modality is
emerging as harm reduction programs add case
management, counseling, community building,
and holistic interventions—such as acupuncture
Reiki, herbal medicine, and spirituality—to their
services.

    This gulf is artificial . . .

This convergence of harm reduction and drug
treatment promises a new synthesis that would
powerfully transform our ability to counter drug
related harm. It is necessary to consider what is
conducive to this new synthesis. While harm
reduction has much to teach, it also has to learn
and develop. Drug treatment, for example, has
been far more able to talk about drugs as a
disaster. Harm reductionists need to recognize
that drugs are inseparable from issues of race and
class. A notion of harm must be developed,
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encompassing the spiritual social, and
personal collapse that drugs can—but do not
always—bring. Ambivalence on this point
has alienated many disenfranchised
communities and drug users themselves.
While the Twelve-Step movement in its
assertion of drug-free recovery has alienated
some, for others it has achieved healing,

transformation, joy, and community that
transcends the often reductive utilitarian and
individualistic language of harm reduction. Such
profound human value must be translated into the
terms of harm reduction so that harm reduction
can speak to the need to be fully human.

Source: Harm Reduction Coalition, 3223 Lakeshore Ave., Oakland, CA 94610
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Harm Reduction Coalition (HRC) is a nonprofit organization committed to local,
regional, and national harm reduction education, interventions and community
organizing. HRC seeks to foster alternative models to conventional service
provision, drug treatment and rehabilitation programs, to challenge
traditional client/provider relationships, and to provide resources,
educational materials and support to health workers, individuals, and
communities in addressing drug-related harm and in creating and maintaining
health and well-being.
HRC reduces drug-related harm through the exchange, creation and dissemination
of harm reduction education and strategies. HRC supports individuals and
communities in creating strategies and obtaining resources to encourage safer
drug using and sexual behavior while addressing the larger social, economic,
political, and psychological factors affecting health and well-being.

All information contained within this site is the express work of the Harm
Reduction Coalition. This site design and programming by

Community Networking Technologies

Source:  http://www.harmreduction.org/
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WHAT IS HARM REDUCTION?
• Harm reduction locates drug use on a continuum of the use

and abuse of legal, illegal and prescription drugs. Rather
than perpetuating the "all or nothing" approach to drug use
intervention, harm reduction accepts drug use as a fact of
life and acknowledges its role as a mechanism for coping
with the consequences of the previously mentioned social
problems. As is consistent with this philosophy, harm
reduction does not remove a person's primary coping

mechanisms until others are in place. It starts wherever a
person is at, and then moves at the pace of the individual.
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• Harm reduction recognizes harm to be multidimensional--harm
to the self, loved ones, and the community. In its work,

harm reduction seeks to address both the range and the depth
of harm through a combination of practical,direct services

and longer term humanitarian goals. Central to harm
reduction philosophy is the addressing of an individualÕs
immediate needs, such as: sterile drug using equipment;

safer sex tools; non-judgmental, accessible and culturally
specific drug treatment; HIV pre and post test education and

counseling; food and shelter; and traditional and
alternative medical care and mental health treatment.

 

• Simultaneously, harm reduction supports individuals in being
competent and responsible in their entire lives, including
but not limited to their drug using and sexual behavior. In
order to achieve these goals, harm reduction supports non-
punitive responses where mutual support and accountability
exist between the individuals and communities in which they

live.

While harm reduction emerged out of drug specific interventions,
the philosophy and strategies of harm reduction are applicable to

a variety of social welfare and public health issues,
particularly those largely affecting marginalized individuals and
communities. Both within and outside of the HRC, harm reduction
is expanding into many fields and issues, including safer sexual

behavior, violence, psychology, sociology, medicine, and
education.

Source:  http://www.harmreduction.org/whatharm.html
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Public Health Model

Source: Center for Substance Abuse Prevention, Curriculum Modules on Alcohol and Other
Drug Problems for Schools of Social Work.  1995.

Agent

Host Environment
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Established Primary Prevention Programs

There are a myriad number of primary prevention programs being implemented across the United
States. These range from established, marketed programs which can be purchased from the
developers to grassroots programs developed and delivered by individuals in schools or
communities. The number of programs is too great to include a synopsis of their effectiveness.
Physicians are referred to the handout on types of prevention programs (see Handout V-3-A) and
encouraged to evaluate the expected effectiveness of any programs based upon those guidelines.
Brief descriptions of some of the more widely used programs follow.

Project DARE (Drug Abuse Resistance Education) is perhaps the most widely-known drug
prevention program in the United States. This prevention program is a curriculum taught in the
classroom to fifth and sixth grade students by uniformed police officers. Although Project DARE
has been implemented in hundreds of school systems, there have been relatively few evaluations,
and even fewer published evaluations. Clayton, Cattarello, Day, & Walden (in press) reported no
significant differences in the use of cigarettes, alcohol, or marijuana between students who have
had Project DARE and those who have not. While Dejong's (1987) evaluation of Project DARE
has been used to substantiate the short-term effectiveness of the program, both substantial
methodological problems and the relatively small differences demonstrated in substance usage of
the students involved suggest that this cannot be interpreted as convincing evidence of Project
DARE's effectiveness.

Project Smart is a social-influence prevention program developed at the University of Southern
California. It is one of the few programs which has had effective evaluations conducted on both
the results of the program and the internal validity of its instruments (Hansen, Johnson, Flay,
Graham & Sobel, 1988; Pentz, Cormack, Flay, Hansen & Johnson, 1986; Graham, Flay, Johnson,
Hansen, Grossman, & Sobel, 1984). Project Smart has shown promise in significantly reducing
the onset of gateway drug use and in reducing drug use by those students already classified as
drug users. The Project Smart approach is used by the Rand Corporation's Project Alert, which
has published favorable results in reducing tobacco and alcohol usage, but found no significant
reduction in marijuana usage (Ellickson & Bell, 1990). A five-year study by the Midwestern Drug
Abuse Prevention Center indicates that Project Star, which includes the Project Smart curriculum,
has shown a significant decrease in the use of alcohol and drugs by those students in the program
(Dwyer, 1990).

Source: University of Virginia Health Sciences Center, Project Sage: Substance Abuse
Curriculum for Medical Students, Housestaff, and Physicians in Primary Care. 1991.
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Life Skills Training is a comprehensive program which encompasses alcohol and other drug
information, social skills, and peer-resistance strategies (Botvin, Baker, Renick, Filazzola, &
Botvin, 1984). The authors have demonstrated reductions in excessive alcohol use, marijuana use,
and cigarette smoking.

Here's Looking at You: 2000 is the latest version of an alcohol and other drug education
curriculum which primarily focuses on affective education techniques ( e.g., decision making, self
esteem). While this version of the curriculum has not been evaluated effectively, previous versions
have not been successful (Hopkins, Mauss, Kearney, & Weisheit, 1988).

Source: University of Virginia Health Sciences Center, Project Sage: Substance Abuse
Curriculum for Medical Students, Housestaff, and Physicians in Primary Care. 1991.
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The Resiliency Mandala

Seven Areas of Resilience

Each of these areas of resilience has been witnessed, to some degree, even in young children from
the worst of circumstances who eventually overcome the adversity they face.

1. Insight:  The habit of asking tough questions and giving honest answers leads to a deep
understanding of self and others.

2. Independence:  Drawing boundaries between yourself and troubled parents; keeping
emotional and physical distance while satisfying the demands of your conscience, and the
longing for a family.
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The Resiliency Mandala  (continued)

3. Relationships:  Intimate and fulfilling ties to other people balance a mature regard for your
needs, with empathy and the capacity to give to someone else.

4. Initiative:  Taking charge of problems, exerting control, developing a taste for stretching and
testing yourself in demanding tasks.

5. Creativity:  Imposing order, beauty, and purpose on the chaos of troubling experiences and
painful feelings.

6. Humor:  Finding the comic in the tragic.

7. Morality:  An informed conscience that extends your wish for a personal life for all of
humankind.  It is the ability to feel for others and the demonstration of principles like
compassion and fair play.

Adapted from J. Steven ad S. Wolin, The Resilient Self: How Survivors of Troubled Families
Rise Above Adversity (New York: Villard Press, 1993).

Source:  Child Welfare League of America.  Act 1, Alcohol and Other Drugs: A Competency-
Based Training. 1993
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Topic Fourteen
Co-Morbidity

This unit is devoted to examining the various issues involved with the population of clients that
have come to be known as the dually-diagnosed; that is, those suffering from chemical
dependence and a diagnosable psychiatric disorder. For most students, the psychiatric terminology
involved will be new, and possibly overwhelming. The instructor may wish to select portions of
the material considered to be most essential to focus upon. Kinney & Leaton, Chapter 11,
provides a good overview of the topic and includes useful practice information like detecting signs
of suicidality. Ray & Ksir, Chapter 8, focuses on psychiatric medication. The supplemental
information for the instructor included with this section is divided into: Comorbid Interactions,
Treatment Models, Clinical Syndromes, and Modified Steps. Classroom options are generally
structured to correspond to these areas, and overheads/handouts are designed to facilitate
discussion in these areas.

Learning Objectives

• To become familiar with the various ways substance and psychiatric disorders interact.
• To become familiar with the major psychodiagnostic categories impacted by psychoactive

substance use.
• To become familiar with the main treatment models for the comorbid population.

Classroom Options

• Classroom Option I
Using the material under “Comorbid Interactions,” lead a discussion about the possible
interactions between substance abuse and mental illness. The brief epidemiological
“tidbits” are included to give students a brief view into the extent of the problem.

• Classroom Option II
Using the material under “Treatment Models,” present the mental health and chemical
dependence treatment models. Give special attention to the philosophical underpinnings of
each model. Discuss the different ways the two models can interact.
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• Classroom Option III
The material under “Clinical Syndromes” is intended to introduce the student to the most
common psychiatric syndromes found among the substance abusing population. The
handouts/overheads are constructed in such a way as to look at both psychiatric
symptomology and drug effects. The brief mental status examination is for reference when
looking at symptomology.

• Classroom Option IV
Distribute and discuss the “Modified Steps.”

• Classroom Option V
View one of suggested videos, “Double Trouble,” or “Dual Diagnosis,” and present the
following questions for discussion:
1) How does depression associated with recovery differ from the depression found in

people who do not use psychoactive substances?
2) What is meant by “self-medicating” our pain?
3) How do the following psychiatric drugs differ from uppers or downers

encountered on the street? Phenothiazines (Thorazine, Stelazine, Mellaril)?
Benzodiazipines (Valium, Xanax, Halcion)? Prozac? Lithium Carbonate?

• Classroom Option VI
Make a grid on the blackboard. In the row along the side list the elements of psychiatric
functioning, e.g., mood, memory, internal stimulations (hallucinations), paranoia, other
cognitive distortions, interpersonal competence, etc. Now, across the top, list the major
categories of drugs: CNS stimulants, hallucinogens, opioids, sedative-hypnotics, cannabis,
alcohol, etc. Have the class discuss which categories of drugs can produce each of these
types of “symptoms,” and put an X in the box for that part of the grid. When you are
done, discuss the acute (intoxification, detoxification) versus long-term effects of each
drug category on the specified symptom area, e.g., which “symptoms” will eventually go
away if a person is free of underlying psychopathology and gets, and stays, clean? How
long will it take?

Further Reading

Dual Diagnosis of Major Mental Illness and Substance Disorders. Minkoff & Drake, Editors.
San Francisco: Jossey-Bass, 1991.

This is an excellent book which includes chapters that explore many dimensions of the
dual diagnosis issue. Clinical issues of assessment and treatment are presented along with
programmatic and “ideological” issues. Several model treatment programs are introduced,
and the general elements of effective treatment for the dually diagnosed are discussed
along with common barriers to implementation.
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Managing the Dually Diagnosed Patient: Current Issues and Clinical Approaches. David F.
O'Connell, Editor. Binghamton, NY: The Haworth Press, 1990.

This edited volume focuses on treatment of dually diagnosed individuals. Separate
chapters on schizophrenia, affective disorders, anxiety, and personality disorders are to be
found. Many case vignettes are included.

Dual Diagnosis: Counseling the Mentally Ill Substance Abuser, by Katie Evans and J. Michael
Sullivan. New York: Guilford Press, 1990.

As the title suggests, this book, while examining conceptual models of treatment,
emphasizes counseling. There are chapters on major mental disorders, personality
disorders, case management strategies, working with families, assessing and working with
adolescents, and preventing relapse. Several appendices include modified stepwork,
behavioral checklists, and behavioral contracts. Among all the texts available on the topic,
this is one of the most useful for the counselor/therapist.

Assessment and Treatment of Patients with Coexisting Mental Illness and Alcohol and Other
Drug Abuse.  CSAT Treatment Improvement Protocol (TIP), Series No. 9. DHHS Publication
No. (SMA) 95-3061. Available from NCADI (800) 729-6686.
(see also Online Resources below)

This publication represents the most current thinking of a nationally assembled panel of
experts on this subject. Treatment approaches are reviewed for each of the major mental
illness categories, and issues of “systems interface” are addressed throughout.

Video Resources

• Double Trouble, Part I, 31 minutes. Gerald T. Rogers Productions, Inc.  This
video explores the relationship between various categories of drugs, and two
types of psychopathology, namely, depressive illness, and anxiety disorders.
Actual clients are interviewed.

 
• Dual Diagnosis. 26 minutes. Available from NCADI (800) 729-6686.  This

video is made specifically for chemical dependence counselors. It emphasizes
identification, potential problems, referral procedures, collaboration, and some
material on psychotropic medication.
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Online Resources

• Mental Illness, Drug Addiction, and Alcoholism (MIDAA) and SCIACCA
Comprehensive Service Development.  Dual Diagnosis refers to co-occurring
mental illness, drug addiction and/or alcoholism in various combinations.  This
site is designed to provide information and resources for service providers,
consumers, and family members who are seeking assistance and/or education
in this field.

http://www.erols.com/ksciacca/

• Assessment and Treatment of Patients with Coexisting Mental Illness and
Alcohol and Other Drug Abuse.  CSAT Treatment Improvement Protocol
(TIP), Series No. 9. DHHS Publication No. (SMA) 95-3061.

http://text.nlm.nih.gov/ftrs/pick?ftrsK=37211&cd=1&t=
852074740&collect=tip&dbName=tip9
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AOD Use and Psychiatric Symptoms

AOD use can cause psychiatric symptoms and mimic psychiatric syndromes.
AOD use can initiate or exacerbate a psychiatric disorder.
AOD use can mask psychiatric symptoms and syndromes.
AOD withdrawal can cause psychiatric symptoms and mimic psychiatric syndromes.
Psychiatric and AOD use disorders can independently coexist.
Psychiatric behaviors can mimic AOD use problems.

Source: Center for Substance Abuse Treatment, Assessment and Treatment of Patients with
Coexisting Mental Illness and Alcohol and other Drug Abuse.  Treatment Improvement Protocol
(TIP) Series No. 9.
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Selected Comparison of Recovery and
Mental Health Models

Recovery Model Mental Health Model

Disease process Syndrome concept

Biopsychosocial/spiritual factors Biopsychosocial factors

Some attention to philosophical issues

Chronic condition Chronic condition of many major disorders

Relapse issues Relapse issues

Genetic/physiological component Genetic/physiological component in many disorders

Chemical use primary Psychiatric disorder primary

Out of control Ineffective coping

Denial Poor insight

Despair Demoralization

Family issues Family issues

Social stigma Social stigma

Abstinence early goal Stability early goal

Recovery long-term goal Rehabilitation long-term goal

Powerlessness Empowerment

No use of mood altering chemicals Psychotropic meds used

Education about illness Education about illness
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Halfway houses, ALANO clubs Group homes, day treatment

Sponsors Case manager/therapist

A.A., Al-Anon, self-help groups Support groups

Concrete action Behavior change

Self-examination and acceptance Awareness and insight

Label self as alcoholic/addict See self as whole person with a disorder

Practice of communication and social
skills

Practice of communication and social skills

Slogans, stories, affirmations Positive self-talk, imagery

Stepwork Psychotherapy

Use of spiritual concepts Use of existential, transpersonal concepts

Family therapy Family therapy

Group and individual work Group and individual work

Continuum of care Continuum of care

Nutrition, exercise, growth as value Wellness concepts

Source: Evans & Sullivan (1990).  Dual Diagnosis: Counseling the Mentally Ill Substance
Abuser.  New York: Guilford Press.
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COLUMN
1

Neuro-
transmitter

COLUMN 2
Some Major

Functions

COLUMN 3
Street Drugs

Which Disrupt
the Neuro-
transmitter

COLUMN 4
Associated

Mental Illness

COLUMN 5
Medications used

to re-balance
Neurotransmitter

Serotonin Mood stability,
appetite, sleep-
control, sexual-
activity aggression,
self-esteem

Alcohol, nicotine,
amphetamine,
cocaine, PCP,
LSD, MDMA
(ecstasy)

Anxiety,
depression,
manic
depression,
obsessive/
compulsive
disorder

BuSpar, tricyclic
anti-depressant,
lithium, MAO
inhibitor, Prozac,
Zoloft, tryptophan,
Ritanserin,
Anafranil, Pavil

Dopamine Muscle tone/control,
motor behavior,
energy, reward
mechanism,
attention span,
pleasure, emotional
stability

Cocaine,
nicotine, PCP,
amphetamine,
caffeine, LSD,
Ritalin,
marijuana,
alcohol, opiates

Schizophrenia,
Parkinson’s
disease

Lithium, MAO
inhibitors,
phenothiazine,
antipsychotics,
thiazine,
antipsychotics,
tyrosine, taurine

Nor-
epinephrine
and
epinephrine

Energy, motivation,
eating, attention
span, pleasure,
muscle tone,
stimulation, heart
rate, blood pressure,
dilation of bronchi,
assertiveness,
alertness, confidence

Cocaine,
nicotine,
amphetamine,
caffeine, all
stimulants, PCP,
marijuana

Depression,
manic
depression,
anxiety, panic
disorders,
narcolepsy,
sleep problems,
attention deficit
disorder

Tricyclic
antidepressants,
Lithium, MAO
inhibitors,
phenothiazine,
antipsychotics,
prescription
amphetamines,
Ritalin, clonidine,
barbiturates,
benzodiazepines,
beta blockers,
Propranol tyrosine,
d.l. phenylalanine



INTRODUCTION TO ADDICTION STUDIES
Co-Morbidity

UCSD ATTC 14 - Instructor - page 5 February 1997

Endorphin,
enkephalin

Pain control, reward
mechanism, stress
control (physical and
emotional)

Heroin, other
opiates, PCP,
marijuana,
alcohol, anabolic
steroids

Schizophrenia,
depression

Methadone,
LAAM, Trexan,
buprenorphine, d.l.
phenylalanine

GABA
(gamma
amino-
butyric acid)

Inhibitor of many
neurotransmitters,
muscle relaxant,
control of
aggression, arousal

Alcohol,
marijuana,
barbiturates,
PCP,
benzodiazepines

Anxiety and
sleep disorders

Benzodiazepines,
glutamine

Acetyl-
choline

Memory, learning,
muscular reflexes,
aggression,
attention, blood
pressure, heart rate,
sexual behavior,
mental acuity, sleep,
muscle control

Marijuana,
nicotine, alcohol,
cocaine, PCP,
amphetamine,
LSD

Alzheimer’s
disease,
schizophrenia,
tremors

Phenothiazine
antipsychotics,
Artane, Cogentin,
lecitin choline

Cortisone,
cortico-
tropine

Immune system,
healing, stress

Heroin, anabolic
steroids, cocaine

Schizophrenia,
depression,
insomnia,
anxiety

Corticosteroids,
(Prednosone,
cortisone), ACTH

Histamine Regulator of
emotional behavior,
sleep, inflammation
of tissues, stomach
acid secretion,
allergic response

Antihistamines,
opiates

Depressive
illness

Antihistamines,
Tricyclic
antidepressants

Source: Uppers, Downer, All Arounders.  Second Edition.  By Darryl Inaba and William Cohen. 
1993.  CNS Productions.  (503) 488-2805.
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Treatment Models

Sequential: The patient participates in one system, then another.

Parallel: The patient participates in two systems simultaneously.

Integrated: The patient participates in a single unified and comprehensive treatment
program for dual disorders.

Source: Center for Substance Abuse Treatment, Assessment and Treatment of Patients with
Coexisting Mental Illness and Alcohol and Other Drug Abuse. Treatment Improvement Protocol
(TIP) Series No. 9.
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Major Depression

Feeling Thinking Behavior Interpersonal
relations and role

functioning

Chemical use

Down, blue,
sad

Sometimes
irritable

Diminished
ability to
concentrate,
make decisions

Helpless/hopele
ss mindset

Thoughts of
death and
dying, self-harm

May have
delusions in
severe cases

In some older
clients, serious
confusion

Apathetic and
slowed down,
decreased activity

May have
decreased eating
and sleeping,
occasionally
increased eating
and sleeping

May be agitated

In some adoles-
cents, acting out

Withdrawn,
isolated

Decreased
functioning
between episodes

Polysubstance
abuse and de-
pendency, heavy
use of alcohol and
other depressant
drugs

Source: Evans, K. And Sullivan, J.M. (1990) Dual Diagnosis: Counseling the Mentally Ill
Substance Abuser.  New York: The Guilford Press.
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Dementia

Feeling Thinking  Behavior Interpersonal
relations and role
functioning

Chemical use

Sometimes
anxiety or
depression

Sometimes
apathy or
indifference

Sometimes
emotional
lability and
irritability

Short- and
long-term
memory
impairment

Impaired
abstract
thinking and
judgment

Impaired
auditory- verbal
and/or visual-
motor abilities

Sometimes
paranoid
thinking

Slower
information
processing

Often poor
impulse
control with
actions that
are
potentially
harmful

Often
outbursts,
tantrums,
assaults

Sometimes
disorganized
or
perseverative
behavior

Change or
exaggeration
in personality
style

Often increased
conflict with
significant others

Impairment in work
and social
activities, poor
coping with
stressors

In serious cases,
impaired activities
of daily living

Polysubstance abuse
but generally the
more accessible
chemicals such as
alcohol or marijuana

Increased use of
stimulants in ADD
clients

Source: Evans, K. And Sullivan, J.M. (1990) Dual Diagnosis: Counseling the Mentally Ill
Substance Abuser.  New York: The Guilford Press.
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Schizophrenia

Feelings Thinking Behavior Interpersonal
relations and

role functioning

Chemical use

Generally
inappropriate
or muted

Sometimes
depressed or
angry or
anxious

Confusion

Difficulty
concentrating

Concrete and
unable to
generalize
information

Bizarre content,
delusions

Hallucinations

Greater
impairment in
auditory
modalities

Disorganized

Decreased
responsiveness
to others

Eccentric

Poor
grooming/rout
ine

Withdrawn and
isolated

Poor role
functioning

May be able to
do low-pressure
jobs not requiring
public contact

Polysubstance abuse
but will abuse
chemicals (e.g.,
alcohol, pot) easily
available

Less use of opiates,
sedative-hypnotics

Source: Evans, K. And Sullivan, J.M. (1990) Dual Diagnosis: Counseling the Mentally Ill
Substance Abuser.  New York: The Guilford Press.
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Mania

Feelings Thinking Behavior
Interpersonal

relations and role
functioning

Chemical use

Euphoric, up,
high

Sometimes
irritable, angry,
esp. when
blocked

History of severe
depression

Grandiose,
unrealistically
optimistic

Racing
thoughts

Distractible

Hyperactive

Decreased sleep

Flamboyant,
loud,
outrageous
manner

Many projects,
reckless activity

Conflict with
family, authority,
anyone saying no

Decreased
functioning during
acute episodes

Very often good
functioning
between episodes

Polysubstance
abuse and
dependence, use
of alcohol during
highs

Use of stimulants
during highs and
lows

Anxiety Disorders

Feelings Thinking Behavior
Interpersonal
relations and

role functioning
Chemical use

Tension,
fearfulness,
discomfort

Panic, fear

Worry

Difficulty
concentrating

Flashbacks, intrusive
thoughts

Blocking of thoughts

Avoidance of
feared situations

Hypervigilance

Bodily
symptoms of
tension

Withdrawal,
isolation

Detachment
from others

Decreased role
functioning

Polysubstance
abuse and
dependence; some
preference for
alcohol and other
sedative-hypnotics;
may use cocaine in
attempts to
achieve euphoria

Source: Evans, K. And Sullivan, J.M. (1990) Dual Diagnosis: Counseling the Mentally Ill
Substance Abuser.  New York: The Guilford Press.
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Characteristics Of Passive-Aggressive, Antisocial,
And Borderline Personality Disorders

Area Passive-Aggressive Antisocial Borderline

Affect Overcontrolled
hostility

Angry intimidation Angry self-harm

World view “I do everything right
and they still act this
way”

“I don’t deserve this”

“I’m fine, ignore the
tears”

“If you don’t do
what I want, you’ll
be sorry”

“I deserve it all”

“They’re the ones
with the problem”

“I’ve got to get you
before you get me”

“I don’t’ deserve to
exist”

“Help me, help me,
but you can’t”

Presenting Problem Depression,
somatization, sedative
dependence,
codependency

Legal difficulties,
polysubstance abuse
and dependence,
parasitic
relationships

Self-harm, weird
thinking and behavior,
episodic polysubstance
abuse, hot/cold
relationships

Social functioning Consistent
underachievement

Episodic
achievement

Gross dysfunctioning

Motivation Belonging Self-esteem Safety

Defenses Repression Rationalization,
projection

Autistic fantasy

Source: Evans, K. And Sullivan, J.M. (1990) Dual Diagnosis: Counseling the Mentally Ill
Substance Abuser.  New York: The Guilford Press.
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Characteristics Of “Normal” Adolescent,
Antisocial Adolescent, And Drug-Abusing Adolescent

Area “Normal” adolescent “Drug-abusing”
adolescent

“Antisocial” adolescent

Affect Moodiness Drastic mood swings,
guilty anger

Angry and controlling or
calm, smooth, and charming

World
view

“I should be able to do
anything I want to”
“I feel like I am not as
good at things as I
would like to be”
“If I steal I might get
caught, then people
would know I’m a
thief”

“I’ve done some bad
things and I feel guilty”
“If I don’t stay on top of
things people will find
out I’m bad”
“I have to steal to get
money—besides all my
friends do it”

“I’m cool -- you don’t matter
unless you have something I
want”
“It’s not bad unless you get
caught”
“You’re a fool and deserve
to be ripped off”

Presenting
problem

Moodiness, feeling
insecure, unliked

School problems, family
conflict, change of
friends, drastic mood
swings, lying, legal
problems: theft, breaking
and entering

Violent behavior, violent
crimes, rageful outbursts
Families and others injured
like wreckage following the
trail of the antisocial

Social
functionin
g

Good achievement,
positive peer group,
interest or outside
hobby

Current problems, things
growing progressively
worse

Excellent functioning, e.g.,
class president, in charge of
everything, smooth talker, or
poor functioning, numerous
law violations, volatile
relationships

Motivatio
n

Autonomy, peer
identification

To return to previous
positive functioning,
acceptance of peers

To win—be right; control,
seek stimulation/excite-
ment—short-term

Defenses Isolation, minimizing,
blame

Lying, manipulating,
increased use of thinking
errors

Con, pure, and continues use
of thinking errors

Source: Evans, K. And Sullivan, J.M. (1990) Dual Diagnosis: Counseling the Mentally Ill
Substance Abuser.  New York: The Guilford Press.



INTRODUCTION TO ADDICTION STUDIES
Co-Morbidity

UCSD ATTC 14 - Instructor - page 13 February 1997

Modified For The Manic-Depressive Client

STEP 1:   “We admitted we were powerless over alcohol [and drugs] -- that our lives have
become unmanageable.”

 
PART 1:   List three examples (no more than 100 words each) of how you have

gotten into trouble because of drinking and using.
 

PART 2:   Give two examples of “rules” you have about drinking or using, which
you developed in order to try to control your drinking or your use of
drugs (not to exceed 25 words each).

 
PART 3:   Give one example of how you have had to modify, change, or break the

rules in Part 2 in order to continue to drink or use (no more than 25
words each).

 
STEP 2:   “Came to believe a power greater than ourselves could restore us to sanity.”
 

PART 1:   Check those of the following mistakes in thinking or thinking errors that
you can identify in yourself in relationship to your drinking or using:

 ¨ Excuse making
 ¨ Blaming
 ¨ Justifying
 ¨ Superoptimism
 ¨ Lying
 ¨ Threatening others
 ¨ Presenting false image
 ¨ Building up self
 ¨ Assuming
 ¨ “I'm unique”

 ¨ Grandiose thinking
 ¨ Intellectualizing
 ¨ Hostile and angry outbursts
 ¨ Making fools of others
 ¨ Playing victim
 ¨ Exaggeration
 ¨ Redefining
 ¨ Minimizing
 ¨ Ingratiating

 
PART 2:   Give two examples of how your drinking and/or drug use were “insane”

(no more than 50 words each).

Source: Evans & Sullivan (1990) Dual Diagnosis: Counseling the Mentally Ill Substance Abuser.
New York: Guilford Press.
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Modified For The Manic-Depressive Client  (continued)

PART 3:   Give two examples of how your life has improved since you stopped
drinking or using drugs.

STEP 3:   “We made a decision to turn our will and lives over to the care of God as we
understand Him.”

 
PART 1:   Give two brief examples (no more than 50 words each) of how you have

tried to control your behavior and failed.
 
PART 2:   Give two brief examples (no more than 50 words each) of situations

where you tried to control someone else's behavior and failed.
 
PART 3:   Give two examples of people who have been or could be helpful to you

(no more than 25 words each).
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Modified for the Schizophrenic Client and
Organic Mental Disorders

STEP 1:   “We admitted we were powerless over alcohol [and drugs] -- that our lives have
become unmanageable.”

 
PART 1:   Give two examples of problems you now have that are related to your

drinking and using.
 
PART 2:   Give two examples of trouble you have gotten into because of your

drinking and using.
 
PART 3:   Please check the following which you feel apply to you:

¨ People tell me I drink or use too much.
¨ Others get mad at me when I drink or use.
¨ I've tried to stop drinking/using before but started up again.
¨ Sometimes I drink or use more than I planned

STEP 2:   “Came to believe that a power greater than ourselves can restore us to sanity.”
 

PART 1:   Give one example of how things are getting better since you stopped
drinking or using.

 
PART 2:   Give one example of someone who has been of help to you and explain

why.

Source: Evans & Sullivan (1990) Dual Diagnosis: Counseling the Mentally Ill Substance Abuser.
New York: Guilford Press.
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Modified for the Schizophrenic Client and
Organic Mental Disorders (continued)

PART 3:   Please check those of the following that applied to you when you were
drinking or using drugs:

 
 ¨ I lied to my friends or family.
 ¨ I stole or took things that didn't belong to me.
 ¨ I had fights or arguments with people.
 ¨ Friends or family didn't want me around them when I was drinking or using drugs

STEP 3:   “We turned our wills and lives over to the care of God as we understand Him.”
 

PART 1:   Give one example of something that you now worry about.
 
PART 2:   Give an example of a person who you think is helpful to you or you could

trust at least a little.
 
PART 3:   How can it help you to “turn it over” or discuss this worry with the

person you trust?
 
PART 4:   Give two examples of current problems you are having and describe how

“turning it over” or talking with a helpful or trusted person would
strengthen your recovery and reduce your anxiety (no more than 100
words each).

Source: Evans & Sullivan (1990) Dual Diagnosis: Counseling the Mentally Ill Substance Abuser.
New York: Guilford Press.
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Modeled For The Borderline Client

STEP 1:   “We admitted we were powerless over alcohol [and drugs] -- that our lives have
become unmanageable.”

 
PART 1:   Describe five situations where you suffered negative consequences as a

result of drinking or using drugs.
 
PART 2:   List at least five “rules” you have about drinking or using drugs (example:

I never drink alone).
 
PART 3:   Give one example for each rule discussed in Part 2 of where and how you

broke that rule.
 
PART 4:   Check those of the following that apply to you:

¨  I sometimes drink or use more than I planned.
¨ I sometimes lie about my drinking or using.
¨ I have hidden or stashed away drugs or alcohol so I could use them

alone or at a later time.
¨ I have had memory loss when drinking or using.
¨ I have tried to hurt myself when drinking or using.
¨ I can drink more than I used to, without feeling drunk.
¨ My personality changes when I drink or use.
¨ I have school or work problems related to my drinking or using.
¨ I have family problems related to my drinking or using.
¨ I have legal problems related to my drinking or using.

PART 5:   Give two examples for each item checked Part 4.
 

STEP 2:   “We came to believe that a power greater than ourselves court restore us to sanity.”

Source: Evans & Sullivan (1990) Dual Diagnosis: Counseling the Mentally Ill Substance Abuser.
New York: Guilford Press.
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Modeled For The Borderline Client  (continued)

PART 1:   Give three examples of how your drinking or using was insane
(remember, one definition of insanity is to keep repeating the same
mistake and expect a different outcome).

 
PART 2:   Check which of the mistakes or thinking errors you use, then explain how

this is harmful to yourself and others:
¨ Blaming
¨ Lying
¨ Manipulating
¨ Excuse making
¨ Minimizing
¨ Thinking I'm unique
¨ Cutting oneself when angry
¨ Negative self-talk
¨ Intellectualizing
¨ Using angry behavior to control others
¨ Beating yourself up with “I should haves”

PART 3:   Give two examples of things that have happened since you stopped
drinking or using that show you that your situation is improving.

 
PART 4:   Explain who or what is your higher power and why you think it can be

helpful to you.
 

STEP 3:   “We made a decision to turn our will and lives over to the care of God as we
understand Him.”

 
PART 1:   Explain how and why you decided to turn your will over to a higher

power.
 
PART 2:   Give two examples of things or situations you have turned over in the last

week.
 
PART 3:   List two current resentments you have and then explain why it is

important for you to turn them over to your higher power.

Modeled For The Borderline Client  (continued)
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PART 1:   How do you go about “turning over a resentment”?
 
PART 2:   What does it mean to turn your life over to your higher power?
 
PART 3:   Explain how and why you have turned your life over to a power greater

than yourself.
 

STEP 3:   “We made a searching and fearless moral inventory of ourselves.”
 

PART 1:   List five things you like about yourself.
 
PART 2:   Give five examples of situations where you have been helpful to others.
 
PART 3:   Give three examples of sexual behaviors related to your drinking or using

that have occurred in the last 5 years that you feel badly about.
 
PART 4:   Describe how berating yourself for old drinking and using behavior is not

helpful to your recovery.
 
PART 5:   List five current resentments and explain how holding onto these

resentments hurts your recovery.
 
PART 6:   List all laws you have broken related to drinking and using.
 
PART 7:   List three new behaviors you have learned that are helpful to your

recovery.
 
PART 8:   List all current fears you are experiencing and then discuss how working

the first three steps can help dissolve these fears.
 
PART 9:   Give an example of a situation you have been involved in lately that you

handled poorly.
 
PART 10:   Discuss how you plan to handle the situation in Part 9 differently the next

time the situation arises.
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Modified For The Antisocial Client

STEP 1:   “We admitted we were powerless over alcohol [and drugs]—our lives have become
unmanageable.”

 
PART 1:   Give five examples of ways you have tries to control your use of

chemicals and failed (minimum of 100 words each).
 
PART 2:   Give five examples of people you have tried to control and failed ant

explain why your controlling behavior was unsuccessful (minimum of 100
words each).

 
PART 3:   Give five examples of situations not associated directly with drinking or

using where you have tried to control and failed (minimum of 100 words
each).

 
PART 4:   Give two examples of people who have current control over you, and

explain how that is helpful to you (minimum of 100 words each).
 
PART 5:   Give 10 examples (minimum of 25 words each) of how your drinking and

using caused you problems.
 
PART 6:   Give five examples of negative consequences that await you should you

continue using drugs or alcohol.
 

STEP 2:   “We came to believe that a power greater than ourselves could restore us to sanity.”
 
PART 1:   Repeating the same mistake over and over when you are receiving

negative consequences is one definition of insanity. From the list below,
identify 15 of your major “mistakes” that lead to wrong thinking. Explain
with a minimum of 50 words each how this mistake in your thinking has
caused your current problems.

¨ Excuse making
¨ Blaming
¨ Justifying
¨ Redefining
¨ Superoptimism

¨ Lying: commission,
omission. assent

¨ Making fools of others
¨ Playing the big shot
¨ Thinking “I’m unique”



INTRODUCTION TO ADDICTION STUDIES
Co-Morbidity

UCSD ATTC 14 - Instructor - page 21 February 1997

¨ Ingratiating (kissing up)
¨ Minimizing
¨ Intentionally being vague
¨ Using anger and threats
¨ Playing the victim
¨ Love for drama and

excitement

¨ Not listening to others
¨ Maintaining your look

good
¨ Being grandiose
¨ Intellectualizing

PART 2:   List three people you are currently angry at and explain how they can be
helpful to you (minimum of 25 words each).

 
PART 3:   List five people more powerful than you who can help you stay clean and

sober; explain why (minimum of 50 words each).
 
PART 4:   Who or what is your higher power (minimum of 25 words).
 
PART 5:   Describe how this higher power can help you with your mistakes in

thinking (minimum of 100 words).
 

STEP 3:   “We made a decision to turn our will and lives over to God as we understand Him.”
 

PART 1:   How did you decide that you needed to turn your will over to a higher
power (minimum of 100 words)?

 
PART 2:   Why is it important for you to turn your will over to a higher power

(minimum of 50 words)?
 
PART 3:   Explain how you go about “tuning it over” (minimum of 50 words).
 
PART 4:   Give three examples of things you have had to “turn over” in the last

week (minimum of 50 words).
 
PART 5:   Give three examples of things you have yet to turn over, and explain how

and when you plan to do so (minimum of 75 words).
 
PART 6:   What does it mean to “turn your life over to your higher power”

(minimum of 100 words)?

Modified For The Antisocial Client (continued)
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PART 7:   Without displaying any thinking errors explain how and why you have

turned your life over to a power greater than yourself (minimum of 150
words).

 
STEP 4:   “We made a searching and fearless moral inventory of ourselves.”
 

PART 1:   List any and all law violations you have committed regardless of whether
or not you were caught for these crimes (minimum of 100 words).

 
PART 2:   List every person you have a resentment against and then explain how this

resentment is hurting you (minimum of 10 examples of 100 words each).
 
PART 3:   Give 10 examples of sexual behavior you engaged in that was harmful to

your partner, and explain the negative consequences to you for this
behavior (minimum of 50 words).

 
PART 4:   Give five examples of aggressive behavior (either verbally or physically)

that you have been involved in and explain how it was hurtful to the other
person and how it was hurtful to you (minimum of 250 words).

 
PART 5:   List five major lies you have told and then explain how that lying was

hurtful to you (minimum of 250 words).
 
PART 6:   List three lies you have told within the last 48 hours, then explain how

this lying hurts your recovery program (minimum of 200 words).

Source: Evans & Sullivan (1990)  Dual Diagnosis: Counseling the Mentally Ill Substance Abuse.
New York: Guilford Press.
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Mental Health Competency Evaluation Checklist

1. Appearance and behavior. Look for poor or fastidious grooming, bizarre or deviant clothing,
unusual or bizarre postures and mannerisms, facial expressions suggesting strong or unusual
feelings.

2. Attitude toward interview. Look for suspicion, hostility, ingratiation, dependence.
3. Psychomotor activity. Look for restlessness and agitation or for retardation, that is, general

slowing of movement or speech.
4. Affect and mood. Look for flat, blunted affect with minimal display of emotion; lability, or

rapid shifts of feelings; or inappropriate affect, where feelings seem incongruent with the
content of the conversation or the situation. Look for excessively sad, euphoric, anxious, or
angry affects.

5. Speech and thought. Look for rambling, loose, illogical, unconnected, or pressured speech.
Look for bizarre content or suicidal and homicidal thoughts.

6. Perceptual disturbances and hallucinations. Look for responses to nonexistent sounds, sights,
persons, and so forth.

7. Orientation. Ask and check for ability to state time (day, week, month, year), place (location
of interview, name of city, county, etc.), person (self and interviewer), and situation with
accuracy.

8. Attention, concentration, and memory. Check for ability to count backwards by 7's from 100,
to correctly repeat random strings of up to five to six digits forward and up to four to five
backwards (have these written out beforehand); to repeat three unrelated objects or a new
address and to recall these accurately after 5 minutes; to recall recent events that the
interviewer can verify such as the current issues on the news or the waiting room setup; to
recall remote events such as when certain historical events occurred or the names of the three
presidents in office prior to the current president. Poor performance on these topics often
suggests serious psychiatric difficulty. (Encourage depressed persons to try their best.)

9. Intelligence. Remembering to take education into account, look for high-level vocabulary or
lack of one; look for concrete interpretations of proverbs after demonstrating to clients that
you want them to state the meaning of the proverb in their own words.

10. Reliability, insight and judgment. Estimate the client's cognitive functioning, motivation, and
honesty; whether the client's behavior in various situations is likely to lead to negative
outcomes; whether the client has some sense of present difficulties, and what some reasonable
solutions might be.

Source: Evans, K. and Sullivan, J.M. (1990) Dual Diagnosis: Counseling the Mentally Ill
Substance Abuser. New York: The Guilford Press.



INTRODUCTION TO ADDICTION STUDIES
Co-Morbidity

UCSD ATTC 14 - Handouts - page 1 February 1997

Lifetime Prevalence Rates

• Non-substance abuse mental disorders—22.5%
 
• Alcohol dependence/abuse—13.5%
 
• “Other” drug dependence/abuse—6.1%

Source: Pablo Stewart, M.D., Veterans Affairs Medical Center, San Francisco
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Rates Of Concurrence

• Mental disorder—29% Addictive Disorder
 
• Alcohol dependence/abuse—37% Mental Disorder
 
• “Other” drug dependence/abuse—53% Mental Disorder

Source: Pablo Stewart, M.D., Veterans Affairs Medical Center, San Francisco
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Reasons For Concurrence
 
 
• Mental illness does not prevent substance abuse
 
• Attempt at self-medication
 
• Substance use as a precipitant of mental illness
 
• Substance use as increasing sociability
 
• Substance abuse as relieving unpleasant medication side-effects

Source: Pablo Stewart, M.D., Veterans Affairs Medical Center, San Francisco
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Substance Use Primary
(Resulting In A Psychiatric Disorder)

 
 
 
• Intoxication
 
• Withdrawal Syndromes
 
• Organic Brain Syndromes
 
 
 

Source: Pablo Stewart, M.D., Veterans Affairs Medical Center, San Francisco
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Substance Use As A Precipitant
Of Mental Illness

INTOXICATION WITHDRAWAL ABSTINENCE

ALCOHOL Violence
Depression
Suicide

Anxiety
Psychosis vs.
Hallucinosis

Depression
Dementia
Hallucinosis

STIMULANTS Violence
Psychosis
Mania
Panic

Depression Hallucinosis

Source: Pablo Stewart, M.D., Veterans Affairs Medical Center, San Francisco
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Substance Use As An Attempt
At Self-Medication

Depressions Amphetamines
Opiates

(+/-) Alcohol, BZDs, MJ

Anxiety Disorders
PTSD
Panic
OCD
Generalized

Alcohol
BZDs
MJ
Opiates

A.D./H.D. Amphetamines BZDs, Alcohol

Schizophrenia Alcohol
Stimulants
Opiates

(Negative Sxs)

(Prophylaxis)

B.A.D. Alcohol
BZDs
MJ
Opiates

Amphetamines

Source: Pablo Stewart, M.D., Veterans Affairs Medical Center, San Francisco
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Major Depression

1. Depressed / irritable mood
2. Loss of interest in pleasurable activities
 

 
 ASSOCIATED SYMPTOMS:

 
 

• Appetite disturbance
• Sleep disturbance
• Psychomotor agitation / retardation
• Decreased energy
• Feeling of worthlessness
• Excessive guilt
• Difficulty concentrating
• Suicidal ideation

 
 
 

Source: Pablo Stewart, M.D., Veterans Affairs Medical Center, San Francisco
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Bipolar Affective Disorder / Manic

A distinct period of abnormally and persistently elevated, expansive or irritable mood

ASSOCIATED SYMPTOMS:

1. Grandiosity
2. Decreased need for sleep
3. More talkative than usual
4. Racing thoughts
5. Distractibility
6. Increased activity (i.e., projects)
7. Excessive pleasurable activities

Source: Pablo Stewart, M.D., Veterans Affairs Medical Center, San Francisco
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Schizophrenia

A chronic, psychotic illness

associated with decreasing function over time

Source: Pablo Stewart, M.D., Veterans Affairs Medical Center, San Francisco



INTRODUCTION TO ADDICTION STUDIES
Co-Morbidity

UCSD ATTC 14 - Handouts - page 10 February 1997

Hyperactivity - Impulsivity

• Fidgets with hands or feet or squirms in seat
 

• Unable to remain seated in situations in which remaining seated is expected
 

• Often runs or climbs excessively (children)
 

• Subjective feelings of restlessness (adults)
 

• Difficulty in engaging in leisure activities
 

• Is often “on the go” and may talk excessively
 

• Blurts out answers before question is completed
 

• Difficulty in waiting turn
 

• Interrupts or intrudes on others

Source: Pablo Stewart, M.D., Veterans Affairs Medical Center, San Francisco
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Inattention
 

• Fails to give close attention to details
 

• Makes careless mistakes in school work or other activities
 

• Does not seem to listen when spoken to directly
 

• Difficulty in following through on tasks
 

• Avoids, dislikes or is reluctant to engage in tasks that require sustained mental effort
 

• Often loses things necessary for tasks or activities
 

• Easily distracted by external stimuli
 

• Forgetful in daily activities
 

Source: Pablo Stewart, M.D., Veterans Affairs Medical Center, San Francisco
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Attention Deficit/Hyperactivity Disorder

• Persistent pattern of inattention and/or hyperactivity - impulsivity
 

• More severe and frequent than observed in others at comparable level of
development

 
• Some symptoms must be present prior to age 7

 
• Impairment from symptoms must be present in at least two settings (i.e., school /

home)
 

• Symptoms must interfere with developmentally appropriate functioning
 

• Must not be caused by another mental disorder
 

Source: Pablo Stewart, M.D., Veterans Affairs Medical Center, San Francisco
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Treatment Considerations

 
• Achieving: Abstinence
 Detoxify
 Assess/treat psychiatric disorder
 Supportive psychotherapy
 Antabuse/Trexan
 12-Step meetings
 
• Maintaining abstinence ( 6 mos.—2 years)
 Supportive psychotherapy  è   in-depth work
 
• In-depth psychotherapy



INTRODUCTION TO ADDICTION STUDIES
Legal, Ethical Issues

UCSD ATTC 15 - 1 February, 1997

Topic Fifteen
Legal, Ethical Issues

This unit is intended to provide the student with an overview of the legal and ethical issues
involved in the treatment and to some degree, the prevention, of AOD problems. Instructors and
students should be aware of the differences between legal and ethical requirements. Considerably
more material exists in the literature on the former, while the latter often emanate from counselor
roles, and many times are better taught by modeling or case examples as the variety of situations
encountered in the world of practice often render ethical “blueprints” limited in their usage.
Kinney & Leaton, Chapter 12, provide introductory material, but a much more comprehensive
source is the Code of Ethics (1993) produced by the National Association of Alcoholism and
Drug Abuse Counselors (NAADAC). The elements of this code are expanded upon in the reading
by Lawson, Lawson, and Rivers which is annotated below.

Learning Objectives

• For the student to know the difference between legal and ethical obligations.
• To demonstrate basic understanding of the confidentiality regulations.
• To demonstrate, via class exercises, entry level ethical decision-making, and show a

comprehension of the complexities involved.

Classroom Options

• Classroom Option I
By way of introducing the complexity of interacting roles and the potential ethical
conflicts therein, have students collectively write point-by-point “job descriptions” for
each of the following:

Sponsor
Friend

Counselor
Lover

Family Member

Noting areas of overlap and difference, discuss the notion of appropriate boundaries.
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• Classroom Option II
Review the various types of certification for addictions counselors in California along with
the requirements for each. Distribute the handout entitled “Code of Ethics” (Reprinted
from Royce, cited below, p.343). Go over the list one-by-one, and ask students to
comment on which may apply to current or past jobs they may have had. For those that
have been in treatment programs, ask if they felt staff of the program abided by this code.
Specifically discuss the following situations:  partners working together, self-
revelation/disclosure issues, roles such as client, counselor, supervisor, instructor, and the
sharing of information on a need to know basis.

• Classroom Option III
Have students discuss the following situational vignettes:
1) A client, in confidence, threatens to take revenge on a rival gang member who

murdered his brother. What do you do?
2) A client, in individual counseling, tells you that another member of the therapeutic

community has been using. What do you do?
3) You happen to know that a fellow counselor has relapsed. What do you do?
4) A person calls your detox program identifying himself as a police offer and asks

you if he can speak to a certain client. What do you do?
5) A client tells you, in individual counseling, that she was one of the largest scale

dealers in her section of the city. What do you do?
6) A client who is almost finished with his 90 day residential program, tells you that

he is fearful of returning home because of threats by former drug connections and
the fear of returning to “the life”. What do you do?

7) You discover that a co-worker (or the agency director) is acting unethically. What
do you do?

8) A client thinks (s)he is in love with you? What steps do you take?

• Classroom Option IV
Distribute and discuss the handout entitled, “Canon of Ethical Principles.”

Further Reading

“The New Profession”, Chapter 21 in Alcohol Problems and Alcoholism: A Comprehensive
Survey. Revised edition by James Royce. New York: The Free Press, 1989.

This chapter covers qualifications of addictions workers, certification, and codes of ethics.

The Federal Confidentiality Regulation (revised 1996 edition). Available from The Legal Action
Center, (212) 243-1313. The cost is $29.95.

This book explores all aspects of AOD and the law. It contains sample forms and letters,
and tells you what to do if you get a subpoena, etc.
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“Legal and Ethical Issues in Chemical Dependence Counseling”. Chapter 2 in Essentials of
Chemical Dependency Counseling. Second Edition, by Lawson, Lawson, and Rivers. pp. 23-61.
Gaithersburg, MD: Aspen Publications, 1996.

This chapter addresses the range of legal and ethical issues in a manner tailored to
addiction counselors. Among areas covered are: ethical considerations, relevant laws,
ethical decision making, counselor certification, and complicated situations like the dual
relationships that may exist when recovering people find themselves in the counselor-client
relationship.

“Ethical and Legal Aspects of Confidentiality”, Chapter 79 in Lowinson, Ruiz, Millman, and
Langrod (1992), Substance Abuse: A Comprehensive Textbook. Baltimore, MD: Williams and
Wilkins.

This chapter provides a detailed review of the legal and ethical aspects of confidentiality
including most situations that are likely to occur in practice. While not appropriate for
community college level students, this reading is quite useful for instructors and program
administrators.

Unannotated

Ethics for Addictions Professionals,  Second edition, by Le Clair Bissell and James Royce. City
Center, MN: Hazelden. 1994.
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Online Resources

• The American Society of Addiction Medicine (ASAM) supports a body of
ethical statements developed primarily for the benefit of the patient. As
members of the medical profession we must recognize responsibility not only
to patients, but also to society, to other health professionals and ourselves.
The following Principles of Medical Ethics are not laws but standards of
conduct which define the essentials of appropriate behavior for the physician.

http://members.aol.com/asamoffice/pubpol3.htm#Principles

• Code of Federal Regulations. Title 42, Volume 1, Parts 1 to 399.  Revised as
of October 1, 1996.  U.S. Government Printing Office via GPO Access.
[42CFR2] [page 7-26].  Title 42—Public Health  chapter I—Public Health
Service, Department of Health and Human Services, Part 2—Confidentiality
of alcohol and drug abuse patient records.

http://www.gpo.ucop.edu:80/cgi-bin/gpogate?waisdoc=1&4=frwais.access.gpo.
gov;cfr/TEXT/84741/3=/wais/indexes/cfr_42v1%258276%2084741%20/

diskc/wais/data/cfr_42v1/42v1.prt.wais;
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Confidentiality Regulations

This section pertains to the rules governing the confidentiality of alcohol and drug abuse
treatment records. These rules are set forth in federal regulations entitled, "Confidentiality of
Alcohol and Drug Abuse Patient Records," 42 Code of Federal Regulations, Part 2. The federal
confidentiality regulations apply to all agencies which provide treatment or prevention services
and are licensed or supported by the federal government.

1. General rule: no disclosure is permitted without the patient's consent.

2. The Federal regulations list a number of items that must be included in the consent form in
order for it to be valid. The form must contain:

a.  Name of the program making the disclosure
 
b.  Name of the individual or organization that will receive the disclosure
 
c.  Name of the patient who is the subject of the disclosure
 
d.  The purpose for the disclosure
 
e.  The extent or nature of the information to be disclosed
 
f.  A statement that the patient may revoke the consent at any time, and the date or

condition upon which the consent expires if it is not revoked earlier
 
g.  The signature of the patient
 
h.  The date on which the consent is signed.

3. In some states, if the patient is under 18 years of age, a parent or guardian must also sign the
consent form.

Source: American Psychological Association. Psychologists Training Course: Alcohol and Other
Drug Abuse Prevention. 1992.
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Confidentiality Regulations (continued)

4. Even with the patient's consent, before releasing any information, the alcohol or drug
treatment program must make an independent determination that the proposed disclosure is
in the patient's interest. Federal regulations require the program to send to the person or
organization receiving the information a written notice that the information may not be
redisclosed. The regulations suggest that the notice read as follows:

This information has been disclosed to you from records whose confidentiality is
protected by Federal law. Federal regulations (42 CFR Part 2) prohibit you from
making any further disclosure of it without the specific written consent of the person to
whom it pertains, or as otherwise permitted by such regulations. A general
authorization for the release of medical or other information is not sufficient for this
purpose.

5. Federal confidentiality regulations must be followed even when an individual is officially
referred to treatment by the court as a condition of probation or parole.

6. If the patient does not consent in writing to release of information, the program can make
disclosures only in a very few limited circumstances (e.g., medical emergency and patient is
incapable of communicating rationally, conducting scientific research, management or
financial audits, and program evaluation). Is almost all other circumstances, a special court
order issued under the federal confidentiality regulations is required before the program may
disclose information.

Further information about the Federal confidentiality regulations can be obtained by writing or
calling the Legal Action Center at 153 Waverly Place, New York, NY 10014, (212) 243-1313.
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Code of Ethics

It is a mark of a profession to develop its own code of ethics, and many addiction counselor
associations have done so. They are all similar, as exemplified in the topics covered by one code
(NAADAC, 1987):

1. Nondiscrimination

2. Responsibility for objectivity, integrity, high standards

3. Competence, including ongoing education, reporting of unethical conduct, accepting one's
limitations, helping impaired professionals

4. Legal and moral standards, including care in endorsing services or products

5. Public statements must be cautious and professional, including responsible reporting and
training practices.

6. Publications credit should be properly attributed.

7. Client welfare should be primary; conflict of interest, exploitation of the patient, divulging
information without informed consent, and failure to collaborate with other professionals
must be avoided.

8. Confidentiality must be respected and records safeguarded.

9. Client relationship must not be jeopardized or abused in any way, including sexually.

10. Interprofessional relationships must recognize rights of patients and other professionals.

11. Remuneration arrangements should be in accord with professional standards, which forbid
fee-splitting, kickbacks, and gifts.

12. Societal obligations require that one adopt both a personal and a professional stance in civic
and personal conduct, legislative and public policy, which promotes the welfare of patients
and all human beings.

Wordings may vary in other codes, and discussion could be lengthy. All codes demand acceptance
of personal limitations by not attempting services that are beyond one's training or competence.

Source:  "The New Profession", Chapter 21 in Alcohol Problems and Alcoholism: A
Comprehensive Survey. Revised edition by James Royce. New York: The Free Press. 1989.
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Canon Of Ethical Principles

A code of ethics serves to benefit persons served and the members of society in general as well as
professionals from other disciplines by indicating what can be expected of an alcoholism
counselor. Reflected in each principle of this code of ethics is the fundamental belief that the
alcoholism counselor will maintain a vital concern for the effects of his or her acts and the lives
and well being of other persons.

Ethical Principles of Alcoholism Counselors

1. To believe in the dignity and worth of all human beings and to pledge to provide service for
the welfare and betterment of all members of society.

2. To recognize the right to humane treatment of those suffering directly or indirectly from
alcoholism or alcohol problems.

3. To promote and assist in the recovery of all persons served by providing the highest quality
of care.

4. To maintain a professional relationship with all persons served, assisting them to help
themselves and referring them promptly to other programs or individuals, when this is in the
person's best interest.

5. To adhere strictly to the established rules of confidentiality of all records, materials, and
knowledge concerning persons served in accordance with all current government
regulations.

6. To respect the rights, views, and positions of other alcoholism counselors and allied
professionals.

7. To respect institutional policies and procedures and, consistent with professional standards,
to cooperate with agency management in the organizations with which I am associated.

8. To contribute my ideas and findings to the general body of knowledge concerning
alcoholism and alcoholism counseling and to circulate these ideas and findings through
appropriate professional channels.

9. To regularly evaluate my own professional strengths, limitations, biases, and levels of
effectiveness, striving for self-improvement and seeking professional development through
further education and training.

10. To respect the unique characteristics of the counseling relationship which demand that
sound, non-exploitive interpersonal transactions between myself and persons served are
essential to efficacious treatment.

11. To refrain from under taking any activity where my personal conduct, including the use of
alcohol and other mood-altering drugs is likely to result in inferior professional services,
denigrate the profession in general, or constitute a violation of law.*

12. To avoid claiming directly or implying professional qualifications that exceed those I have
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actually obtained, accepting that professional competency in one field should not be used as
an implication of competency in an unrelated field.

* Any drug use which constitutes a violation of law is a violation of the Canon of Ethics.
Alcohol use in itself does not constitute a violation of law or of the Canon of Ethics unless
such use is likely to result in inferior professional services, denigrate the profession in
general, or constitute a violation of law.

Personal Statement

As a credentialed alcoholism counselor, I shall strive at all times to maintain the highest
standards in all the services I provide, valuing competency and integrity over expediency
or temporary success. I shall recognize the limits of my ability, providing services only in those
areas where my training and experience meet recognized professional standards.  I shall always
recognize that I have assumed a serious social and professional responsibility due to the intimate
nature of my work which significantly touches upon the lives of other human beings.

Source:  New York State Office of Alcoholism and Substance Abuse Services, Addiction
Counselor Ethics, Trainer’s Manual.
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Topic Sixteen
Intravenous Drug Use and HIV/AIDS

This unit is intended to familiarize students with the basic terminology and issues associated with
the HIV/AIDS-AOD population. Ray & Ksir, Chapter 2, touches upon this material, but
instructors will need to rely on supplemental material included with this chapter and on the
“further readings” for a more complete treatment of the subject. A straightforward informational
supplement for both instructors and students is the 1987 Hazelden (800 328-9000) monograph by
Dorothy Flynn entitled, Aids and Chemical Dependency. Most of the material in this unit is
informational in nature but the discussion of the information may precipitate attitudinal issues.
Classroom options are designed to address both of these dimensions.

Learning Objectives

• Basic knowledge of HIV/AIDS related terminology.
• Basic knowledge about AIDS, ARC, and the transmission if HIV.
• Exposure to some of the issues HIV+ recovering persons face.

Classroom Options

• Classroom Option I
Distribute the handouts entitled, “Medical Complications of Intravenous Drug Use,” and
“HIV-AIDS Glossary.” Facilitate class discussion, interjecting “open-book” quiz questions
along the way to be sure students understand key concepts.

• Classroom Option II
Construct a “pre” and “post” quiz based upon the HIV/AIDS Glossary mentioned above.
Presentation of the correct answers from the enclosed answer sheet should allow the
instructor to take an “exploding myths” approach to dealing with attitudes precipitated by
discussion of the material.

• Classroom Option III
Using some of the material from the “AIDS/HIV Glossary,” and referring to the
legal/ethical material in the previous chapter, facilitate a discussion of disclosure and grief
counseling issues with HIV+ clients. Focus on confidentiality and “scope of addiction
counselor practice” issues.
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Further Reading

Counseling Chemically Dependent People with HIV Illness, Michael Shernoff, Editor.
Binghamton, NY: Harrington Park Press, 1991.

This edited volume contains chapters addressing counseling issues confronted by a variety
of HIV populations. There are chapters devoted to adolescents, hospital inpatients,
methadone clients, Native-Americans, incarcerated individuals, and others. Many case
vignettes and counseling techniques are included.

Sex, Drugs, and the Continuing Spread of AIDS, by McCoy & Inciardi. Los Angeles: Roxbury
Publishing Co., 1995.

An up-to-date look at the research on HIV and AIDS. Current epidemiological data is
reviewed and behavioral considerations are presented in a non-sensational fashion.

Treatment for HIV Infected Alcohol and Other Drug Abusers.  CSAT Treatment Improvement
Protocol Series (TIP) No.15. 1995. Available from NCADI (800) 729-6686.

This is an up-to-date, comprehensive review of the subject assembled by a national panel
of experts. It is highly medical in its orientation. This monograph is recommended for
instructor use.
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Online Resources

• The Journal of the American Medical Association (JAMA) HIV Website:

http://www.ama-assn.org/special/hiv/hivhome.htm

• “NIDA's Drug Abuse and AIDS Public Education Campaign.” NIDA
Capsules.

http://www.health.org/pubs/caps/NCPubEd.htm

• CSAP’s Prevention Pipeline. March/April 1996.

http://www.health.org/pubs/prevpipe/MA96Feat.htm

• National Treatment Improvement Evaluation Study (NTIES) Special Report
6: “Reported Reduction in HIV Risk Relevant Behaviors in Year After
Treatment.” NTIES is a five-year SAMHSA/CSAT study of the impact of
drug and alcohol treatment on 5,388 clients treated in public substance abuse
treatment programs

 http://www.bsos.umd.edu/cesar/nties/glance1.html

• CSAT by Fax I:23, October 9, 1996.  Article based on NTIES Special Report
6: “Reported Reduction in HIV Risk Relevant Behaviors in Year After
Treatment.”

http://www.health.org/pressrel/cesar/t1-23.htm

• “Alcohol and AIDS,” NIAAA Alcohol Alert 15. PH 311 January 1992.

http://www.niaaa.nih.gov/publications/aa15.htm
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HIV/AIDS Glossary

AIDS: After HIV has weakened a person's immune system, a set of symptoms, or a syndrome
emerges. When that syndrome is present, the person is diagnosed with Acquired Immune
Deficiency Syndrome (AIDS).

Duty-to-Warn: A decision in which an agency concludes that a third party is in imminent danger
of contracting HIV infection and uses that conclusion to override client confidentiality issues and
to warn the endangered party.

High-Risk Behaviors: Using illicit IV drugs, sharing needles and/or works, and tattooing; having
multiple sexual partners, having unprotected anal or vaginal intercourse, or engaging in any sexual
behavior that brings semen or blood in contact with open lesions; and having sexual activity with a
person who participates in high-risk behaviors.

HIV: The Human Immunodeficiency Virus (HIV), which infects the body and weakens the natural
immune system so that it can no longer ward off disease.

· Asymptomatic HIV Infection: A person who is over 24 months old and has tested
positive for the HIV antibodies, but who displays no symptoms of the disease of AIDS.

· Symptomatic HIV Infection: A person has HIV infection where symptoms of the
disease are evident, either clinically or in laboratory findings. This may range from
nonspecific findings—weight loss, poor development, diarrhea—through a spectrum of
nervous system disorders, lung problems, or frequent infections common to the general
population, or unusual infections.

· HIV Infection: Persons with HIV infection should be defined by the most current
definitions of the Centers for Disease Control.

Indeterminate Infection: The infant is born to an HIV-positive mother and/or the HIV antibody is
found in the infant for up to 24 months from birth, but there is no evidence of breakdown in the
immune system.

HIV Antibody Test: Antibodies are substances formed by the body, in reaction to the introduction
of foreign substances such as viruses. The standard test for HIV is a blood test to detect the HIV
antibody, the body's immune response to infection with HIV. The ELISA or Western Blot Tests
are used to detect the presence of antibodies to HIV.
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HIV/AIDS Glossary (continued)

Informed Consent: Prior to testing for the HIV antibody, persons must be informed of the
physical, emotional, and civil rights aspects of a possible positive result. Prior to testing,
individuals should sign consent forms that spell out how the test results will be used.

Need-to-Know: The need for a person to know the HIV status of a client is based on direct
responsibility or accountability for care of the client, or on involvement in an activity directly
related to the client.

Seropositive for HIV: In adults, adolescents, and children over 24 months a positive antibody test
means the person is infected with HIV.

Seronegative for HIV: If the HIV antibody test shows no presence of antibodies, the person is not
infected with HIV. (If the person was infected six months or less prior to the test there is a very
small chance that it is too early to detect the antibody in an infected person.)

Source: Child Welfare League of America, ACT-1 Alcohol and Other Drugs: A
Competency-Based Training. 1993.
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Answers to HIV/AIDS Quiz
(Quiz in Handouts section)

A. The fastest growing population of individuals with HIV/AIDS is homosexual minority males.
False. The fastest growing population of HIV-infected individuals comprises IV drug users
or their sexual partners. Over 75% of IV drug users share needles, increasing the risk of
contracting HIV.

B. Heroin and cocaine are the most commonly used IV drugs.
True. Although many drugs may be injected, heroin and cocaine are used most frequently.

C. IV drug use is more common in males than in females.
True. Almost twice as many IV drug users are male as are female.

D. IV drug users with HIV are more likely to die sooner than non-IV drug users with HIV.
True. IV drug use may further weaken the immune system, making the HIV-positive
individual more likely to contract potentially deadly opportunistic diseases. Therefore, death
from AIDS complications may occur sooner in HIV-infected IV drug users than in non-IV
drug users with HIV.

E. We understand how HIV is transmitted.
True. We know that HIV is transmitted through HIV-infected blood, semen, and vaginal
fluids, and rarely, through breast milk. HIV is not easy to get. It doesn't pass through the air
like a flu virus, nor is there any evidence of transmission through any other body fluids
(tears, sweat, urine). For infection to occur, the virus must enter the bloodstream either by
contact with a thin mucous membrane (such as vaginal or anal walls), through a cut or
scratch on the body, through a needlestick, or by transfusion. In rare cases, breast milk may
transfer the virus from mother to nursing child.

F. Children get HIV most often by blood transfusions.
False. Eighty percent of the cases of HIV infection among children are the result of perinatal
transmission.

Source: Child Welfare League of America, ACT-1 Alcohol and Other Drugs: A
Competency-Based Training. 1993.
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Answers to HIV/AIDS Quiz  (continued)

G. Many women who contract HIV are IV drug users.
True. Over half (52%) of women with HIV are IV drug users. An additional 20% of women
with HIV were infected through sexual contact with an IV drug user.

H. People who are HIV positive develop AIDS within a year.
False. After being exposed to HIV, some people may develop AIDS within a year, but the
average time frame is from seven to ten years.

I. If a pregnant woman is HIV positive, her baby will also be born HIV positive.
True. Mothers with HIV infection pass the HIV antibody to the child in the womb or during
delivery. Not all children born to HIV-positive women, however, will remain HIV positive.
All babies born to an HIV-infected mother test antibody positive at birth; some months later,
however, about two-thirds may convert to negative. Newborns may test HIV positive
because of the presence of maternal antibodies in their systems, but this does not mean they
are necessarily infected -- their status may not be clearly established until testing up to 24
months after birth. Approximately one-third of the babies born HIV positive are truly
HIV-infected.

J. Non-IV drug or alcohol use may increase the risk of contracting HIV.
True. The clearest connection is with IV drug use, but use of other chemicals may lower
inhibitions, resulting in high-risk behaviors such as unprotected sexual activity that place an
individual at higher risk of contracting HIV.

K. We don't yet know the behaviors that increase the risk of HIV/AIDS.
False. We know that certain behaviors increase the risk of contracting HIV, and that there
are only four ways in which HIV infection is known to spread. It is not spread through
casual contact or ordinary daily activities.

· HIV can spread from an infected person to an uninfected person during unprotected
anal, vaginal, or oral sexual intercourse.

· HIV-infected IV drug users can spread HIV infection when they share needles and
syringes contaminated with their blood.
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Answers to HIV/AIDS Quiz  (continued)

· Mothers with HIV infection can pass the virus to their child either in the womb or
during delivery. There is also some evidence of transmission through breast milk.

· HIV-infected blood spreads HIV infection when used in a blood transfusion to an
uninfected individual. Since 1985, blood banks have practically eliminated HIV infected
blood from circulation.

Although HIV has been found in very small quantities in tears and saliva, there is no
evidence that HIV can be transmitted by these fluids.

L. We know how HIV/AIDS affects the body.
True. The Human Immunodeficiency Virus (HIV) is a retrovirus that integrates itself into the
DNA of human cells. HIV infects specialized white blood cells called T-helper cells or T4
cells. These cells play a critical role in the body’s immune system.

· As the HIV grows and reproduces in T4 cells, the cells are destroyed. The body then
has difficulty fighting off infections and regulating its immune system. Opportunistic
infections, like pneumocystis carinii pneumonia (PCP), do not occur in persons with a
healthy immune system, but occur frequently in persons with seriously compromised
immune systems, such as those with AIDS. A child with HIV often has extremely high
levels of immunoglobulins (antibodies) that are not functional and do not protect the
child from disease. He or she is susceptible to serious bacterial infections such as
meningitis, as well as other common childhood infections like chronic ear and skin
infections.

M. Symptoms of HIV infection are the same for children and adults.
False. Symptoms of HIV infection are different for children than for adults and may include
weight loss, growth problems, neurological problems, developmental delays and loss of
milestones, recurrent infections and fevers, chronic cough, chronic skin rashes, and chronic
diarrhea.

· Children with HIV have many nonspecific symptoms, such as enlarged lymph nodes,
enlarged liver and spleen, oral thrush, diarrhea, weight loss, and fever. A lung disease
called Iymphocytic interstitial pneumonia (LIP) is a common finding in children with
HIV. Over time, LIP causes a child's blood to be poorly oxygenated.
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Answers to HIV/AIDS Quiz  (continued)

· HIV may attack the brain directly, resulting in failure to achieve developmental tasks or
a loss of developmental milestones already achieved, loss of motor function, decreased
intellectual skills, loss of self-care abilities, and behavioral changes. Neurological
changes can be the first symptoms of HIV or can occur later in the illness.

· HIV causes damage to many organs, leading to heart problems, kidney disease,
hepatitis, and other conditions. Cancer can also occur because of the damage HIV has
done to the immune system. HIV is a dangerous and deadly virus. It can damage almost
all body systems of the infected child.

Source: Child Welfare League of America, ACT-1 Alcohol and Other Drugs: A
Competency-Based Training. 1993.
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HIV/AIDS Quiz

CIRCLE TRUE OR FALSE

A. The fastest growing population of individuals with HIV/AIDS is
homosexual minority males

T F

B. Heroin and cocaine are the most commonly used IV drugs T F

C. IV drug use is more common in males than in females T F

D. IV drug users with HIV are more likely to die sooner than non-IV drug
users with HIV

T F

E. We understand how HIV is transmitted T F

F. Children get HIV most often by blood transfusions T F

G. Many women who contract HIV are IV drug users T F

H. People who are HIV positive develop AIDS within a year T F

I. If a pregnant woman is HIV positive, her baby will also be bornHIV
positive

T F

J. Non-IV drug or alcohol use may increase the risk of contracting HIV T F

K. We don't yet know the behaviors that increase the risk of HIV/AIDS T F

L. We know how HIV/AIDS affects the body T F

M. Symptoms of HIV are the same for children and adults T F

Source: Child Welfare League of America, ACT-1 Alcohol and Other Drugs: A
Competency-Based Training. 1993.
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Medical Complications of Intravenous Drug Use

Chronic injection of any substance can injure all parts of the body. The effects may be due to the
direct action of the drug, contaminant products, lodging of foreign body substances, poor
hygienic conditions, and poor nutrition. These are some of the complications that may occur:

Immunologic (Immune System)
· HIV infection
· AIDS

Pulmonary (Lung)
· Water in lungs
· Clots in lung (due to blood infection)
· Pneumonia
· Air in lung space (prevents breathing)
· Foreign body in lungs causes scarring
· Embolized needle fragments (piece of needle breaks off and goes into lung)

Cardiac (Heart)
· Infection of heart muscle
· Heart attack
· Infection of heart tissue
· Embolized needle fragments
· Hypertension

Vascular
· Blood clots in body (may cause swelling)
· Injection directly to arteries rather than vein
· Loss of limb due to artery damage
· Retained needle fragments

Soft Tissue
· Tracks (scarring)
· Abscesses
· Inflammation of deeper layers of skin
· Tetanus ("lockjaw")
· Swelling due to shooting up
· Allergic skin rash
· Muscle breakdown
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· Infection of muscle layer
· Infection of heart cavity lining

Bone and Joint
· Septic arthritis
· Infection of bone, joint pain, fever

Neurologic
· Stroke
· Infection of brain
· Meningitis
· Drug-induced Parkinson's Disease
· Traumatic nerve injury

Gastrointestinal
· Hepatitis
· Solid organ abscess
· Poor blood flow in digestive system (can cause gangrene)
· Duodenal ulcers
· Pancreatitis

Ocular
· Infection in back of eyeballs

Hematologic
· Malaria (prevalent outside USA)

Obstetric
· Premature labor
· Neonatal addiction
· Toxemia

Source: Child Welfare League of America, ACT-1 Alcohol and Other Drugs:  A
Competency-Based Training. 1993.



INTRODUCTION TO ADDICTION STUDIES
Appendix:  Online Resources

UCSD ATTC Appendix - page 1 February 1997

Online Resources
http://www.attc.ucsd.edu/

Here are just a few World Wide Web sites dealing in alcohol, tobacco, and other drug issues.
You will undoubtedly uncover more during your browsing the Internet, as most sites will update
their hyperlinks to other relevant sites on a regular basis.  In addition to Web sites, you can
subscribe to listservs if you have electronic mail capabilities.  Check out the Web of Addiction for
the best summary of listserv contents and subscription instructions.

United States Government Resources

URL (Internet
address)

Sponsor Description

http://www.usia.gov/t
opical/global/drugs/su
bab.htm

United States
Information
Agency (USIA)'s
Substance Abuse
Guide

One of best drug information resources. It includes
many topics of international interest, provides
extensive guide to law enforcement issues as well
as prevention and treatment topics.

http://www.niaaa.nih.
gov/

National Institute
on Alcohol Abuse
and Alcoholism
(NIAAA)

Supports and conducts biomedical and behavioral
research on the causes, consequences, treatment,
and prevention of alcoholism and alcohol-related
problems. The full text of Alcohol Alerts, a
quarterly bulletin that disseminates important
research findings on a single aspect of alcohol
abuse and alcoholism, is available here.

http://www.nida.nih.g
ov/

National Institute
on Drug Abuse
(NIDA)

The mission of the NIDA is to lead the nation in
bringing the power of science to bear on drug
abuse and addiction. Search of the NIH Guide for
Funding Opportunities.

http://www.samhsa.g
ov/

Substance Abuse
and Mental Health
Services
Administration
(SAMHSA)

SAMHSA's mission is to assure that quality
substance abuse and mental health services are
available to the people who need them and to
ensure that prevention and treatment knowledge is
used more effectively in the general health care
system.

http://www.health.org
/

National
Clearinghouse for
Alcohol and Drug
Information
(NCADI)

The world's largest resource for current
information and materials concerning alcohol,
tobacco, and other drug problems.
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United States Government Resources (continued

URL (Internet
address)

Sponsor Description

http://www.whiteh
ouse.gov/WH/EOP
/ondcp/html/ondcp.
html

The Office of
National Drug
Control Policy
(ONDCP)

ONDCP, responsible to the President, is authorized
to develop and coordinate the policies, goals, and
objectives of the Nation's drug control program for
reducing the use of illicit drugs. The 1996 National
Drug Control Strategy is available on the web.

http://www.usdoj.g
ov/dea/deahome.ht
m

Drug Enforcement
Administration
(DEA)

The lead Federal agency responsible for the
development of overall Federal drug enforcement
strategy, programs, planning, and evaluation. These
pages contain information about the DEA's demand
reduction program and current statistics and trends
on use of various drugs.

http://www.nhtsa.d
ot.gov/people/injur
y/alcohol/

National Highway
Traffic Safety
Administration
(NHTSA)

Highway Safety Programs: Alcohol & Drugs

http://www.atf.trea
s.gov/welcome1.ht
m

Bureau of Alcohol,
Tobacco and
Firearms (ATF)

Law enforcement organization within the United
States Department of Treasury with unique
responsibilities dedicated to reducing violent crime,
collecting revenue, and protecting the public. ATF
enforces Federal laws and regulations relating to
alcohol, tobacco, firearms, explosives and arson.

Alcohol and Other Drug Information – North American Research and Information Centers

http://www.well.co
m/user/woa/

Web of Addictions Dedicated to providing accurate information about
alcohol and other drug addictions.  “We are
concerned about the pro drug use messages in some
Web sites and in some use groups. We are concerned
about the appalling extent of misinformation about
abused drugs on the internet, particularly on some
usenet news groups. Finally, we wanted to provide a
resource for teachers, students and others who
needed factual information about abused drugs.”
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Alcohol and Other Drug Information – North American Research and Information Centers
(continued)

URL (Internet
address)

Sponsor Description

http://www.dartmo
uth.edu/dms/cork/

Cork Institute The Institute supports educational efforts through its
online database of substance abuse information, the
preparation of curriculum materials, and involvement
in curriculum development efforts. The Project Cork
Database contains references (with abstracts) to over
13,000 journal articles, books.

http://www.ccsa.ca
/

Canadian Centre on
Substance Abuse
(CCSA)

A non-profit organization working to minimize the
harm associated with the use of alcohol, tobacco and
other drugs. The Centre was created in 1988 under
Canada's Drug Strategy.

http://www.arf.org
/

Addiction Research
Foundation of
Ontario

North America's largest facility combining research,
treatment and community action on substance abuse.

http://www.kumc.e
du/addictions_new
sletter/

Addictions
Newsletter

From Division 50 (Addictions) of the American
Psychological Association.

http://www.rand.or
g/

Rand Corporation Nonprofit institution dedicated to improving public
policy through research and analysis. They have
conducted many influential studies of alcohol and
other drug policies over the years. Some of their
recent work is now available online.

http://www.bsos.u
md.edu/cesar/cesar
.html

Center for
Substance Abuse
Research (CESAR)

University of Maryland provides multiple topic
oriented bulletin boards, CSAT by FAX, downloads
of research papers, drug facts, and more!

http://center.butler.
brown.edu/

Center for Alcohol
and Addiction
Studies (CAAS).

Brown University established the Center for Alcohol
& Addiction Studies in 1982. The Center's mission is
to promote the identification, prevention and
effective treatment of alcohol and other drug use
problems in our society through research,
publications, education and training.

http://www.pitt.ed
u/~mmv/cedar.html

Center for
Education and Drug
Abuse Research
(CEDAR)

This site describes CEDAR's 20-year family/high-risk
study of substance abuse, from the University of
Pittsburgh School of Medicine.
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Alcohol and Other Drug Information – North American Research and Information Centers
(continued)

URL (Internet
address)

Sponsor Description

http://www.uky.ed
u/RGS/Prevention
Research/welcome.
html

Center for
Prevention
Research

University of Kentucky established in October 1987,
first such Center funded by NIDA. Examines the
interaction of biological, psychological, and social
factors as they relate to the initiation and
continuation of drug use and abuse, and to develop
and test  communication and other intervention
strategies for drug abuse prevention.

http://www.mednet
.ucla.edu/som/ddo/
npi/DARC/

Drug Abuse
Research Center
(DARC), University
of California, Los
Angeles

UCLA research organization that investigates
psychosocial and epidemiological issues pertaining to
drug use and conducts evaluations of interventions
for drug dependence. DARC findings have been
useful in developing more effective strategies for
dealing with drug-related problems through
prevention, treatment, and criminal justice
approaches.

http://www.ria.org/ Research Institute
on Addictions
(RIA)

Unit of New York State Office of Alcoholism and
Substance Abuse Services (OASAS) in Buffalo is a
national leader in the field of alcohol and other drug
studies. Founded in 1970, RIA is one of the oldest
and largest institutes of its kind.

http://www.winter
net.com/~caamr/

Center for
Addiction
and Alternative
Medicine Research
(CAAMHR)

CAAMR, in Minneapolis, is one of ten centers for
research funded by the Office of Alternative Medicine
at the National Institutes of Health (OAM, NIH).

http://www.jointog
ether.org/

Join Together
Online

Resource center and meeting place, sponsored by
Robert Wood Johnson Foundation at Boston
University,  for communities working to reduce AOD
problems.

http://www.drugs.i
ndiana.edu/pubs/ne
wsline/searching.ht
ml

Indiana Prevention
Resource Center

Primary target audience is the community of
prevention professionals and volunteers, and
government officials who are providing or monitoring
delivery of ATOD prevention programs to Indiana
residents.

http://www.ncadd.
org/

National Council on
Alcoholism and
Drug Dependence

National voluntary health organization.
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Alcohol and Other Drug Information – North American Research and Information Centers
(continued)

URL (Internet
address)

Sponsor Description

http://www.edc.or
g/hec/

Higher Education
Center for Alcohol
and Other Drug
Prevention

U.S. Department of Education resource center to
support colleges and universities in sustaining
prevention commitments.

http://www.uhs.wis
c.edu/wch/

Wisconsin
Clearinghouse

For more than 20 years, from University Health
Services at the University of Wisconsin-Madison;
mission is to help schools, families, and communities
to lead healthy, productive lives.

http://www.library.
ucsf.edu/kr/subs/to
bacco/

University of
California, San
Francisco

Library and Center for Knowledge Management:
Tobacco/Nicotine/Smoking.
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CSAT Treatment Improvement Protocol (TIP) Series
(Available from NCADI Publications; order form follows)

1. State Methadone Treatment Guidelines. Treatment Improvement Protocol (TIP) 1 (1993).
This TIP provides guidelines for State substance abuse agencies and methadone treatment
providers on effective treatment practices and care. 393 pp. NCADI Inventory Number
BKD98

 
2. Pregnant, Substance-Using Women. Treatment Improvement Protocol (TIP) 2 (Reprint

1995). This TIP defines guidelines that reflect state-of-the-art scientific and clinical
knowledge on effective treatment practices and care for pregnant addicts. 90 pp. BKD107

 
3. Screening and Assessment of Alcohol and Other Drug-Abusing Adolescents. Treatment

Improvement Protocol (TIP) Series 3 (Reprint 1995). This TIP defines guidelines that reflect
state-of-the-art scientific and clinical knowledge to be used by practitioners for screening and
assessing substance-abusing adolescents and ensuring treatment and other social services. 270
pp. BKD108

 
4. Guidelines for the Treatment of Alcohol and Other Drug-Abusing Adolescents. Treatment

Improvement Protocol (TIP) 4 (1993). This TIP defines guidelines that reflect state-of-the-
art scientific and clinical knowledge to be used by practitioners for treatment of substance-
abusing adolescents. 188 pp. BKD109

 
5. Improving Treatment for Drug-Exposed Infants. Treatment Improvement Protocol (TIP) 5

(Reprint 1995). This TIP defines guidelines and standards of care in monitoring and
evaluating programs treating drug-exposed infants. 94 pp. BKD110

 
6. Screening for Infectious Diseases Among Substance Abusers. Treatment Improvement

Protocol (TIP) 6 (Reprint 1995). This TIP defines guidelines in establishing funding,
monitoring, and evaluating treatment programs that screen for infectious diseases in
substance abusers. 160 pp. BKD131

 
7. Screening and Assessment for Alcohol and Other Drug Abuse Among Adults in the Criminal

Justice System. Treatment Improvement Protocol (TIP) 7 (1994). This TIP provides
guidelines to criminal justice and substance abuse treatment personnel on effective
procedures and instruments to ensure appropriate program referral, treatment, and enhanced
outcomes. 129 pp. BKD138

 
8. Intensive Outpatient Treatment for Alcohol and Other Drug Abuse. Treatment Improvement

Protocol (TIP) 8 (1994). This TIP provides an introductory review of intensive outpatient
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treatment (IOT), documenting the clinical viability and utility of IOT and stressing the range
of IOT services within the broader continuum of care. 114 pp. BKD139

 
9. Assessment and Treatment of Patients with Coexisting Mental Illness and     Alcohol and

Other Drug Abuse. Treatment Improvement Protocol (TIP) 9 (Reprint 1995). This TIP
provides treatment recommendations that are practical and useful for enhancing services to
individuals dually diagnosed with mental health and substance abuse problems. 114 pp.
BKD134

 
10. Assessment and Treatment of Cocaine-Abusing, Methadone-Maintained Patients. Treatment

Improvement Protocol (TIP) 10 (1994). This TIP addresses the treatment needs of
methadone patients using opioids and stimulants, especially cocaine and crack-cocaine. 129
pp. BKD157

 
11. Simple Screening Instruments for Outreach for Alcohol and Other Drug Abuse     and

Infectious Diseases. Treatment Improvement Protocol (TIP) 11 (1994). This TIP presents
information on two screening instruments, one for substance abuse and one for infectious
diseases, their development, and guidelines for their use. The instruments are designed for
linking substance abuse treatment with individuals suffering from HIV/AIDS, TB, and STDs.
82 pp. BKD143

 
12. Combining Substance Abuse Treatment with Intermediate Sanctions for Adults in the

Criminal Justice System. Treatment Improvement Protocol (TIP) 12 (1994). This TIP
provides the substance abuse treatment and criminal justice systems with information to
enhance the linkage of treatment services for offenders assigned to intermediate sanctions.
Planning, policy, ethical, and legal issues are discussed. 110 pp. BKD144

 
13. The Role and Current Status of Patient Placement Criteria in the Treatment of Substance

Use Disorders. Treatment Improvement Protocol (TIP) 13 (1995).  This TIP addresses the
establishment of standardized patient placement criteria (PPC) as an objective of the
substance abuse treatment field. This TIP will help readers understand what PPC are learned
from the experiences of others who have helped develop currently used criteria. It also lays
the groundwork for a concerted effort to develop national uniform patient placement criteria.
84 pp. BKD161

 
14. Developing State Outcomes Monitoring Systems for Alcohol and Other Drug Abuse

Treatment. Treatment Improvement Protocol (TIP) 14 (1995). This TIP is designed to help
single State agencies and their staff develop, implement, and manage outcomes monitoring
systems (OMSs) for local substance abuse treatment programs to increase accountability for
treatment expenditures. It also can be of service to direct service providers, third-party
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payers, utilization reviewers, quality assurance personnel, and staff of managed care
programs. The TIP will be of interest to any one who wants to improve patient matching and
treatment. BKD162

 
15. Treatment for HIV-Infected Alcohol and Other Drug Abusers. Treatment Improvement

Protocol (TIP) 15 (1995). This TIP provides recommendations and guidelines for quality
care for substance abusers in treatment who are infected with HIV. The guidelines identify a
spectrum of core services and treatment approaches that ideally should be available to all
HIV-infected substance abusers, regardless of the setting in which they receive care. BKD163

 
16. Alcohol and Other Drug Screening of Hospitalized Trauma Patients. Treatment

Improvement Protocol (TIP) 16 (1995). This TIP describes the significant role that alcohol
and drugs play in traumatic injury, especially re-injury. The TIP recommends alcohol and
drug screening (blood and urine) of injured patients age 14 and older at hospital admission. A
comprehensive substance abuse assessment is outlined, and some brief intervention
techniques are described. BKD164

 
17. Planning for Alcohol and Other Drug Abuse Treatment for Adults in the Criminal Justice

System. Treatment Improvement Protocol 17 (1995). Chapters discuss the effectiveness of
substance abuse treatment in the criminal justice system; the offenders and their related
issues, such as HIV/AIDS, mental disorders, sexual abuse, and violence; and the substance
abuse treatment system overall. The TIP describes how coordination, collaboration, and
training can take place and how confidentiality should be handled. 116 pp. BKD165

 
18. The Tuberculosis Epidemic: Legal and Ethical Issues for Alcohol and Other Drug Abuse

Treatment Providers. Treatment Improvement Protocol 18 (1995). This TIP describes the
tuberculosis disease and modes of transmission, how substance abuse programs can play their
part in preventing or treating TB patients, and how TB can be prevented in the workplace.
Related issues such as discrimination and confidentiality are discussed. 132 pp. BKD173

 
19. Detoxification From Alcohol and Other Drugs. Treatment Improvement Protocol 19 (1995).

This TIP covers detoxification settings and patient matching, clinical detoxification protocols,
improving quality and measuring outcomes, and costs and current payment mechanisms for
detoxification services. Also discussed are special populations such as women, elderly
persons, patients who are HIV positive, and incarcerated persons. 94 pp. BKD172

 
20. Matching Treatment to Patient Needs in Opioid Substitution Therapy. Treatment

Improvement Protocol (TIP) 20 (1995). This TIP offers guidelines to providers who deliver
quality treatment to opiate-addicted persons. Patients in this population often need a broad
range of services in addition to opioid substitution therapy. Research has shown that
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providing these services as part of the therapy program greatly increases retention in
treatment and improves outcomes. BKD168

 
21. Combining Alcohol and Other Drug Abuse Treatment with Diversion for Juveniles in the

Justice System. Treatment Improvement Protocol 21 (1995). This TIP covers the goals of
substance abuse treatment-focused diversion programs, collaborating on a diversion program,
and planning juvenile diversion to substance abuse treatment. 130 pp. BKD169

 
22. LAAM in the Treatment of Opiate Addiction. Treatment Improvement Protocol (TIP) 22

(1995). This TIP presents current knowledge about the use of levo-alpha-acetyl-methadol
(LAAM), an opioid agonist medication approved for use by the Food and Drug
Administration in 1993. This TIP describes the medication itself, its modes of action, possible
side effects, and interactions with other medications.  Separate chapters describe treatment
planning, program administration, and regulatory and ethical issues. BKD170

23. Treatment Drug Courts: Integrating Substance Abuse Treatment With Legal Case
Processing. Treatment Improvement Protocol (TIP) Series  (1996). This Tip is to help
policymakers and practitioners plan, implement, monitor, and evaluate programs that
effectively integrate substance abuse treatment in the pretrial processing of criminal cases.
This Tip was developed to encourage agencies creating and participating in these programs
to share information about their successes and failures so that substance abuse treatment will
be effectively integrated into pretrial case processing. 66 pp. BKD205
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NCADI PUBLICATIONS ORDER FORM

Materials in the NCADI Publications Catalog are free of charge unless marked otherwise.  Pamphlets and posters
may be ordered from the Clearinghouse in bulk quantities while supplies last. To order more than one copy of a
publication, fill out the order form and attach a short explanation of why your organization needs multiple copies.

Please allow 2-4 weeks for delivery. If ordering cost-recovery items, please make your check or money order
payable to the National Clearinghouse for Alcohol and Drug Information. There are no additional charges for tax or
shipping. Purchase orders for any amount are accepted ONLY if accompanied by payment. (Purchase orders
without payment are accepted only from non-profit or government agencies for orders exceeding $100.00.)

 INVENTORY
NUMBER                                                      TITLE          QUANTITY    (COST)
___________  ___________________________________________________________  _________  ________

___________  ___________________________________________________________  _________  ________

___________  ___________________________________________________________  _________  ________

___________  ___________________________________________________________  _________  ________

Total:  ________
Please provide a street address, not a PO Box!

SHIP TO: Name _________________________________________________________________________

  Title _________________________________________________________________________

  Organization ___________________________________________________________________

  Street Address _________________________________________________________________________

  City________________________ State _____ Zip ___________ Telephone (_____) 

METHOD OF PAYMENT:  (check one)      ¨ Check/Money Order enclosed     ¨ Charge to VISA/MasterCard

Card # ____________________________ Expire. Date ____/_____/_________

Signature __________________________________________________________

 NAME AND ADDRESS OF CREDIT CARD HOLDER: _____________________________________________

  Address _________________________________________________________________________________

  City________________________________________ State __________________ Zip _______________

  Telephone (_____) ___________________

     National Clearinghouse for Alcohol and Drug Information
     PO Box 2345
     Rockville, MD 20847-2345
     1-800-729-6686   §  301-468-6433 fax  §  info@prevline.health.org  Inquires only; Please do not send credit card

numbers to the e-mail address.
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Technical Assistance Publications (TAPs)

             PHD580 TAP 1. Approaches in the Treatment of Adolescents with Emotional
and Substance Abuse Problems

             PHD581 TAP 2. Medicaid Financing for Mental Health and Substance Abuse
Services for Children and Adolescents

             PHD582 TAP 3. Need, Demand, and Problem Assessment for Substance Abuse
Services

             PHD583 TAP 4. Coordination of Alcohol, Drug Abuse, and Mental Health
Services

             PHD584 TAP 5. Self-Run, Self-Supported Houses for More Effective Recovery
from Alcohol and Drug Addiction

             BKD81 TAP 6. Empowering Families, Helping Adolescents: Family-Centered
Treatment of Adolescents with Alcohol, Drug Abuse, and Mental
Health Problems

             BKDI51 TAP 7. Treatment of Opiate Addiction With Methadone: A Counselor
Manual

             BKD121 TAP 8. Relapse Prevention and the Substance-Abusing Criminal
Offender

             BKD152 TAP 9. Funding Resource Guide for Substance Abuse Programs

             PHD662 TAP 10. Rural Issues in Alcohol and Other Drug Abuse Treatment

             PHD663 TAP 11. Treatment for Alcohol and Other Drug Abuse: Opportunities
for Coordination

             PHD666 TAP 12. Approval and Monitoring of Narcotic Treatment Programs: A
Guide on the Roles of Federal and State Agencies

             BKD156 TAP 13. Confidentiality of Patient Records for Alcohol and Other Drug
Treatment

             BKD175 TAP 14. Siting Drug and Alcohol Treatment Programs: Legal
Challenges to the NIMBY Syndrome (available December 1995)

             BKD176 TAP 15. Forecasting The Cost of Chemical Dependency Treatment
Under Managed Care: The Washington State Study (available
December 1995)

             BKD167 TAP 16. Purchasing Managed Care Services for Alcohol and Other
Drug Abuse Treatment: Essential Elements and Policy issues

             BICD174 TAP 17. Treating Alcohol and Other Drug Abusers in Rural and
Frontier Areas
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