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2 Alcoholism: The Total Treatment Apyvoech

their lives. Alcobol is a drug with many appealing properties. [t relieves
anxiety and tension. It is an anesthetic which can relieve physical aad emo-
tional pain. It helps release inhibitions. It can be made into a tasty and
readily available beverage.

It is no wonder, then, that people who find themselves in a chronically
stressful situation which can be “temporarily relieved” by drinking alcobol
gradually begin depending on alcobol as a source of relief. Whether the

y uncomfortable situation stems from the individual's own psy-
chological problems, whetier it comes from chronic environmental stresses,
such as a unbappy marriage or extremely frustrating job, or whether it
comes from chronic physical pain or poor health, alcohol offers temporary
relief for all these conditions. Unfortunately though, alcohol is an addicting
drug; and, as its use is repeated over the months and years, the drinker
gradually develops alcobolism.

NATURAL HISTORY OF THE DISEASE OF ALCOHOLISM
The final ares to discuss in understanding the disease of-alcoholism is
natural history, i.e., the course the illness usually takes if untreated.
disease very predictably progresses through four distinct phases, as origin-
ally described by E. M. Jellinek."

Phase I: The Pre-alcobolic Phase

This phase lasts from six months to ten or more years, and has two main
features:

L. The future alcobolic attempts to alleviate everyday tensions of life by
drinking. This type of drinker is not regarded by any close friends or ac-
quaintances as a problem drinker. He has begun to use alcohol as a drug
to treat his "nerves,” relax, gain a general sense of well-being, etc., rather
than a beverage consumed at a social occasion or with a meal, but he

no progressive social or physical deterioration.

2. He begins drinking progressively larger amounts of alcohol to gain the
same effect that less alcobol used to give, and be begins drinking on more
frequent occasions.

Phase [I: The Early Alcobolic Phase (Noo-addictive Alcoholism)®

The drinker imperceptibly slips from the non-alcoholic Phase [ to the
alcoholic Phase I1. As he irmly establishes himself as an early alcobolic, he
will exhibit at least several, if not all, of the following five characteristics:

L. Blackouts may occur. These are brief periods of amnesia which occur
during or immediately followin adnnhni:puah. Although the drinker
may appear to be moderately and behaving normally while drinkia-

*Dreg drpmndanca, wrabel, poychelogical typa .
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. Tt relieves upon sobering up he will not remember the events which took plac> during
ve physical and emo- the previous drinking episode. He begins worrying that he may have done
ade into a tasty and something foolish duriag the blackout period, and therefore tries to avoid

talking about it. These blackouts become more and more frequent. Many
lves in a chronically alcoholics do not develop blackouts until later years, and still others never
* by drinking alcohol experience blackouts.
rolief. Whether the 2. He begins sneaking drinks. This takes several forms. He may start
ndividual's own psy- ! having a few extra drinks at a party, gulping the first few drinks, drinking it
2vironmental stresses, '_ “on the rocks,” having a few drinks before the party begins and a “nightcap”
1 job, or whether it afterward, etc. In later stages, he may actually hide a bottle and sneak
sl Al temporary ' drinks from it when no one is looking.
lcohol is an addicting 3. He develops a preoccupation with alcohol. He becomes worried that

nd vears, the drinker , he won't get enough at a party, so he will bring his own bottle. His key
: : ronsideration regarding any activity is whether there will be a plentful sup-
ply of alcohol or not.

LCOHOLISM 4. He becomes plagued by feelings of guilt about his drinking behavior.
' alcoholism is its ' He realizes his drinking has become abnormal; and, as a defense, he be-
s 1t untreated. This comes overtly angry when approached on the subject.

inct phases, as origin- : 5. He consequently avoids reference to alcohol in conversation, particu-

larly when sober. He tries desperately to deny that he has any problem with
alcohol, and therefore he certainly does not need to feel guilty about con-

e | tinning to drink.
ars, and has two main The person at this phase is called by many of his associates a “heavy
drinker,” but is not yet considered an alcoholic by them. But the person
Ly tensions of life by himself and his immediate family realize things are getting out of control.
“w close friends or ac- , He experiences fleeting insight into the lact that he is becoming sick and
+ ise alcohol as a drug : needs help, but he tends to rationalize this away. This phase lasts from six
vell-being, etc., rather : months to five years for those alcoholics who ultimately become addictive
* with a meal, but he alcoholics. Other alcoholics apparently stay in this stage indefinitely and
fation. never become addictive alcoholics.
"ol alcohol to gain the Thus, Phase II can also be called the nonaddictive phase, as the alcobolic
~ns drinking on more has become psychologically dependent on alcohol, but has not become
physically dependent. He can still control, with great effurt, his drinking
<tive Alcoholismy® on any given occasion, if he sets out to. But his drinking pattemn is one of

drinking too much, too often, resulting in all the previously mentioned

“*dalic Phase 1 1o the symptoms of this phase, Le., he begins developing new problems associated

L]
1;':&::1“\0"""0' he with drinking in the arcas of his family, job, friends and health.
* 4wy, c‘:“’“u‘ During Phase II the alcoholic exhibits a greatly exaggerated usage of four
&h.,gh‘:hl:h occur main mechanisms of defense which he had formerly used less, These defen-
= Jhile drinker ses or “alibi systems™ serve to relieve his anxiety, blot out unpleasant reality
. Jrinking, and continue his sick drinking behavior. They are the following:

1. Denial. This is the most basic of the alcoholic’s defense mechanisms.
T
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It is precisely his inability to face unpleasant reality which in the beginning
leads him to use alcohol to excess. And as his illness becomes progressively
mcre severe, so must his denial become progressively stronger. An example
of the alcoholic’s denial is evident in the oft-quoted phrase, “I can take it or
leave it alone.” It is painfully apparent to everyone else but the alcoholic
that this statement. is nothing more than an attempt at blanket denial of his
great drinking problem.

2. Rationalization. When faced with reality, simple denial of the exis-
tence of a drinking problem is dificult to maintain. Therefore, the process of
rationalization, i.e., twisting the illogical until it appears logical, is a handy
device. An example is the following: “It was a sunny, hot day; and when I
finished mowing the yard, I went to the icebox for a drink. When I saw
that ice-cold beer there, I knew that was the best thing I could take to
quench my thirst.” The obvious question one must ask is: “Wasn't there
mgwater or sodapop or milk or something else that would quench your

3. Projection. Another overworked mechanism of defense when
denial tends to break down is to project the guilt for drinking from the 3
coholic to another person, usually a family member or an employer. “If my
wife would just quit nagging me about drinking too much, I wouldn't do i*
anymore.” Question: “Is there some unpleasant change that takes place
in your personality when you drink that causes your wife to complain?”

4. Fragmentation. This is an extremely useful and overworked mechan-
ism of defense in which the alcoholic fragments reality into small bits which
he then focuses on as if they were the whole. This helps him blol out un-
pleasant reality. For example, a newly admitted patient on an alcoholism
ward was asked the question: “How much do you drink a day om an
average?” His answer: “Some days I don't drink anything!™ This is an ex-
cellent example of the alcoholic’s fragmenting his behavior into brief
periods of time, and then focusing only on those periods of time when he
was not drinking at all. He then t-ies to pretend that this brief sober period
is an accurate sample of his general living pattem, Le., sober. One of the
important aims of treatment is to help the patient integrate all parts of his
behavior, pleasant and unpleasant, and make them readily accessible to his
conscious thought processes.

Phase III: The Crucial Phase (Addicuve Alcoholism)®
The most prominent characteristic of this phas is development of loss of
control over the use of alcohol; i.e., if the alcoholic takes one drink, he will
continue to the point of drunkenness. It is durin;j this phase that everyon~

*Dreg dependance, sicshol, prychelogical snd physical rypa. .
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who has any repeated contact with the alcoholic becomes painfully aware
of the seriousness of this person’s problems. It is called the crucial phase,
because the alcoholic stands in great danger of losing everything he holds
near and dear to him (his family, his job, his friends, his health) unless he
succeeds in arresting his illness.

Additional prominent characteristics of the aicobolic in this phase are the
following:

1. He exhibits grandiose behavior; i.e., he begins telling extravagant
stories of fantasied great accomplishments in his life in order to cover up
for his great feelings of failure and low self-esteem.

2. He exhibits marked aggressive behavior as he convinces himself that
all his troubles are due to his wife, his friends or his debtors.

3. He may well have periods of total abstinence to prove to himself he
can “take it or leave it alone.” Social drinkers do not need to prove to them-
iclves that they do not have a drinking problem, and ‘consequently will not
fnd it necessary to undergo a prolonged period of self-enforced sobriety.

4. He will change his drinking pattern to prove to himself that he has no
drinking problem. For instance, he resolves never to drink before dinner,
because only alcoholics drink earlier in the day than that. Or he will change
from drinking bourbon to drinking scotch, because scotch gives less of a
hangover, or to beer, because he eamestly believes one can’t become al-
coholic on beer, or to vodka, because it isn't supposed to smell on his breath,
ete.

5: He will change his associates as he convinces himself they are respon-
sible for his problem. Thus, he ends up divorcing his spouse and cutting
off old friendships.

G. If the alcoholic stops drinking suddenly, he will go through a with-
drawal syndrome consisting of the “shakes,” delirium tremens or alcoholic
hallucinosis.

Thus, Phase III fulfills the criteria of a true addiction, i.e., craving for a
drug, development of tolerance to the drug and a withdrawal syn irome
upon sudden cessation of the drug. The symptom of loss of control over the
"I‘O ::Lakmhd appeais to be a symptom of this physical dependence on
aico

Phase IV: The Chronic Phase

By the time the patient’s addiction has reached this chronic phase, he
finds himself going on prolonged, unplanned drinking sprees which last for
many days. These are called, in the alcoholic venacular, “benders.” For-
merly the addict has been able to reserve his heavy drinking periods for the
Weekends; but with the onset of this unplanned heavy drinking, lastin
throughout his waking hours, he finds himself confronted with grave lodj
condemnation from nﬁ segments of society except the lower social-class al-
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coholic with whom he drinks. His health also suffers rapid deterioration due
to the fact his diet is made up mostly of alcoholic beverages rather than
nutritious foods.

He undergoes marked ethical deterioration, and will, possibly for the first
time in his life, engage in stealing, writing worthless checks, and inflicting
severe injuries on himself and/or others. Some female alcohol addicts begin
engaging in prostitution.

His thinking becomes chronically impaired in such a manner that, even
if he has been withdrawn from alcohol and been sober for several weeks,
he will still be unable to assess himself and the world about him accurately.
He can think on only a superficial level, and thus finds it difficult to realize
the severely deteriorated state he has come to, or to make sound plans for
rehabilitating himself in the future. This blunting of intellect constitutes
a mild chronic brain syndrome which may not clear up for many months.
In some cases it never disappears. Chronic alcoholic psychosis also occurs
in a small percentage cf these addicts.

Commonly noticed at this time is a loss of alcohol toleranca. It now n.l.
much less alcohol to arrive at a severely intoxicated state. He also beghw
drinking any type of alcohol or alcohol substitute which is available, includ-
ing shaving lotion, rubbing alcohol, Sterno, cough medicine, barbiturates,
certain tranquilizers, etc. The severe medical complications of alcoholism
become manifest including cirrhosis of the liver, brain damage, esophageal
varices, etc. .

One final important observation must be made about the natural history
of alcoholism. The predictable downhill progression can, in a large per-
centage of cases, be arrested at any stage, usually with the aid of some
therapy modality.® Occasionally, alcoholics do "quit on their own,” but,
for many, special therapy is necessary. The goal of therapy is abstinence
from all alcohol use and social and psychological reintegration. Reports
in recer;: years have indicated that some alcohol addicts can return to social
drinkir ;. This must be an uncommon phenomena in light of the experi-
ence ¢ most workers in this Seld.
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SEVERITY OF INTOXICATION IN RELATION TO CONCENTRATION —
i OF ALCOHOL IN THE BLOOD ¥
b To gauge the degree of intoxication by the symptoms alone is unsatisfac-
tory, and even physicians fail to agree when using such a basis. But the
E + great mass of evidence on the correlation of driving impairment with blood
alcohol levels affords better criteria to estimate the severity of intoxication.
. Formerly the value of 150 mg of -alcohol per 100 ml of blood was taken as
] the lower limit for dangerous driving in the United States. But many years
| have passed since the standard of 150 mg per 100 ml, was set, and it is now
U thought to be too high. The additional information which led to this
1! conclusion was obtained by the actual operation of a car or a “dummy”
V] . automobile and also by laboratory tests. Some subjects showed driving
l

| impairment with alcohol levels as low as 50 mg per 100 ml. All were im-
g paired when the blood alcohol levels reached 100 mg per 100 ml. In 1960,
' therefore, the House of Delegates of the American Medical Association
recommended that the zone of dangerous driving should begin at an alcohol
level of 100 mg per 100 ml of blood as indicated in Figure 2-1. Persons
with concentrations of less than 50 mg per 100 ml are not to be regarded |
as under the influence of alcohol. But those with concentration between
' 50 ing per 100 ml and 100 mg per 100 ml should be judged according to the
‘. circumstances, including the results of physical examination as indicated
in Figure 2-1, which also depicts the volumes of whiskey or beer necessary
to produce the values of 50 mg per 100 ml and 100 mg per 100 ml respec-
tively in a person weighing 150 Ib (68 kg). Most individuals are unmistak-
ably inebriated at levels of 200 mg per 100 ml. All drinkers are intoxicated
with a level of 350 mg per 100 ml, and the intoxication is severe at 450 mg
per 100 ml. Levels of 350 to 450 mg per 100 ml have caused death, while
those above 550 mg per 100 ml are usually fatal in untreated individuals.
Though the level of blood alcohol is a determining factor in estimating
. the degree of intoxication, blood analyses do not always afford the method |
of choice to obtain this information because of problems in obtaining and —
analyzing blood samples. In New York State, for example, the services of Ficons 2.1, *
a licensed physician are demanded in the collection of the blood sample. duced with tt
It is therefore advantageous that we may rely on samples of urine, saliva, | by CI

and breath to estimate alcohol concentrations. The blood values can then '

be calculated because of an equivalence between the concentration of al- |
cohol in blood with that of urine, saliva, and breath as indicated below. as many mi
Urine: blood 1.25:1 sources of a
Saliva: blood 112:1 breath poss.
Blood: alveolar air 2,100:1 and saliva b
These figures mean, for instance, that, when alveolar air is in equilibrium cooperation

with the blood with respect to alcohol, 2,100 ml of alveolar air will contain cohol can b

————  ————

BLOOD ALCOHOL PERCENT
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As many milligrams of alcchol as does 1 ml of blood. On comparing these
sources of alcohol it must |:c emphasized that analysis of the alcohol in the
breath possesses many practical advantages, not only over those of urine
4nd saliva but also of blood. The collection of the air samples requires less
cooperation on the part of the subject, and the actual determination for al-
cohol can be made most rapidly on the air sample. Most important, the
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The toxic symptonis and signs induced by disulfiram and citrated calcium
carbamide are largely due to interferences with removal of acetaldehyde,
which accumulates as its combustion is inhibited. Normally Stage 1, from
alcohol to acetaldehyde, is the slowest phase of alcohol oxidation. With
these drugs, however, Stage 2, from acetaldehyde to acetyl CoA, becomes
even slower. As a result, acetaldehyde is retained in the body and produces
the toxic changes desicribed above.

A real advantage afforded by these drugs is that the patient has to make
a decision not to drink alcohol only once a day instead of many times.
In general, disulfiram has greater effectiveness and is correspondingly less
safe than citrated calcium carbamide. If the patient takes a drink of alco-
hol, the symptoms are much more severe with disulfiram, which therefore
serves as a greater deterrent than citrated calcium carbamide. In any event,
the patient’s willingness to take either of the drugs is a sign that he is
strongly motivated in his desire for relief from his discase.

SUMMARY

a brain depressant and Seems to act from above downward, The clinica);
picture of acute alcoholic intoxication reveals a progressive march starting
in cortical functions and gradually descending the brainstem to the medulla
oblongata, Thus the most complex faculties of judgment, memory, learn-
ing, self-criticism, and environmental awareness are among the first to be
impaired. Similarly, the release of lower brain centers from cortical control
is evident in the excitement characteristic of one phase of alcoholic intoxi-
cation. The mechanism involved in this progressive march of symptoms is
complex, and two different explanations are offered, probably each one
being partly correct. As discussed in the text, not all areas of the brain are
equally susceptible to alcohol; some parts of the cerebral cortex, for ex-
4mple, are more sensitive than a subcortical area, the reticular formation,
On the other hand, the reticular formation succumbs earlier to the effects
of aleohol than other cortical areas.

Alcoholic beverages can induce a mild degree of depression of cortical
functions, a depression that serves as a relief from the cares of the day and
sccures relaxation before dinner. A drink before bedtime may break a
vicious eycle, so that one need not take his troubles to bed. Similarly, alcohol
hml.it.-ues interpersonal relationships and performs many other valuable
:::l'\’lces. (':)n the other hand, when alcohol is not taken as temporary relief,
c“']l”“‘i habitually used instead of more appropriate methods to resolve diffi-
< It.s at work or at home, the drinker invites future addiction. Similarly,

cohol employed to allay inner conflicts, as in an individual with a

RL B 28l
A ) il

f




38 Alcoholism: The Total Treatment Approach

schizophrenic personality, may serve to complicate further the pathologic
picture. In this event, first functional and then structural changes take place
in the body as alcohol assumes the role of a necessary foodstuff and the
patient becomes an addict.
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CHAFTER 16

SOCIAL CASEWORK WITH THE ALCOHOLIC
AND HIS FAMILY*

LAURA ESTHER RoOT

menohbenpylmebunmodlnthotruhnemo{
alcobolics, including Alcoholics Anonymous, cl.emotherapy with various
tranquilizers, antidepressants and disulfiram, and group therapy to name
a few. Some have been more successful than others. The most success’y]
approaches appear to be centered ainund Alcoholics Anonymous and
group therapy, inasmuch as more; alcoholics maintain their sobriety throug},
these types of treatment than others. Individual counseling and family
group therapy are also useful in helping the alcoholic and his family to
maintain his sobriety.

Social workers in their practice could be of invaluable help in this ficld
of treatment where there are too few facilities and too few professionals
willing to invest themselves in working with the alcoholic. Social workers
oeed to be concerned about the lack of treatment available to this large
segment of our population, 10 per cent of whom are alcohol-dependent,
and 5 per cent of whom are alcobolic.

Alcobolism has been moving from an area of moral stigma into the feld
of scientific investigation. With this change a body of objective informa.
tion has come concerning alcobol, alcoholics, and alcoholism. Research in
treatment techniques, in drug therapy, in types of ‘reatment facilitics,
and the like have uncovered much factual knowleds » where previously
only myth existed. As yet no definitive studies have | een done to icolate
a specific variable as the cause of the disease, nor is there any known cure.
Social workers then, are confronted with a disease whose etiology re:nains
whoee number of victims is increasing at the rate of some 200.-
000 snnually, as well as the fact that treatment facilities and personnel
bave lagged far behind the current need.

What can social do? They can accept the challenge now in the

*Moterial for this repert was guined frem a swdy suppertad (in part) by & Mantal Halth
(MH 657) brem the Notienal lastitwe of Mantal Haalth, United States Publie
208

FITFF I o e L)

d

¥
e

e




P o T, T e S R T 4, T 2 R TR T
RN Sl I el il 1 g

Social Casework with the Alcoholic and His Family 209

field of alcobolism as did the early professionals with the then-unpopular
problems and invest themselves in treatment of alcoholics.

It must be noted that, as a profession, Social work has not been overly
enthusiastic in seeing the alcoholic client. Although this is not as popular
a field as community organization, group work, settlement-house work,
welfare and medical/psychiatric social work, still there have been a few
social work leaders, such as Margaret Cork, Jean Sapir, Catherine Pelten-

berg, Margaret Bailey, and Gladys Price, who have pioneered and made

outstanding contributions in the field of alcohe!!=m.

The few social workers who have had some cou.acts with alcoholics are
generally those in bospitals, welfare agencies, and probation and parole
otfices. Some settlement-house workers and a few workers in family agen-
vies have also had contacts with alcoholics. Social workers are being pre-
sented with a challenge to help rlcobolics, and in so doing help to roll back
the ‘curtain of ignorance,” moral condemnation, and lack of acceptance
of ulcoholics which is found rooted in community attitudes throughout
the'country. The “revolving-door™ alcoholic and the tuberculus alcoholic
are rurely seen by social workers for any length of time. Now is the appro-
priate time to accept this challenge and do something about it. Many
uther professions have said that social workers are threatened by working
with alcoholics, since alcoholics force them to question their traditional
vise methods. This is not always the truth. It is my feeling that if we had
‘oliowed one of our earlier pioneers, Mary Richmond, we would have long
4:0 been working with alcoholics, since she early identified this type of
i'itient as of appropriate concern for social workers. Social workers have
#iuch to give to this field, but first they must have a knowledge of the
virease of aleoholism.

Attitudes of Social Workers
~One of the barriers which has kept social workers from entering this
teld has been their own attitudes about alcoholism. This is documented
# the Bailey and Fuchs study, “Alcoholism and Social Work,” in which
they observe that social worker's attitudes have often negatively affected
their work with alcobolics.® It is necessary, then, for social workers to
Modify their views, as well as incorporate current knowledge about alco-
holism into their practice. The importance of their own attitudes toward
alicoholic:huamnnndmueﬂectwthﬁ'lbimy to work with these peo-
Pc. Most alcoholics are extremely seansitive people who have low self-
citcem, which usually sccompanies this progressive diseaso and generally
Makes them search for rejection. Indeed, they may overtly try to provoke
: professional into rejecting them, since they are anticipating moral con-
“Mnation. Many times they are in fact rejected; (therwise, a great many

¢ i vt IO Y 3 SRRSO M DI

TR N RN S TR T A A PR TES IR | R SRR
Tl Ve 2 AT 1 Eea T MRS ) s




- ——

e — -

210 Alcoholism: The Total Treziment Approach

of the 6,500,000 alcoholics in the United States today would bo seeins
professionals in the many social-work agencies in existence. .

Learning begins when one commences to understand the chronicity of
the disease of alcoholism and what this entails. Many social workers )|
say that they understand the concept of chronicity in diseases because o
their work with the tuberculus patient, or heart patient, or diabetic pa.
tient. They may feel that, because of their as medical socyy)
workers or as welfare workers, these are types of patients which they s,
derstand very well. They can and deal with the relapses whicl,
occur with these chronic types of patients. Cenerally they are very sup.
portive and accepting, explaining to the patient and their families (.
the patient has overdone himself and that he probably was not as cautigyg
as he should have been in following his diet and prescribed routine !
medical care. They interpret, both to the patient and the family, 1.
matter of chronicity.

However, the attitude which many professional social workers [,
towards alcoholics is quite difflerent. When an alcoholic is returned ¢
treatment facility with a relapse, or comes into the office with evidence
imbibing, if the social worker automatically thinks, "Oh, not again~ |
question whether this is an objective or moralistic attitude. Therefore
is extremely important for the social worker to accept the fact that ai
bolism is a chronic disease, which can be arrested by proper treaum::
before the worker can hope to deal successfully with the alcoholic pat
If social workers refine their casework methods and utilize them in ¢!
relationships with alcoholics, they will be able to handle the relapses wi
occur in this chronic illness and use them constructively in their i
treatment goal.

COUNSELING THE ALCOHOLIC

Social workers are noted for their ability to communicate to pa
One of the techniques of their profession is an ability and skill in
viewing and communicating. However, in working with alcoholics, ¢
communication must be al a different level. Many clinicians fail i &
treatment of alcoholics because they are unable to, and/or fail to, c
municate. Learning to interact with akoholics is something that comes
with time, As one about the disease, one begins to understand =al
accept the chronicity factor; and one eventually realizes the impa:: of
the disease upon the individual in his total milieu. It is most impostant
that the therapist understand the patient’s drinking problem and bov b
life with this progressive addiction to akohol affects him as an individud
He is not "an alkcobolic lity,” but changes do occur In persoicits

traits with the onset of the chronic phase of the disease. The more oo
learns, the more one understands, accepts, and gains insight and know iz
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Soclal Casework with the Alcoholic and His Family al

in leaming to communicate with alcoholics, Ultimately, one leamns to
speak “his language.”
The Intake Interview

Oae of the most important skills of the social worker [s an ability to
heip people when thzy come to the agency with a problem and to make
them feel comfortable during the “intake faterview.” This is an interview
in ‘vhich the patient or client presents a problem, and the social worker,
witl her training, helps him express his need without being too traumatic
to the patient. However, if the "social worker the intake Inter-
viety as a study or exploratory process and the applicant conceives of it
is 1 help-getting experience,™ difficulties will ensue before the agency's
wivice is extended to a client who needs help. Conception, as well as expec-
tatons, of the roles of the social worker and client are not the same. A
m. el of interpretation and communication is necessary if the goal of
wivte is to be achieved in most agencies. The intake situation is even
e confused if the social worker has a poor atitude toward akeoholics,
u ol as a lack of knowledge of the disease, while the alcoholic not only
fas on inability to acknowledge his disease, but greater difficulty in asking
for belp. One can begin to see the barriers which have been erected
I ti:ven social workers and alcoholics and have prevented a needed service
trom developing.

It i+ dificult, at best, for many people to request help. But for an alco-
‘e patient to acknowledge that he needs help with his drinking prob-
i3 almost an impossible task, for often he cannot accept the fact that
11 indeed an alcobolic. To come to an agency or a clinic and
'+ o requires a great deal of courage for akobolics, because in 10 doing

« are admitting that something is “wrong.”™ This is extremely threaten.
2 1o them, and many have to get drenk in order to seek help.

‘1 the intake interview™ the social worker focuses upon the alcohol
*ibiem by obwaining a complete drinking history. This should be done
14 frank and open discussion with the individual. 1f one obtains a com-

(*rhemive drinking history, he will have a very adequate social history
! the individual, since drinking cuts across all areas of the akoholic’s
e The following information thould be included in the drinking his-
fony

L Age at Rt driak; what beversge was it; did parents driak, or were they

abtinens?

* 1 parents drank, what were their driaking patterns? Did they keep liquor

i the home?
Dud they make wine or beer at home?
b1 parents deank, what type of drinkers were they? social? Did ome or both

parents have o problem?
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4 How old was the patient when be or she:
a) Was first intoxicated?
b) Had his first blackout (a bnef period of amoesia while drinking)?
¢) Took his first momning drink?
d) Had increase in frequency of blackouts?
e) Lost control of his drinking?
f) Started to protect his liquor supply?
nv Started daytime drinking?

) Began golog oa bioga?

§
i
:

hall

the fint time he was going to die?

has he had in the last three or four years?

6. What fob did he hold the longest?

7. How many times has be been arrested for intoxification and/or alcoly |
related offenses?

8. Has he left his family, or have they left him?

9. If he s still with his family, do they have their meals together?

10. Does be have shared activities with the family?

11. Who makes the decisions at home?

12 Does his wife work? If 50, how long has she worked?

13. How loag ago did she start calling in to cover for him on his job or .
his friends?

14. Has be lost any property as a result of his drinking?

15. Has he taken any personal articles of his own, his family's, or articles
his home to sell when he needed a drink and did not have cash?

16. How many bar bills, liquor stores, and friends does he owe money v o
for how loog?

These and other similar types of questions will provide informatio. + -
cerning the impact of the drinking problem upon the individual 1.
and his total milieu. If the interviewer obtains a complete and det..
drinking history, it will provide a basic social history of the patient. ..
all-inclusive drinking history is a must in making a treatment plan for i
patient.

In most private family agencies, .he clients are more apt to be mil.
class akcoholics who are in the earlier phase of akoholism, rather thi @
the later chronic phase when addiction has occurred. The earlicr paaw
is the optimal time for intrusion for treatment. The therapist's appeoad!
to this patient would have to be different than it would be with one v
is “downed™ by the chronicity of his disease, as is the “revolving-Jo
alcoholic, who may have been arrested some two hundred times or m
and who has served hall or two-thirds of his lifetime in jail on the “inw.

ment plan.”
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Motivation for Help

Let us next consider the motivations which bring patients to our offices
in our regular practice and the manner in which we evaluate his motiva-
tion for seeking help. We wish to know why he has come; and if he has
come of his own volition; or if he has been forced to do 50 because of what-
ever is occurring in himself or within his family. Does some type of illness,
problem, etc., bring him in for help? The motivation of an alcobolic to
come seeking help is usually the force of his illness. He might, however,
come as a result of from a family member, employer, .. friend;
but, whatever the reason, we must first deal with the feelings which have
been aroused. We must work also with any other barriers which might
be present, such as a morbidity of . We need to identify these
factors. For an alcobolic to come of his own volition for an initial contact

i the optimum for long-rang goals in treatment. If, however, he comes as

1 result of force, this injects a resistance factor into the situation which
wiually acts as a deterrent to his ultimate goal of sobristy.

Sometimes it is not only hard to acknowledge, but also dificult to accept,
the fact that we are unable to help a client. If the agency does not handle
the type of problem the client presents, we usually say that “we are sorry,
but we cannot help you,” and we generally try to make a referral to some
other agency which would be able to provide the necessary service. It is
somewhat different with an alcobolic when he comes to an agency, as we
must evaluate whether or not he has come because of 1f be comes
“with a gun at his back,” and we accept him without acknowledging this,
we will be erecting a barrier which will interfere with his sobriety as pre-
viously indicated. It is quite conceivable that the t may not yet be
ready for help. If this is true, we must help him to identify this, explain-
ing to him that we will be glad to belp him when be is ready.

There have been several articles written on “motivation™ of the alcobolic
and on the coucept of motivating the alcoholic. The Pittman-Sterne article
in the Querterly Journal of Studies on Alcoholism* points out that.whea
too much stress is placed upon motivation it may mask the disinterest of
the professionals or their desire not to be involved with this different type
of patient. Many social workers have tted themselves to accept a
common myth that alcoholics cannot be helped unless they seek belp them-
selves. In my clinical practice I find this not true. More important, I feel
that when we use this excuse we are hiding behind it. We might do well
to examine our own motives for using this objection. Do we reslly want
to work with alcobolics? I submit that we must not accept the myth which
insists that alcobolics must request help before they can accept treatment
effectively. I think that it is a challenge for us to help to motivate ako-
holics sooner, and to help their families, as well, to understand aad to
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214 Alcoholism: The Total Trestment Approach

learn to live with the alcoholic member, so that they, in turn, can suppon
him to seek help at an carlier period.

Additional Important Information

After we have a drinking history and have ascertained why the patien
has sought help, we should then further evaluate the alcoholic to see if he
considers himself an alcoholic, or if it is his family or his employer who
does so. Second, we need to know if he has ever had treatment; if lie has
had sobriety we also want to know what type of sobriety it is, as well as
the duration of the period be maintained it. There are several types of
sobriety, and it is important for us to know which type the patient has

before he came to us for treatment. The chronic addictive
alcoholic generally stays sober longer if he has achieved sobriety which
he himself sought. Alcoholism is a selfish disease, and the sobriety whicl,
must be achieved by an arrested alcoholic is sobriety for himself, to th
exclusion of anyone or anything else. In other words, his sobricty has ton
pricrity above any other factor or person in his scheme of life. For, if i
is nol sober, he can achieve little in terms of work, family, or the cam.
munity.

ﬁe{a are, as | indicated, several types of sobriety. There is what |
choose to call “reluctant sobriety,” during which kind the patient remiin.
sober, not because he wants to, but because of the pressure from eittir
his family, employer, or friends. When a patient is attempting to .-
tain his without investing himself to the fullest extent, ii: 1
a patient who will probably relapse within a short period of time.
versely, I call the other type of sobriety “peaceful or happy sobrict:,
yet this is actually a misnomer, because in the beginning or carlier stanc. .
sobriety, it is not at all peaceful. Let us say rather, for the alcohoiic .
has decided to stay sober, wishes to work at it, invests himself in - .
taining his sobriety, this could then be considered a more tranquil sobi i~
in comparison to “reluctant sobriety.” Still, one must be aware that, in
the beginning, no sobriety is tranquil; it is a Sght for the alcoholic ev»:
minute of every hour of every day in the beginning to keep from drinl i~
We must understand, therefore, how imperative it {s for social workery o
be aware of any sobriety which the patient might have achieved prics
his coming to the agency.

At the same time that we obtain a drinking history, as indicated previ
ously, the various data that are needed for a complete diagnostic badk
ground history of the patient can be obtained. It is at this time that wr
must be sure to have a complete diagnostic workup done on the patient
including medical, neurological, psychiatric, and sociocultural evaluations
It is best to know what the positive attributes of these patients are, rather
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Soclal Casework with the Alcoholic and His Family 215

_ than just the negative ones. It seems that many professional people, when

y evaiuating a client or a patient, tend to stress what he has not done, rather
than what he has done. An evaluation should be made of the positive ego
strengths which the patient has, rather than emphasizing the negative ego
deficits, in making an effective treatment plan for the alcoholic.

Initial Therapeutic Suggestions

in my clinical experience with alcoholics I have found that if you focus
first upon their reason for drinking, you fail. Therefore it is better gen-
erallv to request that all ingestion of ethyl alcohol be stopped at the begin-
uin of treatment, rather than later on. If there are any underlying emo-
tional problems, and indeed there are with some alcoholics, it is best for
taede (0 wait until the patient has begun to achieve some measure of con-
.! over his alcohol intake. It has been my experience that should you
reverse this procedure and attempt to find out why the patient drinks, to
‘warch out what problems or reasons he had for drinking before he became
Jhronically addicted, it is usual for the patient to continue drinking and
tor some to increase their ingestion. Therefore I think it is imperative
taat in casework with alcoholics you must first help them to stop drink-
m2 Should you wish to approach them from an analytical standpoint
*hiereaiter, you can still do so. But equate the drinking with acting out, and
‘e them stop any ingestion of alcohol first.

in my clinical experience, when I atte.ipted to ease tension by first
“viping the patient resolve his conflicts, I found that the addiction re-
“ratned. When I speak of addiction here, I am referring to the physical
‘idiction to alcohol which is found in the chronically addicted alcoholic.
(15 means that there is a physical compulsivity to drink, with an inability
"+ control aleohol ingestion once the alcoholic begins drinking. Many

ctal workers have failed in working with alcoholics because they have
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] .‘{ ~uncentrated on the underlying problem, while the drinking has increased
) ﬁ <4t intensity,
& Sucial workers in working with alcoholics, need to give educational infor-
e Fation to them about alcoholism, This is somewhat unique in our feld,
:_ 'lll it is imperative that the alcoholic patient or client be given as much
o~ +ictual knowledge about his disease as possible. With each session you
.:.i-_ v be somewhat didactic for a part of the time by conveying knowl-
- ; '.'I':c about the disease to the clients or patients. This helps the individual
e -4t some insight and understanding of his chronic illness. Florence Hollis
: R E 48 5aid: "Insight is a technique of social work whereby the client is made

f'! swe himself and his problem.™ Imparting of information is a good way
ta ':t‘g:an the insight process.
Furthermore, we may need to modify the environment so that the alco-
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holic may achieve a new design for living without alcohol. The technique
of modification and manipulation of the environment to belp the clien:
is one of the most basic techniques of social work. For an alcoholic ¢,
change his life completely, in terms of a new design for living withoy:
alcobol, is a tremendous task. To do this he must have continued positiye
support from his therapist. Social workers are specially trained in usin.
supportive techniques. Tkey “help the client to help himself.” -

Commoa Problems of Treatment
One of the things which will aid social workers in their work with alco-
bolics is an understanding of some of the characteristics of alcoholic be.

havior. The alcoholic will test his therapist by coming late or missing his °

appointment. If psychologically difficult areas have been brought up in
treatment he may start to “nibble” (ingest a few drinks). He may cven
suggest that he has done this to “get enough courage to come to the office
for another visit." On such an occasion the social worker has to make j:
clear that if the patient continues to show up for visits under the infiuence
of alcohol, the visits will have to stop. At the same time skill will have @,
be used to make the patient understand that this is not rejection, but ratic:
is a necessary requirement for successful treatment.

Social workers are skilled in using either a diagnostic or functiona! zn.
proach, or a combination of both in building relationships with ciicn
within which they are able to work. Some workers feel that the diagno«::.
approach is the most appropriate, while others feel that the function.! .
the oaly right method. In terms of working with the alcobolic, it is arn-. .
priate to use both diagnostic and functional approaches. Accurate i -
posis and realistic assessment of current problems and assets are ..
necessities for success with the alcoholic client.

Alcobolics, particularly those who are in the chronic addicted -
have learned to employ to a pathological extent some of the de:.
mechanisms which have been used to excess in other types of clients
which social workers are familiar. The major defenses are projec:
rationalization, denial, and manipulation. The akobolic, however, v
these for one purpose, i.e., to reinforce his drinking patterns. The thui.-
pist must help him to understand and be aware of his pathologic defens
identifying with the client why he uses these specific defenses and !
purpose in doing so.

Some time ago, when I was conducting a
one of the patients was speaking about his lem, rationalizing his reas:
for drinking. His rationale was that be when ho was happy, anc
that as years went on he continued to drink while he was happy, but evuo-
tually be became an uncontrolled drinker. I stopped him at this point wo.

session with alcohols:
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Social Casework with the Alcoholic and His Family 217

asked him, “Who do you think you are kidding?” The patieat stopped
short and responded, “Well, I guess I'm not kidding anyone but myself.”
A discussion ensued among other patients which reinforced this point.
The individual patient began in that session to gain some insight into his
problem, and from that day on be began to make progress in his treat-
ment. This four years ago. The other day the patient stopped
by my office, and he remarked that throughout his years of sobriety, every
aow and then, when be is rationalizing about some other things in life,
lie recalls my comment, “Who do you think you are kidding?” and be said
that be always replies, “Really, only myself.”

Long-Term Treacment Plans
'» addition to the manipulation of environment, the patient must be
tielond to plan a new design for living. One of the most difficult things
‘o: the alcoholic is just staying sober for an hour at a time for the first
¢2. Trying to get through life “dry™ utilizes all his effort and energy,
vitich leaves him without anything to invest in other areas. Playing the
i¢br of a father, of a husband, of an employee, is a tremendous demand
srom an individual for strengths be does not have. When helping an
wwonolic to try to find a new way of life, one must give support and help
i olanning the things which will assist him in making new constructive
“v goals. Also, plans must be devised for him to spend his free time con-
imctively,

The alcoholic is always concerned about the time when he is not work-
12 which used to be devoted to drinking: What should he do with it now
"t he is drinking no longer? He wants things to do. He must be helped
‘0 set up realistic goals. For example, he should be helped to assume his
7 2htful role within his family milieu if he is fortunate enough to be retumn-
‘21 to live with his family. If he is working, he must be helped with his
tmployment situation and attitude to see that he performs adequately on
the job., He will need continued support and encouragement. He must
«130 be assisted in trying to rebuild his life in the community so that it is
meaningful to him and his family, Furthermore, a su that he join
Alcoholics Anonymous and attend several meetings a week is usually quite
helpful, The fact to kecp uppermost in mind is that this patient must
ivest so much of himself just to maintain his sobriety alone that he is fre-
'juently incapable of making the right decisions. During the initial months
0% sobriety he cannot be left alone to become lost in the many tasks which
Make up his daily life. Supportive therapy by the social worker s impera-

th¢ during this period of treatment.
: [t is quite feasible that some social workers will feel that working this
“osely with alcoholics will increase their dependency to the degree they




218 Alcoholism: The Total Treatment Approach

will never be able “to cut the ties that bind." This is not truel At ap ; 7 fact that the
propriate time, treatment can be discontinued and remain only onl: " children as
“when-necessary” basis. I have done this repeatedly with alcoholics with family evalt
whom I have worked, and have encountered no great difficulties. & ‘b’mgsocit
As treatment continues, plans must eventually be made “to cut ) " g famili
umbilical treatment cord.” As the length of sobriety increases, clients > members W
begin to pick up the threads of their lives and  weave them back into , 3 able to
meaningful fabric. Appointments are spread further and further apar # ring within
so that, instead of seeing the patient once or twice each week, gradually t ~+ gatting, Aft
he is scen once a month, and ultimately is told to come back any time 15 t subsequent
the future he feels the need. This is a new design for living which helps > " fecility.
him to manage his life realistically. As the alcoholic leamns to live with h;, "< . s Following
sobriety, he gains strengths and a greater feeling of independence. ' o find out
The patient and his family need to understand that not all problem, \ relation:ship
disappear when the alcohol ingestion is stopped. Rather, there are ofte:; and their p
many more problems, sometimes of a deeper nature than those which wer. " Le: “When
present while he was drinking. One cannot work with the alcoholic in . ' quently wil
vacuum. Total family therapy is a necessary part of his treatment. 1 " family toos
times the social worker may not see any member of the client’s famiiv r: aspect of v
may see a family member in a separate individual session. But to wor: . family of
effectively with the alcoholic, a different type of approach must be use bolic has be
Family group counseling is often a necessity, as well as alcoholic 2101 ened by th
therapy. This family group therapy often should include the entirc ;.:... “ . slon. This
ily, i.e., spouse, children, and even parents who may be living in the s t" an evaluati
household. 2« _being the £
COUNSELING THE FAMILIES OF ALCOHOLICS 22 should be
What is the family’s mle in the treatment of the alcoholic? Max: ) 7% spouse and
ple have written about various types of families of alcoholics; the: i s sary, the n
given them a numkber of labels. Some have been called "sick famii ¥ a8 in the |
“maladjusted families,” "neurotic families,” etc. However, in my experiovic %72 ¢ In tryin
I prefer to see thewi as disorganized families in which the disruptio: « “#. social worl
the family milieu occurs with the progression of the alcoholic memi .. the alcohol
discase. The dynamic interaction between the family members breaks am . s or are they
because of the chronic addiction of the alcoholic spouse. It has e <z to get him
said that most families wait at least nine years from the time the spou 29" that the fa
first begins to have difficulty with drinking until they seek some type o -8 nd that v
help. During this period a process +f disorganization is cccurring as tw Y diBeculties
problem increases, together with the fact that the family must also harl! Py greater in
the stigma which society places upon the disease of alcoholism. -.J.!'.‘_ It is imy
Initial Evalustion and Planning 25, this disea
when the

In working with the family of an alcoholic, one must see the nur m
alccholic spouse and the children as well. Of course, it is taken as a ger =) fine, that
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Social Casework with the Alcoholic and His Family 219

fact that the very young children will not be seen, but it is my belief that
children as young as nine or ten years of age should be included in the
fwnily evaluation. One of the best evaluation techniques is a home visit
by the social worker. This provides a diagnostic evaluation of the family
iu 2 familiar setting. It should be scheduled at a time when all the family
members will be present, especially the alcoholic spouse. The worker is
then able to evaluate the family dynamics—the interaction which is occur-
rin; within the family milieu in their usual setting, not in an artificial office
wtting. After the initial home visit and evaluation, there is no reason why
wihsequent meetings could not be "eld in the worker's office, agency, or
seility,
¢ollowing the evaluation at the home level, in which an attempt is made
to ind out about the family dynamics, the stability of its interpersonal
relationships, its psychosocial functioning, the roles of family members
i<l their places in the community, an important question must be asked,
t: “When am I going to start to work with this family, and how fre-
ruently will I see them?” It is generally good practice not to see the
family too soon ( before the alcoholic is ready), since timing is an important
wpeet of work with alcoholics. The reason for this is as follows: If the
i. mily of the alcoholic has become involved in treatment before the alco-
lwlic has been able to feel comfortable with his therapist, he will bc threat-
vtied by the family's comments and accusations during the treatment ses-
‘. This is not to say that one should never see the family initially for
An evaluation, just as was done for the patient. It is wiser, however, to
hring the family in at a later point in time if possible. Ultimately, sessions
“liould be held with all the family members present, both the alcobolic
‘louse and the non-alcoholic spouse, together with the children. If neces-
viry, the non-alcoholic spouse can be seen on an individual basis as well
4% in the family group therapy session.

[n trying to evaluate what is occurring within the family milieu, the
‘ocial worker must ask the family members how they view the problem of
the alcohol ingestion by the client. Do they see this only as an annoyance,
"r are they partly satisfied with his behavior when drinking and only wish
10 get him to cut down on his intake? If this is the case, then it is certain
that the family has little or no knowledge about the disease of alcoholism,
ind that when they try to help, they will, in many instances, create more
Uilficulties for the alcoholic member, which in turn often lead him to a
sfeater ingestion of alcohol.

It is imperative for the social worker to impart factual knowledge about
this disease to the family. Furthermore, the family must be aware that
“hen the individual stops drinking, it does not mean that everything is
fine, that there are no longer any problems, or that all crises are over.

i
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o' They must understand the nature of the disease, its implications, and th, { such stages
i fact that crises will occur and can in fact be anticipated to occur more ** alcobolic m
frequently following the stopping of ingestion of alcohol. Furthermore ' members te
the family must not see the cessation of drinking alcobol as a “cure” to g " per. Thisis
of its problems.  alistic goals
: i It is most important in working with alcoholics to evaluate the inter. 7 . in working
H F., action between the family members and to find out how the various mem. wishes to ©
‘. bers view each other’s roles in relation to this problem. In general, chil. é " whatever tl
dren tend to see the father in the role of “someone™ who is in the back. % - Things mu
ground; this is the case when the father is the alcoholic, with the mother 3 overwhelmi
assuming the authoritarian or “head-of-the-house™ role. Many times she 3 family genc
is forced to be the father, the breadwinner, the arbitrator, and so on for - member W
the family. If the children are going through puberty and adolescence family men
during this period, this in itself makes for a great deal of difficulty in their sidered wb
adjustment to life, and must be considered as well. Children are mos: when the ¢
affected by this disease and its impact upon the role of the mother, as !} for “alcoho
as that of the father, since invariably the mother's role becomes stronge: was used t
as the father's weakens; frequently he becomes as another child in (.. drinking, t!
family. I recall one patient who, when he was trying to work towz: * that he wa
sobriety, and had been sober for some time, was sitting at his dinner tabie *. pattern of
when his older boy asked his mother for the kevs to the car for that nich: * bol. These
Father was extremely insulted and said, “How dare you ask your moti:.: . ily membe:
and why shouldn’t you ask me?" and he proceeded to scold his sor. i~ being reali
since he, the father, was head of the household, etc. The hov ‘" period of t
left the table in tears, and the mother later on commented to her hush:n . =
“Won't you realize that this is one of the infrequent times that you nay: ;
been at the dinner table sober and aware of what is going on.”
It is important for families, especially the children, to understana v
is occurring during this time of treatment. The children need to be av.
that there are going to be times when the parent will be extreme!™ :::
table and upset because of his difficulty in maintaining his sobricty. "::
is where interpretation to the family, support, and encouragement <.
i be very beneficial, not only to them but to the alcoholic member of
1- | family. They, in tum, are able to give him the necessary support a:iJ
. encouragement which be needs tn stay sober. He must have this unc.:-
I standing and support of his family along with the support and undersia: .-
| ,’l { ing of the social worker, his employer, and the community.

E i Planning Long-Term Goals
4l One of the most important factors families must leamn is the “settinc o
Hi' goals™ during this period of sobriety. Sometimes families have becn in
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such stages of distress and discomfort during these years that when the
alcobolic member has stopped drinking and has returned to work, family
members tend to set too high a goal for themselves and the alcoholic mem-
bar. This is self-defeating to the alcoholic. Families must know that only re-
alistic goals can be planned in terms of what can be expected and achieved
by someone who has this illness and is striving for his sobriety. Many times,
in ‘vorking with the family, we have to let them know that the alcobolic
wisiies to obtain things for them, desires a better home, better furniture, or
wLatever the economic needs might be, but he isn’t capable of this as yet.
I"<ngs must be taken slowly, for if the goals are set too high they become
ovrrwvhelming to the point that a relapse occurs. When this happens the
fanily generally will revert back to their old way of handling the alcoholic
ime'nber when he was drinking—"rejection.” It is important, then, for
family members to be aware of all the many factors which must be con-
sidered while the alcoholic is being treated. They must be aware that
when the alcohol ingestion is stopped it sometimes takes a year or longer
for “alcoholic thinking” to disappear. This simply means that the patient
was used to handling things in a rigid and extremist manner while he was
crinking, that there was a certain compulsiveness about everything he did,
that he was impulsive and tended to rush into things. This is a learned
maitern of behavior which occurred with his progressive addiction to alco-
20l These behavior patterns tend to continue after sobriety occurs. Fam-
ify members must learn to understand and handle this alcoholic thinking,
being realistic in their approach to its gradual diminution over a long
period of time.
CONCLUSION

Wﬁ they are willing to ac-
cept the ge to use their s techniques in working with them

and their families. It is my belief that our traditional casework methods
re appropriate to use in working with the alcoholics in our population.
Caseworkers in private or public agencies, in hospital settings, or else-
.wl;cre will all encounter alcobolics or members of their family who need
help,
~ Some of the traditional methods, with modification, are very useful tools
tr helping the alcoholic and his family to regain their place in society.
lnmm'ewing, counseling, insight, supportive therapy, to name a few, to-
Jether with an acquired knowledge of the disease and a willingness to
Wnderstand and accept the alcoholic as a sick person, will permit social
workers to make contributions in this vast area of need.

For years our profession has been “urging that socizl work expand on
the basis of a needed service. . . . social workers are now found in industry,
fesearch, urban renewal, peace corps, as consultants to many federal, state

——
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and local governments, as well as in the anti-poverty programs.™ §;
social workers have in the past risen to accept the chnUSngu on thesbl:,m
of need, are we now to ignore the millions of alcoholics and their famiru
who could benefit from our help?
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lanning and is being supplanted by the development of sen..
Emlo hdividuhwhoneedw 2 =,
Each community mental health center will decide on the manner i,
which it provides services for alcoholics and other problem drinkers, by,
in making those decisious, the staffs of the centers can now request techn.
cal ass (ance from the National Center for the Prevention and Control of
Alcobolism. The Consuitation and Training Section of the National Cen,.
ter is hfw!hhmwilhmmuitymhlhnhhmtmpm.
grams and the state grants-in-aid programs to provide encouragement for,
and advice on, the inclusion of alcoholism com ts in their service
programs. As this liaison develops, alcoholism programs—developed 1o
cally—can receive the benefits of knowledge collected nationally as i
relates (o research, the training of manpower, and the content of service

programs.
ALCOHOLISM AND MENTAL HEALTH

By establishing the National Center for the Prevention and Control of
Alcobolism within the framework of the National Institute of Mental
Health, the Federal t has decided, for its practical purposes,
that there is a major relationship between alcoholism and mental health
services.

Some individuals and tions do not agree, and maintain that
alcoholism is not a mental health , but one of “drinking,” or of
willpower, or religious conviction. However, when one accepts the premise
that alcobelism is indeed a mental health problem, the relationships be-
tween mental health and alcoholism are diverse, and are still on a
variety of specific points of view.

Clinically, alcobolism fs seen as an effect and/or a cause of mental dis-
or the individual whose drinking is uncon.
trolled, for his family, his colleagues, and any others affected by his actions.

alcobolism programs, financed in whole or in part by
by the state mental health agency
and in other instances are independent of it.

Legally, the alcoholic is, in some jurisdictions, considered to be ill an!
mentally disabled, while in other places and circumstances he Is subject
to statutes delineating such matters as commitment or a fail sentence.

When he desires treatment, or when treatment is ocdered, the
drinker may be eacouraged to seek treatment or other mental bealth ser-

hospital psychiatric ward or an cutpatient psychiatric
other band, such facilities, by their sdmission and service

policies, may expremly refuse to treat him.
Because of thess, among many other reasons and sttitudes directed (o
ward him, the problem drinker, confused at best, is faced with confusioc
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among the health facilities, the health services, the social agencies, the
courts and the correcticnal |, and the vocational rehabilitation
prozrams existing and operating within his community, as well as by con-
ficting policies of voluntary organizations.

THE ROLE OF THE COMMUNITY MENTAL HEALTH CENTER

Ti¢ community mental health center, taking all these factors into ac-
conne, must decide the size, scope, and content of its program of services
avziizble to the problem drinker. There can be no doubt that services will
be available to him, if the mental health center receives financial support
from the Federal government, since that support is predicated on the
equi:l availability of mental health services provided by the center to all
resicents of the area served by it.

The regulations of the Community Mental Health Centers Act, under
which grants are awarded to centers, require that the center provide ser-
vices of high quality to community residents, without discrimination as
to 1ace, ability to pay or not to pay, length of residence in the area, or the
t\pe or severity of emotional disturbance or mental disorder.

Uetore deciding, then, how to serve the patient whose primary diagnosis
may e alcoholism, schizophrenia, mild anxicty, deep depression, or an
cute suicidal crisis, it is fint necessary to understand the concepts on
which the entire national meatal health program and the community-
bued service program were developed.

Dy 1963 it was obvious that treatment of the mentally ill was, in large
measure, ignoring the available knowledge about treatment, and was set-
ting in tco many instances for im care that was arily cus-
dial and, by its focus on large and isolated institutionalized settings,
slten harmful rather than curative,

Very simply, the concepts of the community mental health center were
developed on these premises:

That a community could and should provida treatment for men-
tal iliness and services to promote mental health within that com-
munity;

That at least five basic services were necesiary—inpatient service,
outpatient servics, | hospitalization, rmergency service, and
conultative and educational services;

That cach individual patient should be t-eated at any given day
in the service most a te for him it terms of the nature and
‘everity of his illness, and that he shou'd be transferred without
delay to any of the other services when his recovery or regression

_Indicated need for such a transfer,

Vhen 4 community mental bealth cencer provides these elements of

P
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HEALTH INSURANCE COVERAGE FOR ALCOHOLISM:

STATE LEGISLATIVE AND REGULATORY ACTIVITIES

I. INTRODUCTION

This report is one of a s~tries whose purpose is to explore and provide
information on the various facets surrounding health insurance coverage for
nlcoholiu.l'2 These reports have been prepared for and sponsored by the

National Institute on Alcohol Abuse and Alcoholism (NIAAA) as a part of
their effort to enhance third-party payments for alcoholism ttlltllnt.z

The NIAAA and its predecessor, The National Center for Prevention and

Control of Alcoholism have long maintained an acute interest in the develop-

ment of health insurance coverage for alcoholism. Preliminary studies {n

1968 and 1972 served to provide baseline information on the nature and extent

of health insurance coverage for alcoholism; {mportantly they (denti{fied

major factors critical to more effective utilization of this health service

payment uuchanil-.l'z For example, the 1972 study concluded that:

(1) public and private insurers lag behind expressed or implicit service
needs; (2) the i{nsurance industry emphasizes hospital care as the treatment
arena for alcoholism in spite of other less expensive alternatives; (3) the
{nsurance industry frequently applies sanctions against claias for alcoholism
treatment per se, yet appears to condone the use of pseudo-diagnoses which
are used as a cover for alcoholism treatmsent; and (3) the costs of treating
alcoholism (which are in fact poorly known) are frequently used as arguments
against undervriting this condition.
Following these studies the NIAAA (n late 1972 began to formulate a

comprehensive work progras designed to ultimately maximize third=-party



payments for alcoholism focused on the development and costs of model health
insurance benefit provisions, and the development of alcoholism treatment
standards.* Another element of the work program which is the subject of
this report, concerns the development and status of state insurance regula-
tions specifically dealing with insurance benefits for the treatment of
alcoholism. This report details the findings of a national survey of state
insurance regulatory agencies as vell as interviewvs vith legislacors from
states in which legislation pertaining to health {nsurance coverage for

alcoholism {s pending or has been enacted.

*See for exanple J. 8. Hallan, "Health Insurance Coverage for Alcoholism:
Model Benefit Provisions,” unpublished repor:t prepared for the Mational
Institute on Alcohol Abuse and Alcoholism, 197], .




IT. SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

This study has examined the nature and extent of state legislative and
regulatory activities concerning health insurance coverage for alcoholism.
State irsurance regulatory agencies were queries via a mailout questionnaire.
Legislative activities were examined through structured interviews with state
legislative officials.

The study revealed that only four states (Illinois, Massachusetts,
Minnesota, and Wisconsin) have passed some form of cnabling legislation or
statute concerning mandatory inclusion of health {nsurance benefits for
alcoholism. Comparison of enabling legislation hetween these four states
reveals that all require mandatory inclusion of alcoholism treatment henefits

. for group insurance plans wvhile only one state (Massachusetts) requires such
coverage in individual plans. Actual benefits provided by the enabling legia-
lation among the four states range from no specification to a fixed number
of inpatient days of care; only one state requires outpatient care. State
regulations promulgated from existing statutes contain essentially the same
language as the enabling legislation, L.e. there has been no expansive or
narrow {nterpretation of enabling legislation by regulatory agencies.

Six states (Alaska, Michigan, Mississippi, Nebraska, Oregon, and
Washington) were found to have legislation pending concerning health {nsurance
coverage for alcoholism. The pending legislation i{s encouraging I(nasmuch as
a) four out of the six states vill require coverage (n {ndividual plans (as
vell as group plans), and b) four states vill require the provision of out=~
patient benefits,

. Finaliy, only one state (Arkansas) vhich has no nev or pending legislation

concerning health insurance coverage for alcoholism (s planning the development




-l
of regulations in this area. Apnarently sufficiently broad statutory
authority exists for the Arkansas Insurance Department to take this step.
About 90 percent of the state respondents however do not currently have
such authority. It should be noted that none of the states vith existing
regulations or pending legislation make any explicit provisions for inter-
mediate care.
Regulatory agency information needs, operations and perceptions regard-
{ing health {nsurance coverage for alcoholism may he summarized as follows:
(1) Those states with existing regulations have used information from
a variety of sources as an aid (n regulation development: uniform
regulacory language was considered useful in such efforts,
(2) Little useful {nformation concerning treatment costs, benefit pay-
ments or carrier effectiveness in handling claims is being collected,
(3) A majority of respondent states not only perceive that health
{nsurance should provide coverage for alcoholism but also that
statutes/regulations are necessary to assure such coverage, and
(4) Most states felt that current regulations do not assure adequate
covarage for alcoholism coverage.
Intervievs vith legislative officials of eight states revealed:
(1) Legislation {n most cases vas originated dy persons vith a professional
or intense personal interest i{n this area.
(2) Lagislators operate from a less than {deal position inasmuch as little
{nformation (s available to them vhich allows for adequate preparation

of legislation.

()) The insurance carrier indusiry has i{n general moved from a position
of active opposition of health insurance coverage for alcoholism to
a position of providing useful information and aid (n the preparation .
of lemislation.

(4) Labor and sanagement groups have deen supportive of this type of
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legislation and have in general not expressed concern with treatment
costs.

(5) Ho;pital and physician groups have favored legislation which speci-
fied hospital treatment by qualified physicians.

(6) In the past outpatient benefit provisions have received little
support although the picture is changing as evidenced by pending
legislation in the various states.

Thus in susmary it appears that state efforts to achieve health insurance
coverage for alcoholism are only beginning. While only four states have en-
acted legislation and six states have pending legislation, the majority of
state regulatory agencies {ndicated the desirability of such legislation.
Unfortunately the benefits assured by either passed or pending legislation
are quite varied vith =in{mal esphasis on {ndividual contracts and more
{=portantly on care received {n an outpatient setting.

Conclusions suggested from the study include

(1) that there {s {ndication of the carrier {ndustry reaponding to the
expressed concern of the public,

(2) that traditional health care providers are advocates of only
traditional forms of care ({.e. (npatient, physician based treatment),

()) that there (s a need to provide legislators with accurate and timely
information on the status of health insurance consumers and the
emerging forms of care vhich are not of an inpatient nature,

(4) that state legislation (s perhaps the most promising sethod of
Assuring adequate third-party pavrments from the private health
insurarce sector for alcobolism treatment, and

(5) that state legislation concerning health (nsurance coverage for

alcoholisn should have as a minimum provieion vhich requires that

alcoholain be covered as any physical disease {a covered and as a
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maximum precise specifications for inpacient and outpatient coverage.
Nraft model regulatory language embodying these conclusions will be
found in Appendix C to this report.

It vould appear that an effective program concerning third-party payment
sechanises for alcoholism can best be mounted i{n an arena of cooperation and
sharing of information; therefore,

(1) It {s recommended that the National Institute on Alcohol Abuse and

Alcoholism comsider the establishment of an {n-house staff position

and a consultation group to actively seek out and provide consultation

to sctates vhich are considering or have legislation pending concerning

health {nsurance coverage for alcoholism. It will be the function

of this group o

(a) develop a background package of materials (including a glossary, .
treatsent cost data, experiences of other statss, legislative
language, etc.) to aid i{n the development of legislacion appro-
priate for the state,

(b) to schedule meetings (on a routine basis) with the various
legislators to provide information and suppors, and

(¢) provide an incerface between the i(nsurance carrier industry and
the Mational Institute om Alcohol Aduse and Alcoholisa.

(2) It 1is also recommended that the Matiomal I[nstitute on Alcohol Abuse
and Alcoholsim consider the sponsoring of a series of regiomal
seminars concerning the development of legislation for health iasurance
coverage for alcoholism, Potential attendees would de legislators and
regulatory agency of ficials. T™he seminars would include a didactic
presentation of existing and pending legislative efforts and thelr .
ramifications, alternative sethods of treatment of alcoholics, treat-

sent costs, and desirshle health lnsurmace coverase for alcoholism,
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ITII. BACKCROUND

As alluded to above, interest in state regulation of health insurance

coverage for alcoholism stemmed from recognition of (1) state authority and
ability to impose or specify minimum health insurance benefits vendered by
carriers operating within state boundaries, and (2) a growing interest by
state legislatures in promulgating statutes which deal with health insurance
coverage for alcoholism. For the purpose of this report, it is useful to
explicate several salient aspects of the establishment and operational
history of state regulatory insurance agencies or insurance departments.
(More detalled explanations can be found in the many texts concerning in-
surance regulation, tax:stion and investments -- see for example: E. J.

Faulkner, Health I[nsurance, Nev York: McCGraw Hill Book Co., 1960.) During

the early history of the United States the regulation of insurance was
viewed as a pover reserved for the states and beginning in the 1850's state
agencies were charged with the responsibility of {nsurance regulation. In
1945, the McCarron-Ferguson Act (P.L. 15 of the 79th Congress) formally
recognized the right of states to regulate and tax the business of {nsurance.?
Because of the potential regulatory diversity among the various states, the
National Assoclation of (State) Insurance Commissioners vas formed and over
the years has done such to establish adequacy and uniformity.

in general states are empovered to regulate the nature and extent of
insurance coantracts, the cost of insurance and the conduct of the i(nsurance
carrier (i.e. policy, price, and procedure). In the area of policy, the
National as.oclation of Insurance Commissioners has been instrumental in the

davelopment of unifora guides for accident and sickness benefit provisions;

it has not, howvever, recommended ainisum bdenefit provisions because of a
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The current status of state legislation relating to health insurance

coverage for alcoholion as of February, 1974 is presented by state in
Tadle J; Tables ] and & provide summaries of existing and pending state
legislation respectively, As may be seen from Tadle 2 & majority of

the states Nave selther enacted nor have pending legislation concerning
health Inewrance coversss for alcoholism. Only fowr states (1ilisols,
Fassachwe. 1o, Wismesota, and Viecensin) Nave passed some form of esablisg
legialation or statute oomcersing nandatory provialon of Sealth Isesrance
benefite for aloshallon (see Tadle 1), Comparises of esloting leglela=
TRoS Detveen theae Tour states s ahown I8 "able ) revsals (a1 ol re=
PRire Aaendatary Intivelon of sloahalion trearment benefits wnder growe
Inentamie piane while only one atate Messaihuset1a) Popuites swih cpvers
B andet InBivideel plame,  Tarh of the fowr s1ates teaultes Tapat lent
DemeTEre In el repsiations . whlie maly the Mate of Messathmeette
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STATE LEGISLATION RELATING TO MEALTH INSURANCE COVERAGE FOK ALCOIOLISHM AS OF FEBRUARY 1974

Bo lLegls-
lation In Legislation In Legislation
Frocess of Process baacted

Enected = Sesste Mouss Inte lev  ___ Wature of Flanned or Existing legislation
X
Passed TFending Requires that all group kealth and disability Insurance
policies provide bencfits for Inpatient alcoholism care
In & hospital or Lreatsent facllity licensed by the
state as & comprebensive Intensive Lrealmeal care
facility for alcebollics.)

AR | JimA
ABEABLAS
CALITORN|A
€4 NOALS)
CommgCY | QY
L8] AMABS
nosiba
CEam. (A
LE
1taam.
LLImals Pegulires all growp acclident and health Insuramce to
provide Inpationt hoaplital coversge for alcobalise
treatnent . Covered Lrealnent mest be provided In &
state Hicensed m;ul of slate spproved aloahelian
Lteatment faclliny.
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TARLE 2 centinued

Nature of Planned or Existing Legislation

No Legls-
lation In lLegislation in Legislation
Process or Process Enacted
ate Enscted =  Senste House into lLav
MASSACHUSETTS 1973
NICHIGAN Pending Passed
LAb R EY 1973

Requires group health insurance policies, group or non-
group esployee health and welfare funds, individual or
group hospital service contracts and individual or ;roup
medical service contracts provide minimum inpatient
benefits of 30 days per year and minimum outpatient
benefits of $500 per year. Facilities must be s0
licensed by the State Department of Public Mealth.)

Requires individual Insurance policies to offer coverage
for inpatient treatment of alcoholism and drug abuse, and
requires all group disability insurance policles to pro-
vide coverage for Inpatient and outpatient treatsent of
alcobollsn and drug sbuse, hclllt!u must be approved
by the Department of Public Mealth %4

Kequires pon-profit medical care corporations to of fer
benellts for growp subscribers for the Inpatient or out-
patient treatnent of alcoboliss and drug sbuse by a ;
licensed physiclan or osteopathic practitioner in a
facility spproved by the Department of Public Mealth.4b

Fermits non-profit hospital service corporations to
enter Into contracts for alcobolliom and drug abuse
treatment with & llcensed facility approved by the
Pepartment of Peblic Bealth vhich provides Inpatiest

Of owtpatient care for alcobollen snd drug abuse and
WhIch meets the atandards set by the son-profit hospjtal
setvice corporation for sweh contracting facilities,

Regquires all grow bealth, sedical, bospitallsation,

sccident or alchness Insvtance policles or plans Lo

provide for treatnent of alcoholion In o Jlcensed hospital

of & licenssd realdential primary Ursatsent progran.

Coverage shall be o nintnem of 20 percent of total patient _
days altdr-l Wy ke policy snd meat be at least 78 days i




State

MISSISSIPPI

NISSOURL
MONTANA
NEBRASKA

NEVADA

NEW MANFSMIRE
NEN JERSEY

MO REXICO
NEM YoRk
NORTH CAROLINA
BOKTNW DAKOTA
oMio

OKLANIA
OREXON

FENRSTLVAKIA
DL | $1LAND
SOUTH CANOY | RA
SOUTH DAMOTA
TYRNESSER
TE1AS

vyam

vERsRwY
Vincinia

No Legls-
latlon in
Process or

Enacted o]

R B B _B_B_B_8_§_}

S b e e e e =

Lagislation in

Process
Senate  louse
Passed Pending

Pending in the
single Nebraska

legislative body

Pend i ng

lagislation
Enacted
into lawv

Nature of Flanned or Existing Legislation

- ——

Nequiraes that all group and nongroup accldent or health
Insurance policlies provide benefits for the care and treat-
sant of alcoholism on the same basis as other health
service benefits. Individual policy koldari have the
option to reject alcoholism banefits.

Requires group and Individual accident and sickness
insurance contract, policy, or certificate to provide
hospital treatment of alcoholisa. A hospital as uscd
here is any facility providing inpatient alcoholisms
treatment and )icensed by the Department of Mealth.’

- -

Requites group health Insurers to provide benefllts for
nental and nervous conditiona. Beneflls susl Include a
sinisun of )0 Snpatient bosplital days per year and 50
percent of major sedical expenses (wp to & sanimm of
$300 per year) while recelving non Inpatient care,
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No Leglis-
lation in Legislation in Legislation
Process or Procoss Enacted
State Enacted Senate House into Law Nature of Planned or Existing Legislation
WASHINGTON Pending Passed Requires all group disability insurance contracts
(including those of a health maintenance organization
nature) to provide benefits if care is received in an
approved treatment facility or a facility accredited
by the State's Department of Social and Health Services.
All extended or major medical policies uh;th.r group or
individual must contain similar benefits.
WEST VIRGINIA X
WISCONSIN 1972 Requires all group acclident and sickness contracts to
provide inpatient hospital care benefits for alcoholisn
of a "substantially" equal nature to those provided for
treatment of mental or nervous conditions or other
general conditions.l0
WYOMING X
DISTRICY OF
COLUMBIA X
PFUERTO RICO X

-‘l-

IAlaskan Senate Bill No. )5, Alaskan Senate, 197).

Irublic Act 78-767, Ceneral Assembly State of 1llinois, 1973,
Ychapters 175, 1764, 1768, Ceneral Lavs of the Commonvealth of Nassachusetts, 1973,
Soouse BI1L 0526), Michigan Wouse of Representatives, 1974,
bMouse BI11 #5090, Michigan Mouse of Representatives, 1974,

$CHouse BILL #5391, Michigan Mouse of Representatives, 1974,
Sjenate File o, 1893, Ninnesota State Senate, 1973,

Ssenate BILL Mo, 1746, Misslssippl Senate, 1974,

Tiegislative Bill 127 end amendusats, Legislature of Nebrasha, 197).
Senate Bill 176, Oregon Legislative Assenbly, 197),

Nouse RI11 Mo, 1077, Vashingtou Mouse of Represestatives, 1974,
10chapter 325, Laws of 1971, State of Misconsin, 1972,




TABLE ) |

SUMMARY OF EXISTING STATE LEGISLATION CONCERNING HFALTH INSURANCE COVERAGE POK ALCOMOLISM AS OF FEBRUARY 1974 !

Insurance Inpatient Outpatient
Contracts Individual Group Place Place
State Covered Coverage = Coverage Banafits of Care aflts of Care
Illinola Accldent & health No Yes Not specified State Not covered ——
licensed
hospital
\
Massachusetts lealth Insurance Yo Yes 30 days Facilicy $500/yr. Facility
Employee b walfare aluinus llconsed ninisus licensed
funda Yea Yesu by state by state
Hospital service Yes Yes
Hedical service Yes Yes
. = = - — ‘.
Minnesota Fealth Mo Yes Miniwus of 201 State Mot covered cee 1
ledical Mo Yes of total days licensed
Hospitallzation Mo Yes provided for In hosp. or
Ac ‘ident or sickness Mo Yes pollicy. Hust Lbe stlate
a sinimus of licensed
I8 days/year. residentlal '
prinary
trealnent
Progras
Visconsin Accldent & slckness hoo Yes Substantially Hospltal Mot covered e
equal to policy |
provisions for ‘

wentlal or netfvous
condltlons or
oibher general

- e e ———————— ——————— L ——— i




TABLE 4

JUMMARY OF PENDING STATE LEGISLATION CONCERNING MEALTH IASUKANCE COVERAGE FOR ALCOHOLISH AS OF FEBRUARY 1974

Bl s d S i —

Insurance
Contracts Individual Group Inpatient Qutpatient
State Covered Coverage Coverage Benefits Place of Care Benefits Place of Care
Alaska Health & Disability No Yes Not Hospital or state None -
specified licensed compre-
hensive Intensive
treatment care
facility
Nichigan Health & Disability Yes You Not Facllity approved (Group only) Care provided
specified by Scate Dept. of Not by llicensed
Public Mealth for specified physician or
hospitalization or osteopathic
treatsent practitioner
in facility
spproved by
State Dept. of
Pg_»?“; Health
Missinsippl Accident & Mealth Yes Yes Sane as other health service Sane as other health service
(But may be benefits In policy benefits in pollcy
rejected by
e putchaser) , _— o .
Nebraska Acclident b Yea Yes Mot State licensed Kane .
Slcknosa specified hosplital or
facility vhich
can provide In=
patient alcobollian
e — g e LEALRERL —
Ofegon Health Yor Yew W days Kot specifled 2 of major e
il medical care
— - - —— T T 571 T 5 S
Mashington Disablility & oie Yes b Approved Lreat~ ot Approved Lreat=
Prepald Contracts specified nent facility or specified ment facility
s fachlity sccred- or a4 faciiie
ited by the state atcredited M
the atate
Estonded Care Tes Tes _ - = .
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for alcoholisn s pendine in the scates of Alaska, Michigan, Misalssippi,
Hebraska, Nregon, and Yashington. Should the pending lexislation pass in
the current form, each of these states vill provide for alcoholism treac~
nent benefits under gtroup insurance plans! in addition, the staces of
Michigan, Yebraska, and Vashington maka such bdenefits mandatory under
individual fasurance plans. “hile all of the states specify iopatient
coverane for alcoholism treatment, only the states of Alaska and Nehraska
do not provide for outpatient care, Tour of the six states vith pending
legislation do not specify actual invatient bdenefits to Ye provided:

Oregon specifies that a nialmum of )0 davs of inpatient care must Ne pto-
vided vhille Misalaalonl requires that such Setefits bde sgual to that of
other Nealth service denefits In a gives pollcy. MNutpatient Semefits are

in general sot specified by these slates, vith the exception of Miselsaipsl
which requires that policies mudt provide the same outpatient beneflits as
provided for other conditions 18 a given policy. In general sroposed legls-
Lation specifies that treatmeat mest Se provided (a & Nespital or facliity
WLEN hae Meen sparoved of Liceneed My the slate 1o sperate as smeh, The
pending leglalative sffarta amomg 1he Tariows states are encowfagisg
inaemecy a8 (1) four out of the sls states fequires coverass wnder Individeal
plane (as welil 4o grows slane), and (1) fowr states reguife the prevision

#f swtsatient Semefits.

S Llatws of Sigte leguistione” Toaceraiag Sesild iawreate {everege
Lot sigeteiien

™he statws of feguiations comterning Mealih inewrente tevetegs fof

sloshaiion 18 srecested 18 Taties § =« 10, A8 s be seen fre) Tadie 3,

Pirate teeslations ars 14 e Alstinpviehed from stats statutes of
saatling leaielation, Leaielatiom fe 08 affedt & srecwtest of fopsistions
topsiatione are steorssigated (08 180e Imeiente V¥ slatle imextancs fepsiateoty
pponcios) snd a0 e h st s iedt 1@ sebameive of Sartew Iaterstetaties,
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TAMLE 3

STATUS OF STATE® RICULATIONS CONCINNINC
HEALTH INSURANCE COVERACE TOR ALCOWOLISN

Ealsting regulations «
Flasalvy regulations

o regulations is effect &7

. Vabuows &

Slaciedss District of Colundia aad Pearts Hice

Soufce! Sealth (aewranie Coverage for Aloehel s
Swrvey data, 1974,
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SURSUARY OF EXISTING AND FLANKED RECULATIONS CONCERNING MEALTH INSURANCE COVERAGE BY STATE

State
linols

Tasanbuactle
Mimncoata
Viscomain
Arbansoe

Risslscippl

Somrcei  Bealth Inswronce Coverage for Alcobollam Survey Data and Intervievs at State Legislatures.

Nas Existing
Begulations

Yea
Yea
Yea

Yes

Regulations
are being

Yes

Yea

‘Imtluu Outpatient Other

1

Care Care Care
Yes %o o
Yes Yes o
Yes Wr %
Yes Yo %o

npatient Outpatient Other
Care Care _ Care
o %o Yo
Yes Yes Yea
%o %o o
no No %o

(L]

(In sarly plasning stages =~ no specific information avallable) v

(Enabling legislation alloving developnent of regulations vas

enacled after recelpt of questionnalre,)
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SATURE OF PLANNED STATE SPALYN ISGRRANCE BECRLATIONS CORCEANING ORIFRfieNT Cadd FOR ALC0808 18
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TARLE 11

FOOURY OF DATA COLLICTED Y STATE INSURANCE ACDNCILS
CONCIRNING XEALTH INSURANCT COVERACE TOR ALCONOLISM

Fercent of States

Pate Ares Seilegting Deta
Senefits Hald out for treatseat
of alooh Liem ]
Cost of scoshsliion Lrsataent s

fifectivenass of carrisr ia
hateiing clalme

4 series of peesilons wets ssbed fegerding Perieptione of state
inbufanis ageniies comierning Meailh inevifanie crverage Taf o, ahe)im
b6 Mhwm Bn Tabie B0 D1 ahenid be meted 1het sbawt 85 percent #f the
Inestanis sgeniios tesponding Indioated 1hat Met iy shenid heaith
ihevtenie provide dovetages Tof Aloomeiion bad 1had statutes and of togys
SALEORE AP B8 Tt Selsesery 18 shewte s evetage .  Latereatingis
Rir st DT pervent of respondents Iadiceted 1het Their reguiet bane
Sevvts sdepuete trverage ot aldeheiion treetmend .  Tisai’s, showt 1hdses
pusttete of e teaponding seenties TAiceted Thet Weaith Lhewt sie
HEMetaes Taf AlaeRalien Whessd b PreRiaed Tor ek IaEvideal e grewe

PRLities Teee Taaie 30
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TARLE 12

SUMMARY OF ACENCY PERCEFTIONS CONCERNINC
HEALTH INSURANCE COVERACE FOR ALCOMOLISH

Percent of Ssates

Arsa Yes o
Should health ineurance provide
coverage for alcobolien! 87 13
Are statutes and regulations
BECessATY Lo aseure health
insurance coverage for
alcoboliam’ L 13
S0 current regulations assure
adeqgualte coverage for alcobolisn
treatpent’ 27 bh

fams

ACERCY FRACDPTIONS BICADING MLOOMOLISN COvERACE
SNDER CAONT O DNDITIONAL CONTRACTS

Desired Torn Pervent of
of Cesitecl Sespondents
Crowy only i3
Individeal iy B
Coomp wd Il ividusg %




iglative ®
Legislators {n eight states vhich have considered or are considering
legislation comcerning health insurance coverage for alcoholism vere
iaterviewed to gather informaticn om various facets of the leglalative
Process. States visited included Alaska, Illinols, Massechusetts,
Michigan, Miselsaippl, Nehraska, Vashinaton, and Visconsin. Althoued
the sample of states intervieved (s small & plcture emerpes a8 follove:
(1) Origin of Legislation
The origin of the wvarious passed or pending is sulte variasle,
ia one inetance dlssatisfaction vith & state emploves insurance plas
WALEA provided 20 Nealth lssurasnce coverage for alooholiem vas 4 Sasls
for leatslation. Ia ssother state there vas an exsressed fesling that
Federal aloobolion programe were of a demonetration sature or Mard 1o
find 5y the pomeral pebilc and conid be termimated st any point in
tinecstherefore, som IALrd-party sayment mechanisn had 1o S develone”
ia twe states legislation come abowt a8 & result of special stwdy cone
miselons. Fimaliy, (1 appears 18aL Stale senators of representatives

e erigisated this type of jeglalation have slther & professions
Alenee peremmal Aterest 13 the area of alesdeliien.

(1) Ietdaizal iafersetiss Seed in Preperatios of legislstiss

Little tee™mical (aformetion tonceraing Mealth [newtance cavetags
for alostalilon Sas heen aevaliodls 18 heee logislators vae Save spane
soted ot stiginated leglealation 18 180e arsa. 18 & sueber of fases
he Vietonsin Yiil wee weed a0 & poneral pulde (nasmud se 1t wae the

FRret legialation paseed ia 18 Taited “tates. Mier states Savs

folied oy repatis Feom (aestehie catriors, and 1he Mationel “mweil

o5 ALealhaiien. Meet of 1hess teperie arparestic stesentisd the S0 Mien




of alcoholisn In general terma] in certain instances the costs ol
treatment vere estimated., In several (natances (nformation provided
hy one professional organization focused on the hard core alcoholic
and failed to indicate the potential betefits of early intervention,
(3) Legislation Provisions

Considerable variation existed in the benefit proviciona developed
and supported by legislators, Legislators seemed supportive of a
rangs of vievs concerning the nature and extent of health insurance
coverage for alcoholiam, l.e, benefit provisions run from specifying
that alcoholiom must be covered In & nasner similar to physical
diseases 10 an outright specification of days of care or a nunber of
outpatient wisite or dollar expenditures. A majority of iatervievees

. favor inpatient coverags only.

(4) tagisiative Feer Swpport

ose leglslators intervieved Indicated that there vas generally
an evpression of swpport for thls leglslation from leglelative peers)
WAt moRewprort lve comments have concerned the ares of costs of treats
ment and Insurasce cartlief coets, Arpuneats My peers concerning
treataent coste Bave fraguently bees overcome throwes Alscssslion of
the costl advantage of sarly Intervention,
($) Lebbving Activities

Interviove alse forwsed on Ldentification of loddying erows
slthet for of against swh loglelation. Ia gemeral 1hete Sas been no
sifemusge spposition ¢« the leglelation slther passed or pending. In
several states 1he (aentants cattier Indestrs Nas appatent iy mrved

. from on Initial positien of oppoeition fo sseh loglelation 1o & witls

Hate poeltion of swppart. Thelr posltione teflsctod prefetonce 1o




=)=
ald in the developsent of plausidle leglalation aa long 48 a greund-
svell of support for such legislacion exists. Support of a formal and
an informal nature have included the Mational Council on Alesholisn,
various religious groups, labor unions, menagement, hospital associ-
ations, medical socleties, mental health socleties, and otder
alcoholism professional groups. Little concarn over treatoent costs
has Seen axpressed by lador or senagesent groups. Certals grouss
have informally pressed for elther exsansion or sarroving the sroposed
legislation., s certals cases religlous and AL groups Mave opposed
legislation from the standpolnt that pending leglslation vas too re-
strictive and Bave stessed for expanding of legislation. 13 other
inatances, hospital assoclations and nedical societies pressed for
the sarreving of the pending leglslation to limit coverage to hospital
Apatient treataent wnder the care of o eualifled physician,
(6) Legislative Process

I ey factor assoclated with slther passage of the Sill or
movenent of the il from one leglalative howee 1o saother Nos Yeen
the evtent smd Intesaity of followwe ¥ the arizisators of the legle~

latien. Mewy of the leglalators (aterviewed indicated 1hat satesalys

reetings sad distusalons vafs secessary 1o seenrs affsctive processisg

of the lsalslatim,
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Ol %o, Af=8T Man-n

Agetcy aamw |

Dept. or division:

Street address!

State & 2ip codel

Telephone %o,

Sane & Litle of
peteon compleling form!

A ACENCY FUNCTIONS AW MOUATIONS

(1) Flease smmarite, a8 Sriefly s potalble, the major famctions of your
depattment |

. Flease indicate the saturs of Lype of Inswrsnce (hat Lo teguiated by o
depattment

: Yo %o
) Life e) Moyvelcion of otdet heallh
b Astomeblie petonnmel setvices
£) Diaadiiiny Coowmp contfacte
4) Bospital care individaal contratte
Crowp comttate ) Mdwr-Plosss spocifly
Iadividsal conttacts

Mosld i1 b mevessaty 19 (halgs of swimesl (he selsting dlatwlee of yowt
slate in order 1o dovelop o Iapiement rogsiallone Tepuiting 1hatl heailh
Inentanie contracts provide some farm of cevetage ot Ihe (reatseat »f

aloamalion’ - —Tet (plesss swpisin)

Boes powt sgeniy have fegsietione —T0 (LF posaibie, pissss alish »
whEEh mperify, delimit, of in oy oy of 1he repnietions)

shet wey affedt dsallh [aowtonis Plassed ot 801 in of feut (44
bomalile ot tavetage for Lisatlomel posaibis, pissse afltiech & topy

of montgl condiiiome’ of 1he draft regniations)
Nome §a of fout

Pass powt agoncy have foguisl ione T ® LRF posaibis, pissss Mish &
whieh spedify, delimit, ot sleys ey of the tegaielione
wise affedt Bealth inoviehie homes Plamed et St I offect (if
Fits ot tovetags (ot (reatmend of poeeibis, plesce atlewh o topy
Siteheiiom’ of 1he 2ralt reguietions)

See % affecy (ekip 19 Sedtion )

—_—— - -




(8} Flease indicate the type of Bealth —imdividual health (asuramce contfat o
insurance comtracts which are — 0w Boallh inSuracce cOMCrocis .
affected by your evisting or —hath types of comtracts
? enned regulations concerning —rtogulation dees sat specify type
treatasat of alcedulism, of coatract

Other (plesse specify)

96 youtr existing of plammed Meallh Insurance regulatises ceacerniag treatmeat
of alcodmliiom specify provisiea fer!

a) INPATIENY CARK? Yoo « Lf yeo, plsase Shesh plaies of
Lresiment seecifiod by the iee oad
which et be previded ¥y e (aswranies Omatract.

0 %ﬂmﬂul_mmm
-t AR Y

weatal Mepital
Commmity soatal Mealt)d conter
Alcodalion trestseal coaler
—T2er (plesse specily)
i) Tisses descride any gisipy (spstjont bemefits WMieh muet be provided
N a8 Laoursace oostrect:

oALES el b previded ¥ = Iasurance reattect.

i)
Ouipet ionl dopartment of haopital
Treleton" s offlae
Mot (pilssee aporify)

i) Tissss dositide avy Sinigup Ssirgiisst Memelits ohidh swel Yo previded
i® e lAewtenie ettt

oo o T se, plesss inlicels 1he
bod ¥y e mﬂauuﬂmmm
siaioum onefite ohiih oot Yo ptovided ¥ o

¢) romat OF CaAg ¥
=

f T ete sge:
: . =
oLt

I et agemiy hee seiating feguialione tomiething healill imevienie tevetage
fod slaadaiion e o have oy Joaone Te il Thees teguistiione Meing 1he
#erd tew peade’ )

— O (Bines desitile)
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Flease check the siurces of information vhich have been (or are expected to
be) useful In the development of regulations concerning health insurance:

Professional organizations or soclieties
Lobbying growes

Consumer sources

Expert comsultants
Tederal govermmest
National Association of lasurance Commissioners
Other (ploase specify)

Wowid Inlormation concerning alternative methods of nplnuq health insurance
toverage for alcobelion S of uwee (0 your department! Yes.
If you, in what form vould the information b most belpfu ? (Check all that

apiy.)

Beportes om activities I8 other states
Lepett comenltation aad advice on specific problens
"Model™ regulations
Other (please specify) s

-

Flease indicate the statue of yowr statle leglislation concerning heallh
Insntance covetage for alosholliom:

S leglalation comsldered within the past year

Sone leglalotion already In enlstonce prior to one vear ago (please

desctide Mrisfly delow)

Leglialation plasned, of peonding (please describe driefly delow)
Leglialation rejected during the poast year (plesse descride driefly belov)

beglelation snacted duting the past year (plesse describe driefly belov--

Intinding the date om oAlch (L goes Iale offect)

Fiesse indicate the leglisletive comitteoes which are of Mave been active in
developing leoglalation conterning Meallh Inswrence coverage for alcobolien:

Sene of Commitise Bene of Commities Chairmes if tscwn




