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PREFACE

The National Institute on Alcohoi Abuse and Aicohoiism
(NIAAA) often receives requests for guidance Iin planning and
developing community alcohoiism services.

While NIAAA no longer provides direct funding for
alcohoiism services, we are required to provide technical
assistance to States, including pubiic and private entities wishing
to improve alcohollsm services for their communities. Improving
the delivery of quality alcohoiism services is a high priority for the
Federal Government.

NIAAA believes that this publication—A Guide to Planning
Alcoholism Treatment Programs—will help you get your own com-
munity's alcoholism service program off to a good start. The Guide
inciudes Information from the alcoholism literature and from inter-
views with peopie In State aicoholism agencies, major professional
associlations, and public and private service programs.

The Guide Is designed (1) to provide an overview of the many
considerations invoived in starting and operating a program and (2)
to Iidentify resources that can offer more Indepth information.
You're probably interested in helping peopie who are Iin particular
groups, so extra attention Is given to issues reiated to serving
speclal populations currently underrepresented in aicoholism serv-
Iices programs: elderly, youth, American Indians, black Americans,
muitidisabled, Asian/Pacific Americans, Hispanic Americans, and
women.

The Guide wiil be especiaily helpful if you want to deveiop
services that would be supported by pubiic funding or be operated
by nonprofit organizations. Because States and counties have their
own regulations and procedures, we urge you to start your planning
by contacting your county heaith department and your State agency
responsibie for alcoholism treatment and prevention services.

State and local government agencies and your iocal com-
munities are concerned about the quality of care avallabie to those
who have probiems with excessive alcohol use and abuse. Often,
State and local agencies have pubiished their own guidebooks that
outiine requirements and provide recommendations about steps to
foliow in developing alcoholism services.

Materlials and other resources are avaliable from NIAAA,
from major national alcohollsm organizations, and from counselor
certification and accrediting groups concerned about standards for
alcoholism treatment, prevention, and program operations. These
materials and resources are listed in Appendix A and Appendix B

1
5]



The National Institute on Alcohol Abuse and Alcoholism
hopes the Gulde wlil help you—and all of us—in our common effort
to make quallty alcoholism services avallable for alcohollc persons
and their famllies throughout the Natlon.

Lois Chatham, Ph.D.

Director

Division of Extramural Research

Natlonal Institute on Alcohol Abuse and
Alcoholism

Fleetwood Roberts, Jr.

Chlef, Technical Assistance Branch

Divislon of Extramural Research

Natlonal Institute on Alcohol Abuse and
Alcohollsm

v



ACKNOWLEDGMENTS

Alcoholism program experts from across the country made in-
vaiuable contributions to the manuscript during the pubiication’s early
stages of deveiopment. These individuals inciude: Karst Besteman,
Executive Director, Alcohol and Drug Problems Association; Wiiiiam
Butynski, Executive Director, National Association of State
Alcoholism and Drug Abuse Directors; Michael Q. Ford, Executive
Director, National Association of Aicohotism Treatment Programs;
George Marcelie, Director of Public Information, National Council on
Aicoholism; Edward Burke and Nancy Goidberg, Industriai Socisi
Work Program, Boston College; Richard Weedman, Heaith Care Con-
sultant, National Association of Aicoholism Treatment Programs;
Yvette Joseph, Program Manager, Nespeiem indian Aicoholism Pro-
gram; Wililam Tyreil, Assistant Director for Standards, Ngw York State
Division of Aicoholism and Alcohoi Abuse; Anne Robertson, Director,
Aicoholism Division, Mississippi Department of Mental Heaith;
Harry Swift, Hazeiden Treatment Center; and Roger N. Thompson,
Aicohoi Program Analyst, California Department of Aicohol and
Drug Problems.

Other individuais whose expertise and opinions are vaiued in
the aicohoiism field made significant contributions to the Guide by
reviewing the manuscript and offering suggestions and advice on
refining the final publication. They inciude:

Shirley E. Cooke

Deputy Director, Aicohoiism Controi Administration
Maryland

Department of Health and Mental Hygiene
Bradford Nichols

Assistant Director, Bureau of Substance Abuse
Detroit Department of Heaith

Giibert Shaw
Former Chief, Speciai Services Branch
National Institute on Aicohol Abuse and Aicohoiism

Maxweil N. Weisman, M.D.
Former Director of Aicohol Control Administration
State of Maryiand

Review of sections pertaining to minorities and speciai popuia-
tions was provided by the foliowing individuals:

v

7



Peter Beli
Executive Director
Minnesota Institute on Biack Chemical Abuse

Joan F. Robertson, Fh.D.
Professor, Schooi of Sociai Work
The University of Wisconsin-Madison

Hector Sanchez

Social Service Program Analyst

Office of Human Development U.S. Department of Heaith
and Human Services

Barbara Skorney
President, Laureihurst Manor

Staff of the Community Training and Resource Center,
inc. '

Harriet Tubman House, Boston

R. Dale Waliker, M.D.

Associate Professor

Department of Psychiatry and Behavioral Sciences
University of Washington and Chief, Aicohoi Dependence
Treatment Program

Seattie Veterans’ Administration Center

Paul Widem
Chief, Mentai Heaith Economics Research Program
Nationai institute of Mentai Heaith

vi



CONTENTS

Page
PrOfACE ....cceeeceeeeeereemrrcessssstrrseesnrenss sesesseeesnasssasansesossansssssssassssssanssnnrant lil
ACKNOWIBAGMEBNES ...coccoureriiriiine sttt snsesanenssassas sesassasaessnssesn e v
PLANNING THE PROGRAM
Alcoholism Treatment: An OVEIVIBW .........ccevvceeveerrsnersesseneneesensans 3
Treatment Scene TOdAY ........ccccceveererreneereesmresnrsnessnesssessanssnnsas 4
Settings and Types of Care...........ccccecveernernnnsnsernnacsninnas 5
SOIVICES ...coceereececreirreisneenrssnesersaessassssessssssssenssessssssessessses 7
27 7:11 11T« [P VO 8
Continuing Need for Treatment Programs..............ccecevennnnnne 8
Planning: Foundation for SUCCESS ...........cccervennerervesissscsssnsasannes 10
Where t0 Begin ......ccceiirninennninnnnsnssssssnsssssssssssssssssssssssnss 11
Program Standards ..o essnesens 13
NBBUS ASSBSSIMBNL ....coveererrrrerrerrrerrarsinsereesessaraseesessassanseesassssssssssssans 15
Gathering the Data ........cccccceveeeucrncecsccsensnssinsenssensssesessannes 15
Involving Key People: The Advisory Committee...................... 18
Reaching Special POpUlations ...........ccecviersrnnrnnsnsersnnsesncnnans 20
Additional Considerations ..........cccceeeeerereerareeesessesnesesnsessesnesens 20
Translating Needs Into an Action Plan .............cccceeevcrirensnnnnne 21
Program Design Considerations .............ccccveeecnsriecsnnsensnsensnnae 23
Outreach and Community Education ...........ccceccevevercccreecssnnnns 23
Intake and ASSESSMBNLt .....cccvveeererereeereerserssessnresarsnessansssnssnnrsnes 24
Individuaiized Treatment Plan .........ccccoeceeveernrcrrrcerrnereseecsneenes 26
Treatment SEIVICES ........cceeiircrrerrerrerrerrerssesersarssssasssassssessens 26
ROBITAIS ..ococeeeeeeeeerteneeserrerreenserseesanesnesnssnesansesssneesessessessassnsesanse 27
Administrative and Management ISSUES .........ccceecerreerrrereraresneerasee 29
Organizational StruCtUre .......ccccccevrceesetnerrrceresenrensnsentesnsenenns 29
The Governing Body .........ccccvemeererrrncccnceceses senseneseesaenanns 29
EXQCULIVE DIFBOLOT .....coveerererecrerrerrerrarreneressessnnesseseesesssnanne 30
Business Manager .........cccccceceerercreeseeeccsenresansarsssssssssssssane 31
Advisory Committee ...........cccevvmniininnnnnsnnnssnsnssnsssnsnns 31
Staffing and Personnel Management ............ccccecevceevvecrereenns 31
Personnel Policies and Practices ..............ccccccerecuenennns 32
Training and Staff Deveiopment ............cccccvevvcvrcnreeeecnnene 32
USB Of VOIUNTBBIS .......coccveverrrrrrrnrreerererseessessensessessansananns 33
Recordkeeping and Reporting ...........cccccveereevervenrersansanesnenaens 33
Program Evaluation .........cccccceeecirrcrrrenrsneeecenrensisnessnesssessansssssses 34



QuAality ASSUTBNECE ... cccteiiciancentennnaeesantsnsesassesseestsnsasesassesstssentes 34

Facilitios and LOCAtION .....cccceeeersceeeessceessssennsessssnssssssssesssannas 35
Funding and FUNdralSIng .......ccceeereerserererssrssnnserssssassansansanessess 35
Budgeting and Cost ACCOUNtING ......ccccceievermereeesercnncncesennteneene 37
SERVING SPECIAL POPULATIONS
Special POpulations ... s 41
=1 [ [ £ VPSRN 42
NEBUS ASSESSMBNL ......ecneeeetrerrierenesssnntrsssensstnesssnnnasensessssanees 42
OUITBACKH ...cooueeirecnennreeccnntiecerissnntressssssessssassesessstesssonnesessssteessonnes 42
Treatment ConsIderations .........ccccveeeeneereiscnrecsnssnsssenssrnesasnes 44
AdMINISLrative ISSUBS .........ccccceerriseenemieenrresccssesnesesnessassrsesassens 44
B 1V ] {1 T 43
NEEdS ASSESSMEBNE .....ccceceeererrreeeesssrenesssarssnssasnssnsasnssesassassanss 46
L0 T11 (-1 Vo] 3 [P 46
Treatment Considerations ........eecveeverereceecssenessnenscenesenneresnees 47
AdMINISrative ISSUBS ........eccccceeerctrerrriccrnreeeeeseneresnersssesossaeease 49
The MultidiSabIEd ........c.cccerveritercceoneenccemrinerssseesenneresnresssrossasssnses 50
NEBAS ASSBSSMBNE ..covieerreetrrintnrenenesasissnseosseesenerssarsessesassssans 50
OQULEIBACK ....cueueeirienerennnnessentiecsestesesssresssatarsssssssssaesssssnsessassesenss 50
Treatment ConsSIderations ..........ccccceveercceeesseeeresscsensssensassssansnss 51
AdMINISLrative ISBUBS ......cccceeeeereeciernenmicenseressssnnesessssssesssnsessssnes 52
AMOBLICAN INAIANS «..ouvteririierrcrneriierecretnreriesrestesnsentemssssanssnsersessnnnsnsessans 54
NEBAS ASSESSMBNL ......cccevteerirereniristonnecseresnerssnsensensessnessasessnses 54
OULEIBACK coiecenieiinrreiecnnriecentieceestessenstesesssseessnsnsssssssansessssstssssnss 64
Treatment Considerations ........c.cccceinmerecneresersseensencsseesanenes 85
AdMINISLrative ISSUBS .........couuieermreerreceercerenersneressesssnracssnseesnee 85
BlaCk AMBIICANS ........cecicreerereeenesesreensssseesssseessssnseessssssssssssssssssssssssss 57
NEBUS ASSBSSMBNE «eccirniirerercncernrtrnrrsieresseesenesnessssssssssasesnsess 57
OULPBACKH ...cuueerricnereccnnnrrecsnrresssessrssensnesssnsstresnssnssssnsassssnsassesansas 57
Treatment ConSIAErations .......ccceeeeeeiirenesneseeessesennssnsassnssssnes 58
AdMINIStrative ISSUBS ......ccvccceiciitttrcerceecssnesssnenessessesneenne
HISPaniC AMEFICANS ........cccccecceireictenatatessesntentssenssesensesessersensenstnssansen
NEBUS ASBESSMEONT ....cicceeeriecrnectrstessnessaesaresaesssessssssossmsnesses
OULFBACKH ....cocemrernnntreninntinsnnntieresntisesssssesennstsesassmmeestnttessannttessnten
Treatment Considerations
AdMINIStrative ISSUBS ........eccvttientmiritinniieeccseresnsenssnnesessosssanasns
Asian/Pacific AMETICaNS ...........ciiieniniientiiesssnsnsssssssens
NEBUS AYSESSMBNYE ......oceveeeeeeronsresnsrtnsnnresssnessstesssnsssssassnssssanse
OQULTBACKH .....cceeitiiniritnensttresanecaesisnes e sstssesenssaseessansassasssnssssnsessans
Treatment Considerations
WOMBN cveeeereccnnnnnttsensansssatessssssasesssaanenns pevesesusresestessare sessenoraressarssaness 66
NEBAS ASSBSSMBNL .......coecieertenenseeecsersssersssnsssssstessaressssssssneasase 66
OULIBACK ..ccvuceiiemmintmrirtnnnreeenssaeesseossnssssenssseseessnsesessnessues ssssssassssns 66
Treatment CoNSIAErations ......ccccueececieeeesceneereersscsnssssnssessnsseses 67
AdMINIStrative ISSUBS .....ccccievireririitmrniriicssressseresssnsessanssnsssnns 68



APPONGIX ....u.eererrectss sttt sene s sssssscesesssssssessessmes e e eenseees (4!
A: Further Readings ..............ceveeeeeeeeosreeeeeees oo 72
B: Organizations and Information Resources
C: State and Territorial Alcoholism Program Directors

ix

11




ERIC

Planning

the Program




Alcoholism Treatment:
An Overview

“It is evident from the growing understanding of alcoholism
3 a dissase compiex that a program of comprahensive community
services is essential for the prevention, treatment, and control of the
disease. if we have recognized that the disease complex which we
call alochollsm is unrelated to morality, that It Is not exclusively a
result of volition, that It causes physical, emotional, and soclal prob-
lems of great complexity, then we wlill recognize that community
treatment efforts and community treatment goals must necessarlly
be directed to all of the aspects of the condition as they are to any
other disease complex.”

This philosophy, stated In one of the first documents' issued
by the National institute on Alcohol Abuse and Aicoholism following
establishment of the agency In 1971, has been refiected to a large
degree in the development of over 4,500 alcoholism treatment serv-
lces during the past decade. in the early 1970s, alcohollsm treat-
ment was not widely available, and what was available was often
provided outside the mainstream of the health care services.

in America’s early years, the alcoholic was often considered
immoral or & criminal, and was thrown Into jall or hospitalized where
only custodial care was given. A key event In the evolution of treat-
ment services for the alcoholic was the founding In 1838 of Alcohol-
lcs Anonymous (AA). This voluntary seif-help organization provided
support to alcoholics seeking to become and remalin abstinent. In
addition, it brought to the public’s attention the realization that al-
coholics could recover and live productive lives. After World War ||,
there was a dramatic rise in the development of the volunteer move-
ment in the alcoholism fieid, and a growing number of State govern-
ments also Initiated efforts to aid alcoholics. Perhaps the greatest
impetus to the growth of treatment services occurred In the 1970s
when the Federal Government, through the founding of the National
institute on Alcohol Abuse and Alcoholism (NIAAA), provided the
financial stimulus for the development of more than 500 community
aicohol abuse and alcoholism service programs.

The financial support provided by the NIAAA In developing
and testing treatment appcoaches and in encouraging research Into
the causes and consequences of alcohol abuse and alcoholism
greatly heiped to move the fieid forward. Much knowledge has now
been accumulated about aicoholism treatment, Including speclal ap-
proaches designed to meet the unique needs of a variety of speclal

1 National Institute on Alcohol Abuse and Alcoholism. Developing Community Serv-
loss for Aloohotics: Some Beginning Principles. Rockville, MD: NIAAA, 1971,
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population groups that traditionaily have
been underrepresented in alcoholism treat-
ment programs.

Alcoholism treatment has moved in-
to the mainstream of the Natlon's heaith
care services system. Programs in a wide
range of settings are now eligible for health
insurance and other third-party support,
and heaith and social services workers are
increasingly aware that alcohoiism Is a
treatable disease. The success of early in-
tervention and the growth of occupational alcohoiism programs have
contributed to the growing public awareness that recovery from
alcoholism is possible and that help is available from a variety of
sources.

TREATMENT SCENE TODAY

The rapid expansion of alcohoiism treatment programs that
characterized the 1970s is no longer the case today. A relativeiy iarge
number of treatment and related services were established during
the 1970s, but the rate of development of new programs In the 1980s
has slowed. The rate of growth of aicoholism treatment programs is
greater today In the private sector than in the pubiic sector; however,
the great majority of treatment programs continue to be publiic ones.

The 1980s have also seen a major change in the source of
funds for alcohoiism treatment programs. in 1881 President Reagan
signed into law the Omnibus Budget Reconciilation Act (P.L. 97-35),
which consolidated a number of specific grant programs adminis-
tered at the Federal level into several broad purpose block grants to
the States. Therefore, the Alcohoi and Drug Abuse and Mental Health
Services block grant funds are provided directly to the States, where
decisions about alcoholism treatment program funding are made.
Grants are no ionger avaiiable from the NiAAA for support of treat-
ment services.

Significant Increases in private and public health insurance as
sources of funding for treatment programs have occurred in the
1980s. Early intervention, particularly in the workplace, has been rec-
ognized to be effective, and occupational alcoholism programs have
continued to grow. They are now providing a significant source of
referrals to the expanding humber of private sector and publicly oper-
ated programs.

At the same time, a great deal of knowledge has been ac-
quired by NIAAA and other sources that has contributed to the refine-
ment of treatment programming and the integration of alcoholism
treatment into community health care services. “Treatment of
alcohoiism has come of age,” declares the Fifth Speclal Report to
the U.S. Congress on Alcohol and Health, issued by NIAAA at the end

w



of 1883 (see Appendix A for ordering infor-
mation). ‘‘Once largely confined to
dedicated members of groups like Aico-
holics Anonymous and a few committed
professionals, treatment efforts in recent
years have grown aimost exponentiaiiy.
Treating alcoholics is now respect-
able—and training for physicians and
others to treat the alcohol-dependent per-
son refiects this new-found status,” the
report states.

“There I8 an increased willingness to subject therapeutic ef-
forts to research scrutiny—to determine what works best with whom
and under what circumstances, Innovative employee assistance pro-
grams are now challenging the traditional beiief that treatment must
be completely voluntary to be successful. The fact that treating
alcoholism within the framework of health Insurance pians is cost ef-
fective has now been proved repeatedly. There Is no question that this
leads to lower iong-term health costs to the individual and the plan.
Whiie a hospitai was once thought to be the oniy suitable setting for
detoxifying alcoholics, other settings may be equally effective—and
much more cost effective. Alternative treatment models empioying
certified alcoholism counselors have had demonstrated success.”

Research and experience have confirmed the concept ex-
pressed by NIAAA in 1971 that alcoholism Is a disease complex re-
quiring multiple treatment approaches and a coordinated, community-
wide network of services. While many questions remain to be
answered, the broad consensus is that there is no single “best” way to
rehabiliitate alcohoiics, and that efforts to provide treatment must ad-
dress not Just the drinking behavior but ali the physloiogical, social,
psychoiogical, and environmental factors that come into play in the
development of aicohol problems and are crucial to iong-term
recovery.

Alcoholism treatment is provided in a variety of settings by
varied combinations of professionals and paraprofessionals. NIAAA
has identified and defined more than a dozen settings in which alco-
holism services are delivered, as well as eight categorles of staff
employed in such programs.2 The type of care may include inpa-
tient, residential, emergency, Intermediate, or outpatient.

Settings and types of care. Table 1 illustrates the diversity of
the settings and care offered to alcoholics in the United States today.
As is indicated on the chart, certain settings offer only specialized
types of care, while others offer more comprehensive care, Because
the care an alcoholic may need will vary on the basis of individual cir-
cumstances, it is important to reiterate the need for a coordinated,
community-based approach. Ideally, the fuil continuum of care from

2 Bast, R.J. Classlfication of Alcoholism Treatment Settings. Rockville, MD: NIAAA, 1983.

5 s
15



Table 1. Characteristics of alcoholism treatment facilities

f type of care / Supervision / statting

01, General wospltad

01,01, General nospleal/Emergengy Care Unit

01,03, OGeneral Nospitel/INtermegiate Core Unit

v 01,03, Generel mospicel/Beereency and
Iaternadiots Care Unite

02, 9Potlaiined Alosholiom nospital

02,01, #Pecialised Aleoholiem uoepitel/Emerqency
Care Unit

03.03, Sposialined Algohelisn
Seepital/tatermeds»e Care Unte

02.03. 9Posialised Alooholise Nospital/Emergency
aad taermediace Cate Unite

03, Other agecialined Sofpire)

03.04, Other 10143¢d S00pieaL/Bmergency
care nie. ”

03,02, Other Bpeviedined NOtpiey1/Intermediate
Care Unit

03.03. Other Bpecialiped Nospicyl/Bmurgency
and Intermediors COS0 Unite

[TH ALEL){ated Iny, care Canter
Under Nodical gupefvition

03, Bospital-affilisted Alconoliom Emergency
s Cate Conter Unger Medice) Supervision

0§, Mospitel-p ted Alconolise weergency
Em Center Wicn Mininal medical

1T

07, “/etomiticetion Centef Unger Medical
Supervieion

0¢, Social gecting petomilicge ion center

0y, Residentisl Alcoholiem yreatment Pacllity
Vith Mininal Medicel tnvolvement

09.0), Quattetvay Nouse

10, Maltway NousSe/Recovety Nose

11, Mlcoholisa Day progten

11.01, Mealth mpintensnce Ofsanization
Outpattent Alconoiiss Center

11.02. Industriel Alconolise Clinic

12, Mospital-gased outpatieng Clinic

13, 7resstanding Outpatient giconholiss Clinic

N 1¢, Community Ments) Health Center

SOURCE: R.J. Bast. Ciassification of Alcoholism Treatment Settings. Rockville, Maryland, NIAAA, 1983, p. 14.
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emergency services to outpatient counseling should be accessibie
to any aicoholic no matter what the specific nature of the program
entered. Patient access requires cooperation and coordination
among service providers.

The Classification of Alcoholism Treatment Settings In-
cludes neither individual service providers, such as individual phy-
sicians, nor does it include Alcoholics Anonymous, primarily be-
cause this group does not view itseif as a treatment program.
However, It is important to recognize that individuai providers and
this self-help network play vital roles as an adjunct to formalized
treatment programs.

According to the most recent national statistics,® there are
more than 4,000 individual units In the United States providing alco-
holism treatment services; in a 1982 survey, a total of 4,233 units
responded, representing 90 percent of all known alcoholism treat-
ment units. However, this number does not necessarily inciude ail
private providers. Of those providing information to the survey, 64
percent served alcoholics only, while the remainder served both
alcoholics and other drug abusers.

Descriptive data indicates the great majority of programs
provided less than 24-hour care and that most clients (78 percent)
were recelving outpatient care in a variety of settings. Of all treat-
ment units responding to the survey, 48 percent were freestanding
aicoholism treatment units, 21 percent were housed in community
mental health centers, and 12 percent were part of general hospitals
(Including Veterans’ Administration hospitals).

The majority (68 percent) were nonprofit organizations, with
most of the remainder being State or local government funded and
operated. Only 7 percent of the units responding to the survey were
for-profit operations. While the majority of service providers are, at
least in part, publicly funded, the private sector is growing much
more rapidly than is the public sector.

Services. Treatment services offered by the reporting pro-
grams were diverse and inc'ude individual therapy and/or counsel-
ing, group therapy and/or counseling, family therapy and/or coun-
seling, referral and other information, and screening. The specific
treatment approaches were not identified in the survey. However,
according to a review by Diesenhaus,* three major classes of alco-
holism treatment models are in widespread use—physiological,
psychological, and sociocultural.

“Physiological treatment strategies focus on the person as
the unit of treatment and use pharmacotherapy to produce change in
the alcoholic. Psychological treatment strategies also focus on the
person and use psychotherapy or behavior therapy to help the alco-

3 National Institute on Alcohol Abuse and Alcoholism. National Drug and Alcoholism
Treatment Utilization Survey 1982 Comprehensive Report. Rockville, MD: NIAAA, 1983,

4 Djesenhaus, H. Current trends in treatment programming; In: NIAAA. Prevention, In-
tervention and Treatment: Concerns and Models. Aicohol and Health Monograph No. 3.
Rockville, MD: NIAAA, 1982, :
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holic change behavlors. Sociocultural treatment strategies focus on
both the person and his or her social and physical environment as the
units of treatment and use a varlety of techniques, Including en-
vironmental structuring, to provide new soclal relatlonships for the
alcohollc,” Diesenhaus explalns. To some extent, the setting wlll dic-
tate the type of care and the service model. Hospltal detoxification,
for example, deals with physlological Issues. However, most pro-
grams—inpatlent, residentlal, and outpatlet—Include a comblna-
tion of approaches.

Staffing. The types of staff who provide services are deter-
mined by the setting and type of care offered. Obviously, emergency
care in hospltal settings requires medical staff, However, according
to the NDATUS survey, alcohollsm counselors were most frequently
the major providers of direct care in most settings. Other providers
Include physicians and psychlatrists, soclal workers, nurses, and
psychologists. In addition to the pald staff, volunteers represent a
significant portion of those who provide alcoholism treatment serv-
ices. According to the NDATUS survey, about 14.8 percent of the
staff in treatment units were volunteers, a full-time equivalent of
about 8 percent of the total staff.

CONTINUING NEED FOR TREATMENT PROGRAMS

The fact that the settings, services, and types of care available
to alcoholics vary widely does not Imply that all concelvable needs
for alcohollsm treatment are belng met. Although a great deal of
progress has been made, many gaps in knowledge and service re-
main.

The number of alcoholics receiving treatment is still far below
the number of Americans estimated to have alcohol-related problems
requiring treatment. Diesenhaus observes that “despite the increase
In the avallabillty of treatment and the decrease in the stigma, it ap-
pears that formal treatment Is still not received by a majority of
alcoholics Identified in communlty surveys.” '

ExIsting as well as new programs should conslder developing
services that meet the special needs of underserved groups. Accord-
Ing to the Fifth Special Report to the U.S. Congress on Alcohol and
Heal., “The problem of developing programs sulted to special popu-
lations such as women, ethnic minorities, and the elderly has be-
come Important. As this and earlier reports indicate, groups such as
American Indlans have much higher rates of lliness and death from
alcohol-related iliness than does the general poputatlon. it Is critical
that treatment programs be designed to Overcome cultural, eco-
nomic, and other barriers that deter some groups from seeking treat-
ment.”

Indeed, it Is important that program planners carefully con-
sider the needs, not just of special populations groups, but of the en-
tire community in the context of the existing community services.
There are constraints on resources, particularly in the public sector;
however, the need to develop treatment services for alcoholics and
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their families remains a pressing one. As is observed in the Fifth
Speclal Report to the U.S. Congress on Alcohol and Health report,
“Treatment offers many opportunities for increased inncvation.
Aicohol probiems have plagued most societies throughout history.
But never before have we had as much basic knowledge as we now
possess, with the promise cf still greater understanding to come.
Developing a new aicohoiism treatment program requires carefui
and thorough planning, taking into consideration the many aspects
of program deveiopment and operation necessary to a viable, effec-
tive program. It is a compiex undertaking. It requires commitment,
hard work, time, and the investment of money, as weli as skiiis in
treatment and in administration. Pianning is a key step.”
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Planning:
Foundation for Success

Chances are, If you are thinking seriously of starting an
alcoholism treatment program or expanding an existing one, you
have a pretty good idea of the needs that exist, what services you
want to offer, in what setting, and for whom. So why shouid you in-
vest ?the time, energy, and money necessary to deveiop a detailed
plan

There are some very good reasons. First, taking the time to
thoroughly consider all of the aspects of setting up and running a
program can contribute greatly to your chances of success. Plan-
ning is the foundation on which your program will rest. It is critical
before you open the doors to have in piace a very solid plan that cov-
ers administrative and personnel procedures, accounting and busi-
ness systems, followup and evaluation procedures, and all the
many routine aspects of startup and day-to-day program operations.
Careful attention to the business aspects of program operation and
development of a very conservative fiscal projection is essential.
More programs have failed because of poor business management
than for any other reason. Working through the startup financing
costs and realistically projecting the operating costs help ensure
that your new program won’t be caught short by unexpected ex-
penses. And thoroughly analyzing the needs of the community, how
the new program will fit in with existing service delivery systems,
and how most effectively to reach and treat potential clients en-
sures that the program will generate the projected caseload.

Another pragmatic reason for planning is that in many areas
of the country your State alcoholism agency or county governing
body requires that you justify the need for your service in order to be
eligible for funding. Even if you are not seeking public funding or re-
imbursement for services from public sources such as medicaid,
you wiil in all likelihood need to provide private funding sources
with evidence that your program will meet a need, that the services
you will offer will be used, and that you will operate according to
sound management practices. In addition, third-party reimburse-
ment from health insurers Is generally based on your program meet-
ing a set of standards that require a sound planning base.

Finally, a formal planning process allows you 0 Involve
those in your community whose support will be important, as well
as members of the groups you are seeking to serve. Thus, your pro-
gram planning can include the valuable ideas of those who will con-
stitute your referral sources and those who can express the needs
ot your target groups.

29 10



WHERE TO BEGIN

How shouid you proceed in deveioping a program pien? The
first step should be to visit your State Aicoholism Authority, (see Ap-
pendix C for a list of State Aicoholism Authorities), who may refer
you to one or more other State agencies, a regionai heaith pianning
body, or your county health department. You wiii be able to find out
such information as (1) whether your program is governed by iicen-
sure, certification, or other requirements, (2) what guideiines are
avaliabie to asslst you in the pianning process, (3) what the reguia-
tions are regarding eligibility for heaith insurance and pubiic fund
reimbursement for your program, and (4) if you are seeking pubiic
funding, what budget processes appiy to you.

In a review of aicohoiism services, Akins and Wiiliams 8
noted that heaith pianning services in most areas have traditionally
been a county government responsibility. The State wili aiso be in-
volved in some aspects of program development or in monitoring pro-
grams once they are in operation. The reviewers observe that *‘most
States conduct periodic monitoring and program audits as condi-
tions for receipt of funds appropriated by the State.” In practice,
monitoring is more likely to take the form of technical assistance to
program staff in the essentiai aspects cf program operation such as
recordkeeping, financial management, treatment techniques, and
evaiuation. Monitoring may aiso involve judging program compliance
with State standards for operation.

Many States monitor programs in conjunction with the Issu-
ance of State licenses for operation. Often the issuing agency is not
the State alcohoiism agency, but rather a program-licensing office in
another agency of government. Local units of government also issue
licenses. Licensing criteria require, at a minimum, adherence to
standards for both services and facilities. Licensing is a critical func-
tion for program funding, not only to qualify for State funds, but aiso
to receive reimbursement from public and private insurers. Assuring
and improving the credentials of persons who provide alcohoiism
services is another area of growing importance for State and local
responsibiiities in quality assurance.

If your program will serve a significant American Indian popu-
lation, you should calil the area office of the Indian Heaith Service.
This Federai agency currently funds

alcoholism treatment programs serving a |
number of Indian tribes and urban Ameri-
can Indian organizations. No funds are

avaliabie for new programs, except for
those tribes that have identified a need for

5 Akins, C., and Willlams, D. State and local programs
on alcoholism. In: NIAAA. Prevention, Intervention
and Treatment: Concerns and Modeis. Alcohoi and
Health Monograph No. 3. Rockville, MD: NIAAA, 1982.
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alcoholism treatment services in thair Tribal Health Plan but do not
have access to such services. The area iHS office will be able to pro-
vide you some advice and technical assistance.

The specific rules and regulations applicable to the develop-
ment of alcoholism treatment programs vary from State to State and,
in some areas, from county to county. In some cases, the process can
be quite lengthy, whiie in other instances the startup requirements are
minimal. Remember that virtually all States have some sort of program
standards document that sets forth minimum criteria for program
operatlon In order to qualify for reimbursement from public funds.

In a number of States you must comply with a heaith pianning
process In which you must justify a community need and describe the
services that your proposed program wlll offer. This requirement may
apply to all new programs or just to Inpatient programs. Some States.
require some or all types of programs to be licensed. In other States,
there Is a certificatlon process that, again, may apply only to some set-
tings.

For example,® in Mississippi, inpatlent programs have to go
through the Certificate of Need (CON) process. In this State, the proc-
e8s is administered by the Health Care Commission. For those seek-
ing to offer outpatient services only, a CON is not required. However, if
such programs want {o be eligible for reimbursement from public
funds, they must apply to the State alcohollsm agency for certification,
demonstrating compliance with program standards. |f the program
treats both drug addicts and alcoholics, additional regulations govern-
ing methadone malntenance apply. ‘

In Callfornia, alcoholism treatment programs not seekirg pub-
lic funds can start without going through any governmental approval
process, as long as they comply with zoning, building code, and
other safety requirements. The countles are responsible for approval
of service delivery for outpatlent programs, but inpatient facilities
must be licensed by the State, Department of Social Services. The
State Iis not involved in the planning and startup process for most
types of programs, but does certify programs that want to receive
reimbursement from public sources once they are In operation.

In contrast, New York’s Dlvislon of Alcoholism and Alcohol
Abuse provides considerable assistance to those planning pro-
grams. Such asslistance inciudes a program development manual
that details how to conduct a needs assessment, a discussion of
program design considerations, an explanation of the Certificate of
Need review process, and lists of various resources for program de-
velopment. Those seeking to start a new program in New York must
begin at the county level by getting thelr proposed program in-
cluded in the county’s plan. This requirement applies to public and
priv-*e programs. Once in a county plan, the proposal is sent to the

6 The examples of State regulations given here are intended to illustrate the diversity
In regulations and approval requirements. The specific information about require-
ments and procedures was accurate as of June 1, 1984, but can be expected to have
changed over time.
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State for review and the Certificate of Need process must be com-
pleted. Those seeking publiic funds must then proceed through the
budget review and approvai process. Ail new programs, or programs
planning substantiai expansion, must go through some formaiized
planning and approval process at both the county and State ieveis.

The best piace to start unraveiing the reguiations specific to
your pianned program is with your State’s aicohoiism agency. Not
only can this agency advise you of what regulations may apply and
what agency in the State or county you must work with, but also they
wili know of special conditions affecting new prograin approvals. For
instance, some States have temporarily deferred approvai of new
beds for alcohoiism treatment because of a surge in private inpatient
programs. Previously such programs were virtually free of reguiation
in many States, aithough they had to comply with nationai hospitai
accreditation standards.

PROGRAM STANDARDS

State and county reguiations are not the oniy consideration
for alcoholism treztment programs. If you are interested in making
sure that your program Is eligible for third-party reimbursement, most
insurers consider compliance with the Joint Commission on Accredi-
tation of Hospitals (JCAH) Consolidated Standards as evidence of an
acceptable operation (see Appendix A for ordering information). Ac-
creditation by JCAH is based on compiiance with standards intended
to refiect exceilence in program performance, determined by peer
review. Many States wiii waive licensure requirements if a program
obtains JCAH accreditation.

National program standards have also been deveioped by
NIAAA. The Program Standards for Alcohollsm Treatment document
identifies specific program characteristics and activities thought to
be necessary for effective operation (see Appendix A for ordering in-
formation). These standards were deveioped by ciinicians and pro-
gram administrators from the aicoholism fieid and are appiicabie to
programs in any setting.

While this planning guide highiights the basic elements nec-
essary to acceptabie program operation, a great deal of detaii is avail-

abie in the manuals listed in Appendix A. 4

The remainder of this guide dis-
cusses the process invoived in pregram
pianning, highlighting the key elements
that must be considered. The overali goal
of the planning process is to identify and
document the need on which the program
is based, to clearly state the philosophy
and rationale of the therapeutic services of-
fered, and to deveiop the administrative ele-
ments that guarantee sound operation.
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It is important to note that research into the effectiveness of
treatment programs is not yet extensive. Thus, the advice and sug-
gestions in this guide rely mainly on the observations of those who
have experience in operating treatment programs. You shouid be
aware that much of the information presented is based on ciinicali
observation rather than on research. However, every attempt has
been made to solicit the thinking of a number of experienced aico-
hoiism treatment speciaiists to ensure that the suggestions in-
ciuded represent the best knowiedge avaliabie at this time.

24
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Needs Assessment

The logical place to begin in deveioping a program plan is to
gather data on the nature and extent of the peopie and famiiies with
alcohol probiems in your community, to identify existing services
and the unmet needs for services, and to describe the characteris-
tics of the groups .to which services need to be made avaiiabie.
Depending on the resources avaiiabie to you, such data can consist
of rather elaborate large-scale survey resuits, or can simply consist
of local data gathered from key locai agencies iikely to be affected
by alcoholism probiems. A review of the avaliabie nationai statistics
can be inciuded.

QATHERING THE DATA

While the national statistics on the rate of occurrence (in-
cidence) of aicoholism can be extrapolated to the iocal ievel, pro-
gram specialists agree that it is vitally important to gather local
data. Five approaches to gathering needs -assessment data were
presented in a manuali for health planners published in 1980, Health
Planning Technical Assistance Manual for Alcohol and Drug Abuse
Agencies (see Appendix A for ordering information); the advantages
and disadvantages are summarized in Tabie 2. In pianning a commu-
nity treatment program, you may want to combine severai of these
approaches.

According to NIAAA’s program standards, you shouid coi-
iect information on the characteristics and distribution of the popu-
lation to be served by the program in order to plan services to meet
the needs of the community. This will include information on the
populations and the community to be served, such as the foilowing:

e Geographic distribution of the popuiation

. Ag|e, sex, and socioeconomic characteristics of the popu-
lation

Racial and ethnic characteristics

Empiloyment and unemployment patterns
Educational levels

Household compositions

Transient groups within the popuiation

Unique cultural features of the popuiation

Future demographic trends within the popuiation
¢ Patterns of alcohol consumption.

Much of this information is available from existing resources

in your county or State—such as the county planning board, the
health systems agency, and health planning commission.
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TABLE 2. Summary of Selected Needs Assessment Approaches

Gommunlty
Burvey
Approach

Community
Forum
Appronch

Key
[nformant
Approagh

Rates Under
Treatment
Approach

Soclal
Indicators
Approach

DEFINITION

ADVANTAGES

DISADVANTAGES

Formal systemallc survey of dafined
popuiaions In spacified geographlc
areas 1o gather factual (nformation on
ratidents’ haalin, soclal wall-yeing and
patieen of service ublizatio

¢ Gan provide updodate dat o
parcaplions on neads

+ Has conalderabie daaign flaxlbllly

o Provides opportunlty to gather
dafa on those Indwicuals who
may have unmel nasds

o |3 axpansive ralalive to olher
mithods of needs apsestment

+ Survey nampla may no! be ac:
curataly reprasantative of plan-
ing oroa population

* Reluctance of reapondants to sup:
ply dala

* Rollance on respondenis’ memory
of health care wilflzation and prob:
Ims

Soficitatlon of opinlons, anecdotes, ex:
pariences, and Impressions from com:
muniy residents through & sériss ol
publlc meatings.

» Relallvely saay to arrenge

o [nexpendive compared lo other
needs assesament mathods

o Can s8rve 0 o catalydl fo infliate
acifvltion 1o Improw® health
systoms

v Imposalbie 1o aasure reprasonts:
{ion of all views

+ Can potentialy doterlora’e Into
publlc griavanc sasslons rather
than reasoned neads Identifice:
ion

Intarviows with public offichls, ag:
ministratora and program parszanal In
hoalth and wellara organizations, haaith
care providers, consumers, e,

¢ Minima expenditwa of time and
1A3OUTCHN ragulred

¢ Fotused naeds ansessment olfort
0N pracien issuse

» Moy eulablish communication
[lned amang humen sarvices agen:
cle represented

o May Incarporate tha proledsions!
blases of the key Infermants

¢ Not represantative of the com:
munlly

o Reflabilty and validity of findinge
are dabatable Issues

Extrapolation of an aylimele of com:
munity needs by enumerating aggre:
gate dala on servicas ullization and
descriptive data on the population
ulllzing the services.

o Daia noeded are usually avallale
and relatively Inaxpansive 1o
aecure and analyze

» Utlization figures are lkely to
underslate or ovaratate sctual
need

¢ (13 simple formula does not ex:
plcitly pormit the Identfication of
probable ranges of need

Application of the princlple tha! certain
sociodemographlc varlabtes correlated
with needs and, thus, can ba used 3
Indleators or surragetes of netd,

o Avallabillty and low coa! of data
10 users,

+ Conuiderable deaign flexibilty

¢ |ndicators can be analyzed
separately of combined Into &
$ingle need Index

+ Cousal relatlonahips batween
soclal Indleators and alacholidrug
abusen o not vary well known

SOURCE: Natlonal Inattute of Mental Hoalth,A Many {on State Mental Hea!h Planaing, Waahinglon, DC: Deparimant of Health, Education,
and Wallare, Pub. No. (ADM) 77473, 1977, pp. 8741 clied I NatlonalInstitute on Alcohol Abuse and Alcoholism, Heaith Planning Technical
Astislance Manual for Alcoho! and Drug Abuse Agencles. Rockyile, Maryinnd, 1960, p. 28,
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Beyond general descriptive data, other Information about the
servioe needs of the community is useful. By extrapolating from na-
tional data avallabie from NIAAA, the National Highway Traffic
Safety Administration, and other sources, information on the extent
and nature of alcoholism for the target population can be estab-
lished. Another useful approach is to gather |ocal data obtained
from agencies most atfected by alcoholism—social services, hos-
pitals, criminal justice, vocational rehabliitation, education, high-
ways and police, mental heaith, and fire and safety services. Be-
cause alcohollsm is not always identified by these agencies, It may
be necessary to do some probing and make assumptions based on
national data regarding the aloohol problems In these areas.

Some data refiect directly the incidence of aicohollsm prob-
lems (0.0., rate of deaths from cirrhodis). However, it Is likely that
the full extent of alooholism and alcohol-related problems will not
be reported by all the agencies you contact nor will it be refiected In
the statistics they have avaliable. Thus, It is useful to look at na-
tional data (see Appendix B for sources of such data), and use them
to develop an estimate of the alcoholism incidence In your commu-
nity. For instance, acoording to national statistics, alcohol Is In-
voived in 80 percent of all traffic acoidents; however, many States
and oounties report alcohol involvement only In cases where
fatalities ocour. 80 you may find that alcohol Invoivement In traffic
aocidents in your locality Is underreported. Likewise, you may want
to review national estimates of alcoholism incidence among special
population groups. If the existing local treatment services report a
low rate of alcohol problems among women, for example, this Is
likely to point up a need for services that can engage this group who
are likely to remain “hidden alcoholics.”

You will need to describe existing community resources—
programs, sites, client characteristios, referrals, and other aspects
of the service delivery system relevant to alcoholism treatment.

You should combine your data and narrative Into a clear
statement of (1) the demographic and geographic features of the
community, (2) the nature of alcoholism problems, (3) the popula-
tion to be served, (4) the extent of alcohol problems, (3) effects on
the community, (8) resources now available t0 meet the problems,
and (7) the needs the proposed program

will meet.
You should also obtain information '

i
as
2
i
!
¥
3
§




and It Is Important that your proposed program reflects or fits In
with established priorities.

NIAAA's Alcohol Epldemlology Data Systems (AEDS) project
has developed a manual outlining procedures for assessing alco-
holism treatment needs that takes Into conslderation both the de-
mand for services (based on current utllization of treatment pro-
grams) and Indicators of unmet needs (such as DWI statistics and
morbldity and mortality data). According to the AEDS manual, ‘‘Cur-
rently In the United States, most treatment planning I8 based solely
on previous treatment utllization patterns that are consldered to be
Indicators of the ‘‘demand"” for treatment resources as expressed
by persons presenting themselves to treatment.” The AEDS method
addresses all of these criterla, providing planners with a formula
they can follow to determine community and reglonal treatment
needs. The materlal Is geared to State or reglonal planners, but of-
ters valuable background Information for the program-level planner,
as well. (A condensed version of the manual will be published In
NIAAA’s quarterly magazine Alcoho! Health and Research World;
see Appendix A for ordering Information.), “To best determine a
match between populations and services, assessment methods
should be (1) problem specific and related to a particular population
and a glven facllity’s service; (2) community specific and not extra-
polatéd from data In other areas and clrcumstances; and (3) based
on data relevant to the process by which Individuals come Into treat-
ment or rehabllitation unit of the particular facllity.”

INVOLVING KEY PEOPLE: THE ADVISORY COMMITTEE

The needs assessment process Involves more than gather-
Ing Information about the alcohollsm treatment needs of the com-
munity In a vacuum. Any new program must get support from com-
munity leaders. It Is vital to Involve Influential community members
from the start, as members of an advisory committee, and to keep
them Involved once the program Is In operation.

Who should be on an advisory committee? According to a
manual developed by the Natlonal Assoclation of Countles (NACO),
many organizations from the Jaycees to the Salvation Army have
already recognized alcohollsm In thelr own group and started pre-
ventlon programs (see Appendix A for ordering Information). Repre-
sentatlves of these groups can provide the nucleus of the advisory
committee. You may want to ask members of other organizations,
particularly those Involved In alcohollsm education or treatment or
both, to join the advisory committee, such as the Parent-Teacher
Assoclatlon (PTA), Young Men’s Christlan Assoclation (YMCA),
local Councll on Alcoholism, the United Way, League of Women
Voters, and many relliglous and minority groups.

It Is not always realistic to expect that you wlll be able to re-
crult recovering alcoholics to serve on the advisory committee from

7 Alcohot Epidemiologic Data System. Procedures for Assesing Alcohol Treatment
Needs (Administrative Document). Rockville, MD: NIAAA, June 1982,
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the outset. if the person starting the pro-
gram s recovering, it is probably more
feasibie to recruit “‘consumers” from the
outset. However, it is essential that the ad-
visory committee include members of the
group the program intends to serve—either
AA members not affilitated with the pro-
gram or “alumni” of the program—once the
program Is in operation.

The NACO manuali provides the fol-
lowing list of groups from which advisory
committee members should be chosen and reasons forthelr inciusion:

¢ Schools. Alcohol abuse among youth is increasing.

¢ Business. Early intervention in aicohoilsm can frequentiy
be accomplished on the job. Business ieaders know the
problems they encounter with alcoholic empioyees. They
also bring managerial advice and expertise to the advisory
committee.

* Religious organizations. They have long been invoived
with alcohoiic members and their famiiies.

¢ Service organizations. Their vaiuable fieid experience and
knowledge of available resources contribute directly to
the advisory committee.

¢ Unions. Labor organizations want to provide aiternatives
for their members who are in trouble with aicohol.

¢ Heailth-care providers. Doctors, nurses, and other heaith-
care workers see the resuits of untreated aicoholism dally.

e Legal professionals. Marital breakdowns, assauits, va-
grancy, and many other crimes and probiems come to their
attention.

¢ Minority groups. Organizational representatives and other
Individuals can contribute special knowiedge of the prob-
lems and needs of their constituents and coinmunities.

e Criminal justice professionais. Law enforcement and
judicial personnel see more aicoholics than any other
group in the country (except perhaps AA). From arresting
public inebriates, mediating family disputes, and judging
cases of aggravated assauit, they have a clear view of the
probiems of aicoholism. Their cooperation is vital to the
success of any treatment program.

o Reporters and editors from the news media. They have
broad knowledge of the needs and concerns of the com-
munity. They aiso have the means to inform citizens of
new approaches to treatment.

e Women's groups. They provide vaiuable contacts with a
hard-to-reach popuiation.




REACHING SPECIAL POPULATIONS

An advisory committee can piay a particuiariy important roie
in helping you to identify the needs of speciai popuiation groups now
underserved by aicoholism treatment services in the community.

It is important to try to identify concentrations of speciai pop-
ulations in the community and to determine the extent of aicohoi
probiems among these groups. It is equaily important for you to iden-
tify special barriers to treatment unique to these groups, so that you
design a program that wiil be accessible and effective. Invoiving
members of minorities and other special populations on the advisory
group and arranging to meet with community organizations that
represent the interests of particular special populations are good
ways to gather such information.

The Fifth Speclal Report to the U.S. Congress on Alcohol and
Health notes that in designing programs for special populations,
planners must be sensitive to structural- and group-specific barriers
that restrict access to facilities. ‘‘For example, a survey of 53 Caii-
fornia treatment facilities suggested that women alcoholics were
iess likely to enter programs lacking child care services, professionai
staff, and aftercare programs,” the report notes. “Other barriers to
treatment for some groups are language differences and com-
position of treatment staff. Minority staff members represent only a
small proportion of the Nation's aicohoiism treatment staff. Yet
another barrier may be financial contraints. Women and minorities
are overrepresented in pubiicly funded facilities and underrepre-
sented in private ones. Without programs’ sensitivity to the needs of
these populations, many individuais may fail to seek treatment untii
their alcoholism has reached a severe stage of deveiopment.”

Beyond identifying and overcoming barriers to treatment, you
must aiso eonsider incorporating into your program culture-specific
services, For example, “some facilities 'seeking to attract Hispanic
and American Indian clients are using folk and tribal medicine and
nature healing approaches as aiternatives or adjuncts to traditionali
medicai and psychiatric treatments,” the report notes. “Counseiors
and other treatment staff members are being matched to the sex and
ethnic background of their clients.” Culture-specific services and
alternative approaches to treatment require program staff weli-
trained to offer these services and methods. Additionai aspects of
pianning treatment programs for members of specific popuiation
groups are presented in a separate section of this document.

ADDITIONAL CONSIDERATIONS

- There may not be perceived need in a given community for the
type of alcohoiism treatment service you want to provide. Particuiariy
in the private sector, part of the initial pianning may include a market
analysis, seeking to determine whether and how the program’s serv-
ices can be “soid.” Many private sector programs have been suc-
cessful in marketing services to a specific source, such as industry.
If such marketing efforts are to succeed, there must be a reai need for
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the services. This need may not have been
perceived by businesses, however, thus, jes———
you may want to build on their needs as- ey
sessment data by going on to conduct a d
market analysis.

Whiie most public sector and nor- _
profit programs recognize the need to I ——
market their services, through outreach and -
awareness actlvities, they have not aiways
identified in a systematic way just what are
the most effective ways to reach their target groups. You will need to
develop an overview of what might be involved in a comprehensive
outreach and marketing analysis. The elements of such an effort
might include developing a program image, pianning a coordinated
strategy using the media, targeting outreach and marketing
messages to specific special population groups, and budgeting.
Looking at such elements during the planning phase can heip to en-
sure that once your program is under way, you have allowed suffi-
clent resources and you have a carefully conceived pian to make sure
those who you want to serve actually take advantage of those serv-
ices. A detailed discussion of marketing strategies designed to help
programs target services to specific groups is provided in Program
1I:havenue: A Challenge of the Eightles (see Appendix A for ordering in-

ormation).

TRANSLATING NEEDS INTO AN ACTION PLAN

Once you have defined the nature and extent of alcoholism
problems in your community as accurately as possible, you can de-
velop a program plan that reflects the need. According to the New
York State guidelines, for example, this involves consideration of var-
ious program options and selection .of the most feasible pro-
gram—that is, a program that has realistic and measurable goals and
reflects availabie resources. The advisory committee should be in-
voived in analyzing the needs assessment data and translating it into
a program pian.

Defining what the program will seek to accomplish permits an
examination of alternatives—different ways for reaching the objec-
tive or goals. In a manual prepared for NIAAA, Management Program
for Alcoholism Services Projects (see Appendix A for ordering infor-
mation), five questions that must be answered in developing program
objectives are identified as follows:

¢ What is the impact your pragram is expected to have on
clients?

¢ What is the outcome or resuit you want to obtain?

¢ Who Is your target popuiation? If there is more than one,
will there be differing objectives?

o What Is the geographical area you wiil serve?

e When wiil your program accomplish its objectives?
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Most programs set forth the goai of reducing alcohoiism and
alcohol probiems among the population they serve, as measured by
abstinence from aicohoi and improved social functioning among
their ciients. This broad goai must be transiated into specific objec-
tives if program pianning is to be realistic. Thus, you might set forth
as an objective: “To provide individual counseling services on an out-
patient basis to 200 ciients during the first year of operation.” You
shouid seek to base estimated « aseloads on the needs assessment
data, and identify marketing strategies as well as the types of
outreach and referral arrangements needed to ensure that these
clients “find” your program. The types of treatment and other serv-
ices you feel are necessary to meet the needs of the target popula-
tion shouid also be identified, with expected timetabies and numbers
of clients to be served determined as specifically as possible. Objec-
tives must aiso reflect the ethnic and cultural characteristics of the
target popuiations as well as special needs unique to a particular
subgroup. For instance, if there are iarge numbers of elderly citizens
living in the area you plan to serve, you might set forth the foilowing
as an objective: “To conduct a half-day awareness/outreach session
in each eiderly housing project and senior citizens center within the
first 6 months of operation.”

Once the program’s philosophy and objectives are clearly
stated, you can begin to examine alternative approaches to providing
the needed services. In most cases, the alternatives available wiil be
subject to certain constraints—such as legal statutes, regulations,
and guidelines from funding sources and umbrella organizations.
Your objectives will lead you to consider how your program can most
effectively fit into the existing service delivery system, what setting
and type of services wili be most accessible to and appropriate for
the target population, and what treatment approaches and type of
staffing will be necessary to support the objectives.

It may be that there will not be adequate resources to support
the program you wish to develop. If 8o, you might seek additional
resources, scale down the program objectives, consider a phased
program deveiopment pian, or seek ways to develop more cooper-
ative relationships with another service provider. It is at this next
point in the plannirg process that you shouid become very specific
and reaiistic about what it will take to implement a program that will
meet the objectives you have set.
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Program Design
Considerations

The primary goal of any alcoholism program Is to provide
services to clients. Thus, the configuration of your treatment pro-
gram wiil be a major concern. What services wlll you provide, and in
what set!'ng?

Ideally, the full range of treatment services and settings
should be available to all aicoholics In all communities. Thus, it is
important to consider carefully existing programs in designing any
new ones to avoid duplication and ensure that the new program
complements and is complemented by existing ones.

As was stated in the Overview, there is ro single “best”
treatment approach or setting. However, research on the effec-
tiveness of alcoholism treatment Is beginning to show how to
match clients to the most appropriate treatment setting and serv-
ice. It is generally recognized that alcoholism is not a unitary
disease. Accordingly, the emerging model for treatment empha-
sizes the need for accurate diagnosis and development of an indi-
vidualized treatment plan that includes improving the clients’
heaith, psychosocial functioning, and coping skills, as well as the
cessation of drinking.

Often, alcoholic clients will require treatment in a succes-
sion of settings, moving from detoxification to residential care to
outpatient care. Thus, programs are encouraged to offer all clients
access to the full continuum of care. It is seldom feasible for a pro-
gram to directly provide every service that might be needed by the
target population; it is important, therefore, that to the extent possi-
ble, access to a broad range of services be provided ihrough refer-
rals.

No matter what the setting, you should consider how your
program wlll provide access to the major service elements dis-
cussed below.

OUTREACH AND COMMUNITY EDUCATION

How can a program locate and contact people in need of
treatment? One way Is to establish referral agreements with other
agenciles. However, many clients come to alcoholism treatment pro-
grams as self-referrals or because of pressure from family mem-
bers, friends, and employers. It Is important, then, for a program to
maintaln an active and aggressive outreach program. Such a pro-
gram should inform the community at large of the services it offers
and make contact with those in a position to refer alcoholics from
special populations most likely to have a higher than average rate of
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alcohol probiems or to be generaily underserved by aicoholism treat-
ment programs. The advisory committee members can often provide
a new program with entree to such individuais and organizations.

Many programs find it usefui to contribute to efforts to edu-
cate the community about aicoholism. Often there is a voluntary
group or alcoholism councii that operates pubiic education pro-
grams. It is important that you not duplicate such activities, but
rather support or compiement them. Community awareness activi-
ties might focus on the vaiue of early intervention, stressing that ai-
coholism is a treatable disease and that the recovery rate is signifi-
cantly greater when people enter treatment before their drinking has
reached an advanced probiem stage.

This might be followed by (1) visits to iocal employers to dis-
cuss ways they can make empioyee referrais to treatment, (2) appear-
ances at youth groups, civic groups, and women's ciubs to taik about
the benefits of family intervention and family support services the
program may offer, (3) and discussions with ‘‘gatekeepers’ (such as
ministers) who are in a position to identify early signs of probiem
drinking and make referrals.

Outreach efforts may take the form of consuitation to other
agencies or organizations; you may want to pian to provide seminars
for health, criminal justice, or sociai service professionais on how to
administer alcohoiism screening instruments to clients. Such con-
suitation supports the concept of early intervention and aiso pro-
vides for more comprehensive identification efforts. Aii too often,
aicoholics are not referred to treatment because heiping profes-
sionais are not aware of the symptoms of the disease.

INTAKE AND ASSESSMENT

Your program wili need to deveiop an intake process, to in-
clude written criteria for admission, procedures to be foilowed during
the initiai visit, and the assessment of ciient needs. The iniake proc-
ess should ensure that ali potential ciients are treated in & system-
atic, weili-defined manner.

Specific written criteria for admission are necessary; if your
program contains muitiple treatment components, admission criteria
for each component shouid be identified. These admission criteria
will be based on the resources of your program to treat clients, and
shouid identify financial requirements necessary to compiete the
program. Criteria may inciude provisions regarding invoiuntary ad-
missior:s, repeat admissions of clients who faii to maintain sobriety,
nondiscrimination based on race, sex, age, nationai origin, and disa-
biiity, abiiity of the individuai to assume fuii responsibility for his or
her own decisions and actions, and so forth. Denial of admission
might be based on these criteria: the program is operating at capac-
ity, none of the treatment services offered is appropriate {5 the par-
ticuiar applicant, preference Is given to clients unabie to pay, prefer-
ence is given to clients living within the immediate neighborhood of
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the program, or the client’s famiiy or iiving situation intrudes into
the treatment process in a counterproductive way. Referral
resources for individuais who are not eligible for services shouid be
identified.

In order to develop an appropriate treatment pian, there must
be a systematic determination of any emergency medicai needs, as
well as an assessment—using interviews and screening instru-
ments—of the ciient’s drinking history, psychosocial history, and
medical history. Some programs invoive the entire family in the as-
sessment, developing a family history of aicohol and other prob-
lems and expioring family reiationships and strengths.

According to the Program Standards for Alcoholism Treat-
ment manual, information to be gathered in the intake interview in-
ciudes basic demographic data and referral data. Beyond this, most
programs wiil aiso be interested in the foiiowing areas:

* Presenting probiem
Alcohol-drug use and probiems, history
Famiiy/interpersonai history
Education/employment/vocation/history
Medical history
Legai history and current status
Psychosocial history
Psychosexual history
History of previous treatment.

In addition to coilecting information about the ciient, a poten-
tial ciient should receive information about your program. This orien-
tation typically should include information on program goals and
ruies govermning behavior during treatment, services availabie and
hours of operation, costs and fees and the responsibiiity of the ciient
for payment, and information on clients’ rights. A thorough orienta-
tion wiil ensure that the ciient's consent to treatment is an informed
process. —

The assessment information is often evaluated by a team, so
that underlying psychiatric and medicai probiems do not go un-
detected. The criteria that programs use for assigning clients to treat-
ment vary widely; however, a widely accepted set of criteria for ciass-
ifying aicoholic patients aiong a number of dimensions is provided in
the Diagnostic and Statistical Manual of Mental Disorders (DSM Ili)
deveioped by the American Psychiatric Association. As research A
continues into how best to match client characteristics and treat-
ment modaiities, such diagnostic classification wiil most likely take
on greater importance.

The assessment.process shouid aiso inciude sensitivity to
the special characteristics of certain special popuiations: groups.
Whiie the broad categories listed previously are designed to elicit ail
essential information, it is important for intake counselors to be
aware that certain groups m:ay be reluctant to divuige pertinent infor-
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mation if not specifically questioned. For exampie, an eiderly ciient
may be taking an over-the-counter medication that aggravates the ef-
fects of aicohoi consumption, but might not inention this because it
is not a prescription drug. The Hispanlc cilent may take offense at
questions about family and interpersonai relationships because of
strong cultural proscriptions agalnsi sharing family secrets;
counseiors wiil need to be sensitive to these issues.

INDIVIDUALIZED TREATMENT PLAN

It is important that an individualized treatment pian be devel-
oped for each client, based on the assessment of his or her needs.
This plan should identify specific probiems to be resolved during
treatment, outcome goals, treatment methods to be used to achieve
the outcomes, and provisions for periodic reviews and updating.
Cilent involvement in the deveiopment of the pian is desirable.

Each treatment component your program wiil offer shouid be
identified and ciearly expiained in terms potential clients can under-
stand. Except in cases where the focus of the program is limlited to
a specific function, you should deveiop a system and procedures
for providing cilents with access to the full continuum of care,
either directly or thrcugh referral as needed. This includes access
to emergency medical services, medical or social detoxification
services, residential care, outpatient care, and aftercare services.

Beyond the development of an initial pian, there should aiso
be a procedure for perlodic review of client progress, as well as for
tracking clients who are receiving services from other agencies. As
the treatment progresses, a formal discharge pian should be devel-
oped by the client and his or her primary counselor, specifying the
goals that must be obtained before discharge and setting forth an
aftercare plan. It is critically important that aftercare planning take
place whiie the client is stili in treatment, in order to ensure that the
transition back to the community can be made smoothly. Generaily,
the aftercare plan will inciude followup visits to your treatment pro-
gram and participation in an AA group; speciaiized services may
also be offered by other agencies.

TREATMENT SERVICES

Most ailcoholism treatment programs combine individual
and group therapy sessions and include access to support groups
such as Alcoholics Anonymous. No single treatment approach has
been shown to be effective with all alcoholic ciients, and a relatively
broad range of treatment modalities are in use. “‘Several diverse
treatments are often delivered within the context of alcoholism
services, depending on the resources and needs of clients, as weil
as the specific training or orientation of the staff,” according to the
Fifth Special Report to the U.S. Congress on Alcohol and Health.
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“in many cases, a combination of therapeutic interventions is provided
to all clients, under the assumption that muitipie treatments stand a
good chance of meeting at ieast some of each client's needs.”

The report notes, however, that “in recent years, psychothera-
peutic approaches have given way to, or have been combined with,
behaviorally oriented treatment in many settings.” Group therapy is
frequently inciuded in aicoholism treatment in virtually ail settings
that provide long-term care, and oftei: focuses on socilai skiiis train-
ing. However, individual therapy sho:ild aiways be avaliable for those
who need it to develop trust early in the treatment process. This is
especially true for certain segments of the popuiation, such as
women. Pharmacological agents such as disulfiram (Antabuse) are
also widely used in combination with individual and group therapy
sessions as a reinforcing factor in maintaining abstinence.

Increasingly, alcoholism treatment programs are taking a
holistic view of cilent needs and are providing access to a broad
range of adjunct therapies and support services, sometimes through
referrals and sometimes on site. These incliude “creative” therapy
(art, dance, music), recreational therapy, vocationai rehabilitation, oc-
cupational therapy, and a wide range of socilal service
assistance—ranging from money management to housing. This re-
fiects the importance of preparing clients to return to their home en-
vironment and deveiop a new way of life; thus, there is an emphasis
on developing new skilis and abilities and on providing aftercare sup-
port to prevent the ciient from returning to an alcoholic lifestyle. Im-
proved social and emotional functioning are necessary to an alco-
holic client's recovery.

In line with this view, many experts have recommended that
family therapy be provided for aicoholic clients with intact families,
traditional and otherwise. While not ali programs have the resources
or staff training to provide such services, the impact of alcoholism on
other family members and the concept that aicoholism is a “family
disease’ argue for the inclusion of such services.

Other services such as transportation, food service at the pro-
gram site, or child care may aiso be required. You must consider what
nontherapeutic elements of service are necessary to ensure that
clients are able to take advantage of your treatment program.

REFERRALS

If clients are to be referred from your aicoholism treatment
program to another agency, or to another component of the same
program, it is important for you to corisider what procedures wiil be
used, what documentation is required, and what foliowup by program
staff will be required. You must consider the staffing implications of
referring clients to other community agencies for support services;
staff time will have to be devoted to deveioping and maintaining
referral linkages as weli as to follow up on individuai clients with
staff at other agencies.

27
i &:.3 7



Your needs assessment wili inciude the identification of
agencies offering services that program clients may require. How-
ever, some further exploration wili be necessary to determine how
willing such agencies are to accept referrais, their capacity and eli-
gibiiity requirements, and the expectations of the referring agency.
The criteria your program will use to make referrais and the process
that will be followed to ensure that clients are being served appro-
priately must aiso be considered. it shouid aiso be recognized that
developing referral arrangements is an ongoing process; your pro-
gram plan should include ongoing contact between your program
and the referral agencies, as well as data coliection and anaiysis to
track client use of specific referral resources.

Many of the agencies and organizations to which your pro-
gram refers clients wiii aiso serve as a source of referrals to your
program. It is important that you identify those likely to provide sig-
nificant numbers of referrais and 1 xctor into your outreach pian an
agressive program of contact with these sources. Again, this will be
an- ongoing process—first to make referral sources aware of the
services your program will offer, &nd iater to ensure that they re-
ceive appropriate feedback (within the iimitations of confidentiality
regulations) on ciients they have referred and that the referrais they
are making are appropriate ones.

It may be desirable to deveiop formal agreements with other
service providers regarding referral procedures, ciient eligibiiity, re-
imbursement for services, and information sharing. In some States
formal agreements are mandatory prior to licensing. The advisory
committee can be heipful in identifying important referral resources
and in faciiitating deveiopment of cooperative agreements.
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Administrative and
Management Issues

Decisions about the services to be offered and the type of
care your program intends to provide will have Implications for a
broad range of administrative and staffing issues. You should be
aware that sound fiscal and operational management procedures
are necessary to ensure program quailty and program survival. And
the implementation of such procedures requires careful planning to
ensure that adequate resources have been forecast.

The following discussion is intended to highlight very gener-
ally the administrative issues that must be addressed by virtually all
programs, in addition to State and professionai certification, licen-
sure, and accreditation requirements. The elements included in this
section are drawn primarily from the Program Standards for Alco-
holism Treatment manual, State guidelines for program planning,
and suggestions from specialists in developing alcoholism treat-
ment programs.

ORGANIZATIONAL STRUCTURE

Unless your program is spons . by an existing incor-
porated agency or organization, an organizational structure must be
developed and procedures for incorporation foiiowed. The organiza-
tional structure will vary by program type and setting. Documents
that describe the administrative framework, or in the case of a pri-
vate agency, a charter, constitution, and/or bylaws that meet State
legal requirements, are necessary. Most programs have a governing
body that makes program policy and an executive director who is re-
sponsible for operating and administering the program. A business
manager is a key program staff member as weli. Many programs
continue to have an advisory committee. It is vital to identify the
lines of authority and responsibility prior to opening the doors of
your program. .

The governing body. The administrative regulations, bylaws,
charter, or constitution of your program must define the authority,
responsibilities, and tasks of your governing body. The governing
body should function as the agency review board and be distinct in
composition and function from the operating staff and administra-
tors of the program. It should exercise authority for the overall con-
duct of the program, set policy, engage in planning and fundraising
functions, and review program operations and performance. A func-
tional committee structure is often used to accomplish these tasks.
The governing body should establish and regularly review the pro-
gram’s regulations and procedures, as documented in a policy man-
ual and used as a guideline for the daily operation of the program.
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There must be written policy for scheduled meetings, quorum re-
quirements, minutes of meetings, appointment of its members, eiec-
tion of officers, terms of office, size of the group, and appointment of
committees. This group should issue an annual report summarizing
the program’s activities, accompiishments, financial status, audit
resuits, and conciusions of any evaluation studles.

Who shouid make up the governing body? There shouid be
representation from the community. Community members who can
provide support to the program in the key areas of fundraising and
who are in a position to assist the program in developing and main-
taining relationships with key referral agents shouid be Identified
and inciuded In the group. Certainly, recovering aicoholics and
representatives of special popuiation groups to be served by the
program shouid be Inciuded. People knowiedgeable about
alcoholism recovery wiil be important contributors. Other sug-
gested members for the governing body inciude a businessperson
or accountant, a lawyer, a banker, and an elected officlal. Your com-
munity and particular program goais may suggest additional
membership needs.

An active, cooperative governing body is an indispensabie re-
source to a program and to its administrators. Estabiishing and main-
taining a sound working relationship with such a body Is an ongoing
process; one that wiil change and evolve as your program becomes
established. initially, the group may need to convene frequently to
ensure that program requirements are fully deveioped and im-
plemented. A continuing partnership between the goveming body
and program administrators wiil require time, commitment, patience,
and skili. Governing body members and program staff are individuails
who wiil bring valuable experience, attitudes, and ideas to your pro-
gram. in addition, they wlil bring ali the human foibles—jealousy,
anger, rivairy, impatience—to the governing process. identifying and
training governing body members Is an important and vital task, as is
recruiting and keeping a qualifled executive director for your pro-
gram. The development of a balanced, mutually supportive relation-
ship between the governing body and program administrators will be
a challenge that must be met for program effectiveness.

Executive director. The separation of policy from daily opera-
tion and administration of the program Is necessary to ensure the
knowiedgeable and sensitive policy guidance of the governing
body, while allowing for the administrative and management skiiis of
the executive director. This dichotomy aiso aliows for objectivity in
all decisionmaking aspects of program operation.

The executive director is responsible for implementing bud-
getary and policy decisions and is typicaily a fuli-time staff member.
This individual will use the poiicy manuai as a framework for the per-
formance of operational tasks by all program staff. The manual wiil
also be the source of documentation for program compiiance with
established standards.
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The executive director should be knowledgeable about alco-
holism, alcohol-related probiems, and the recovery process. He or
she should have administrative and personnel skiils and experience.
Finally, because the level of ormance of the total program
depends upon the capacity of this Individual, selection of an experi-
o"noodmmd oempathetic person with much understanding of people Is
critical.

Business manager. As stated eartier in this guide, many alco-
holism treatment programs fall because of poor financial manage-
ment. it is recommended that r'ou include an experienced business

on your program stafl. Your program must be financially
m"u “ m.

Your program must have an looountluf and financial manage-
ment system that aliows for the projection of revenues and expendi-
tures for each fiscal year, processes for determining, coliecting, and
reporting any fees and for analyzing and adjusting expenditures,

of lar financial statements, and identification of
oost-saving wo:s:m The need for setting up an adequate system
cannot be overstated. Third-party payers are going to assume &
greater Mm:'ron :2' providing fm‘:dl fmm«h:w ntnhc.lmd'.‘:o m
need a ?.oao nancial management sys 08 m where
money s being spent and how effective your ram I8 In treating
cllents. The business wiil bring the sound fiscal skills to ac-
complish these tasks. Working ¢ with the executive director,
this individual will be a key member of the program team, providing
the ing body and program staff with a solid foundation of
fiscal control and management.

Advisory committee. Programs may maintain an advisory
committee in addition to a governing body and operations staff. in
these cases, the advisory committee serves important functions for
all program entities. For example, the advisory committes can be
asked to conduct special community surveys, dovelop recommenda-
tions regarding special population groups, advise the goveming
group and program administrators about ways to improve program
services, heip develop and maintain good community contacts, as-
sist in the recruitment of volunteers, and identify community out-
reach approaches and contacts.

Maintaining an advisory committee requires that you clearly
identify the roles and responsibiiities of this group. This effort will
help ensure that the lines of authority within your program generate
mutually supportive and beneficlal results—separating advisory in-
put from policy developmént and program review from the day-to-day
program operations.

STAFFING AND PERSONNEL MANAGEMENT

A statfing pian that supports the program goais and the serv-
ices to be offered has to be developed. it is Important to decide
what typee of professional staff will be needed to deliver all of the
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planned services, and to deveiop iabor hour estimates that inciude
time for ongoing training and administrative and supervisory duties.
As noted earlier, a wide range of individuals are invoived in provid-
ing aicoholism treatment services—from physicians to social work:
ers to certified aicoholism counselors. Most programs empioy a
multidiscipiinary staff, and most inciude alcoholism counseiors
who are recovering aicoholics. It is also advisabie to seiect staff
who represent the demographic and culturai mix of the prospective
clients. Many States have requirements that certain types of staff
be assigned certain duties In treatment programs, and such reguia-
tions should be explored. In addition, you should aiso review cre-
dentialing requirements for alcoholism counseiors in your State; a
model set of credentialing standards has recentiy been issued by
NIAAA and might be useful to you in developing hiring criteria (see
Appendix A for ordering information). The Program Standards for
Alcohollsm Treatment manual cails for programs to require
counselors to be credentialed or to be working toward that status;
in States where no credentialing process |Is avallable, the manual
sulggests that the program set minimum standards for its coun-
selors.

Personnel policles and practices. Good management does
not happen without good pianning. Thus, it is important to consider
the resources necessary to ensure effective supervision of profes.
sional and nonprofessional staff. Personnel policies and proce-
dures have to consider the following: employee recruitment, bene-
fits, and promotion; training and staff development; safety and
health; employee assistance; disciplinary systems, suspension,
and termination; grievance mechanisms; wages, hours, and salary
administration; rules of conduct; performance appraisals; and equal
employment opportunity (EEO) and affirmative action policies. The
written job description of each position should specify credentials
required for employment in that position and the generai duties and
responsibilitias, minimum levels of education and training required,
related work experience required, reporting and supervisory respon-
sibilities, and salary range of the position.

Supervisors and managers should be provided with basic
information on how to Interview and recruit staff, how to set perfor-
mance standards, and how to provide performance reviews. It is im-
portant to recognize that particularly in the human services, mana-
gers and supervisors may not have had any academic training in
management techniques. Therefore, your program may need to pro-
vide for such training.

Tralning and staff development. Ongoing training of staff is
generally recognized as essential in programs providing direct
services to alcoholics. This may be accomplished through an In-
service mechanism, or through program-supported attendance at al-
coholism training programs. If an in-service program is anticipated,
you will need to consider who will perform the training, how the
service program will be operated while staff particlpate In training,
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the subject areas to be covered in training, and how the successtul
completion of the training will be measured.

Use of volunteers. Traditionally, the aicoholism fieid has
made greater use of volunteers than have most other heaithcare
services. if you anticipate using volunteers in any capacity, it is im-
portant to develop detailed guideiines regarding how they wili be re-
cruited, screened, supervised, and used. in addition, it wiil be nec-
essary to develop a volunteer training program; particularly when
voiunteers inciude “alumni’” of the program, it is important to define
clearly the roie they are to piay, to whom they are to report, and the
nature of their interaction with staff and clients. It is also important
to consider carefuily how volunteers wiil be systematicaily provided
with feedback.

When clients are invoived as volunteer peer counseiors as
part of their own treatment process, it is important to establish con-
trois that safeguard clients’ rights and ensure that such work com-
plies with local, State, and Federal laws and reguiations. Compen-
sation may consist of services rendered by the program. However, if
the ciient is fiiling the function of a paid position, it wili be neces-
sary to piovide a wage.

You shouid aiso investigate insurance coverage and legal re-
quirents that wili protect the program against ciaims resulting from
actions or inaction of volunteers. A personnel recordkeeping sys-
tem should be estabiished for volunteers, just as for paid staff. De-
pending on the scope of the program’s intended use of volunteers,
it may aiso be advisabie to develop a volunteer recruitment plan. A
great deal of information has been deveioped on the use of voiun-
teers; Appendix A provides several references that offer sugges-
tions for recruiting, training, and managing volunteers.

RECORDKEEPING AND REPORTING

Procedures for clinical recordkeeping wiil need to be estab-
lished anc forms developed, specifying what Is to be inciuded in the
clinical records, who is to make entries, when they are to be made,
who wili review them, when they wili be reviewed, and mechanisms
for their safekeeping. Programs must ensure that they comply with
Federal confidentiality regulations (43 C FR Part 2) and authorizing
legislation (42 U.S.C. 290dd-3).

In addition, you must meet the need to coliect and report data
required by licensing and funding sources. As noted in the Program
Standards for Alcoholism Treatment manual, “virtuaily any funding or
licensing source requires that reports be submitted on a periodic
basis. Governmental agencies may require a monthly progress report
along with a report of financial transactions. Foundations may re-
quire oniy a quarterly report and a final report. Insurance carriers may
require only an annual cost report.” You must consider such issues
as who will develop reports and wiat sort of review process will
precede submission. “Reporting requires a substantial outlay of time
and money,” the manual observes. “Programs shouid budget and
pian accordingly.”
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PROGRAM EVALUATION

The data coliected as part of the required recordkeeping and
reporting activities wiil aiso be useful in ongoing program evaluation.
This wiii entali analysis of overail program effectiveness and identifi-
cation of areas needing refinement, based on such data as number of
cilents served, types of services provided, attrition, ciient outcome,
followup outcome, and staff utilization. There shouid be an ongoing
evaluation of whether the program Is actuaily meeting the goais
established at the outset of the planning process. You must consider
what data should be collected, what methods wili be used, how pro-
gram activities will be documented, who wlll collect the data, and
who will perform the analysis. An analysis framework should be
developed that describes how data are processed and analyzed, the
procedure for measuring program outcomes, how data are used to
measure each of the program’s goals and objectives, and how the
cost effectiveness of the program will be assessed.

Evaluation data are criticaily important to the iong-term suc-
cess of your program. Such data ensure that successful aspects of
the program are identified and continued and that probiem areas are
identified and remedied. The governing body, advisory committee, or
both may play a role in reviewing the evaluation data and revising pro-
gram policies and directions on the basis of the findings.

QUALITY ASSURANCE _

You must consider development of procedures to assure
quality of treatment services, medications dispensing, and food
services as well as the protection of clients’ rights. Methods for
identifying utilization-related problems should inciude the follow-
ing: written criteria for appropriateness of admissions; criteria for
services continued beyond the program’s established normal time-
table; procedures for identifying and correcting delays in the provis-
ion of services; and documentation of the program’s utilization
review conducted on a periodic basis. According to the Program
Standards for Alcoholism Treatment manual, “utilization reviews
ensure that the services provided by the program are effective and
appropriate.to the specific needs of the program’s clients. Such
reviews Invoive studies of the effectiveness of each service pro-
vided and of the overall efficiency of the program in accomplishing
its objectives. Utilization review Is a primary cost-containment re-
quirement of third-party payers.”

As part of this ongoing monitoring process, you need to
identify methods to ensure that medications are administered In ac-
cordance with accepted and statutory ciinical practice under the
authority of a physician. In addition, programs that administer medi-
cations must have written pharmaceutical standards, as well as pol-
icies and procedures to ensure that medications are stored,
dispensed, and administered in accordance with accepted pharma-
ceutical standards, rules, and regulations.
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Programs that provide dietetic services must estabiish proce-
dures and plans for meeting nutritionai goais for program clients, de-
veloped with review and approval by a qualified dietitian and provid-
ing for the speciai needs of specific ciients and the maintenance of
special dietetic information in client records. Programs offering
transportation services must establish safety and management
guideiines.

in order to ensure that cilent riy,hts are protected, you shouid
develop policies regarding use of physical restraint, use of client
labor, mechanisms for review of complaints of aileged neglect and
abuse of ciients, and participation of ciients in research. Recom-
mended policies and review procedures reiated to these areas are
inciuded in the program standards manual.

FACILITIES AND LOCATION

Locating a site and faciiity within the community that can ac-
commodate your program requires that it be accassible to the target
populations the program may serve and that it meet appiicabie
State and iocal fire, safety, heaith, and buliding codes. Compiiance
with iocal zoning ordinances is often necessary aiso. Meeting iicen-
sing and zoning requirements can take months depending on your
local environment. When inpatient or residentiai services are to be
offered, compliance with additionai State reguiations wiii doubtless
be necessary.

You must aiso recognize that your program iocation and fa-
cility wili exist within a broader community environment. Your com-
munity outreach activities, needs assessment, and planning pro-
cess will heip you secure the support of surrounding neighbors,
other service agencies, and the business community for the ioca-
tion of your program. Securing a iease, purchasing a site or faciiity,
or construction of a faciiity can be greatly expedited with the assist-
ance of a banker and iawyer who are members of your governing
group. Careful inspection of the condition of an existing buiiding is
aiso necessary so that you identify and pian for aii needed improve-
ments, maintenance costs, and expansion needs.

in selecting a site, you should plan for a weli-lighted, cheer-
ful environment, readily marked and inviting to ciients and their fam-
liiles. You should see that adequate private space is avaiiabie to en-
sure the confidentiality of counseling sessions, that an area suffi-
cient to accommodate group counseling is availabie if needed, and
that administrative areas are provided for. The JCAH manual identi-
fies in detali the facilities requirements aicoholism programs must
meet in order to receive accreditation.

FUNDING AND FUNDRAISING

Critical to program pianning is the answer to the question,
Where wiil the money to run the program come from? The needs as-
sessment information and input from the governing group and/or
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the advisory committee can be expected to provide some leads to
programs not seeking pubiic funds or seeking to supplement public
funds with money from other sources. Part of your program pian
should be a development pian identifying the tasks, timetable, and
responsibility for program development, or fundraising, activities.
Fundraising is an ongoing process, and time and resources must be
invested in this aspect of program operation. Because fundraising
has become a major concern of alcoholism treatment programs in
the 19808, a number of guides on the topic are avaliabie (see Appen-
dix A for ordering information).

The visibility and credibllity of your program in the commu-
nity wili be a significant factor for successful fundraising efforts.
Potential donors must have confidence in your program and beiieve
that the services you provide are worthwhile and beneficial. In addi-
tion, you must define your fundraising needs and goais, whether for
special projects, expansion of facilities or services, or ongoing op-
erational revenues. Once you have determined your needs and
goals, there are many approaches you may take to raise necessary

funds. Members of your governing body, in particular, shouid sup-
port your program in this area through the recruitment of individuals
who can raise funds for your program, through awareness of where
local, State, or other funding lies and the abiiity to access that fund-
ing, or through direct contributions. Examples of some fundraising
approaches you might explore include these:

o Use of the local media—public service announcements on
radio and television, talk show appearances, news articles

e Public appearances—speaking engagements before com-
munity and religious groups, service ciubs and commis-
sions, and at conferences

e Pald advertising—signs on bulidings or in other faciiities,
biiiboards, teiephone directory ads, newsietter and com-
mercial paper ads, teievision and radio ads

e Direct mall—letter solicitations targeted to specific
groups such as lawyers, physicians, and country club
members with followup telephone contact

e Personal contact—contact with individuais by members
of the governing group, advisory committee, or others re-
cruited to raise funds.

In addition to seeking outside funding, you shouid also seek
to project expected revenues from reimbursement for services, and
to develop program procedures that wili maximize such reimburse-
ment. The imposition of ciient fees is an appropriate way to gener-
ate revenue for many programs. Fee schedules that are consistent
with other local service providers shouid be maintained. Siiding
scale fee systems are widely used. Any program billing structure
must be consistent with the program philosophy and goais, applied
consistently, and approved by the governing body.
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The Program Standards for Alcoholism Treatment manuali
recommends that programs routinely gather information about re-
mbursement and then identify and garner third-party doliars. “‘in a
practical way, programs shouid become famiiiar with the coverage
and benefits offered by iocal businesses and manufacturers. Insur-
ance plans for jocal government empioyees shouid Lte reviewed.
Changes in medicare/medicaid rules and reguiations shouid be
monitored. The program shouid maintain and periodicaily update a
list of third-party payers, inciuding a schedule of benefits and eligi-
bility requirements; determine eiigibliity of aii ciients for third-party
coverage; make sure to biii ail third-party payers under legai obiiga-
tion or authorized to pay ail or part of fees for service; monitor and
follow up on third-party biiiings; identify potential ciients eiigible
for reimbursement; and actively market services to ciients eligible
for reimbursement.”

BUDGETING AND COST ACCOUNTING

Deveiopment of a realistic, conservative budget is criticai to
program success, according to most experts. You must iook very
carefuliy at the expected revenues and the anticipated expenditures
and make adjustments in the scope of the program as necessary.
The budget process should invoive the governing body, the execu-
tive director, and the business manager. Perlodic reviews of the
budget shouid be part of the operating rrocedures of the program.

In order to carefuily monitor the budget, cost accounting and
tracking systems must be develioped and impiemented. These in-
ciude a system for tracking program costs per unit of service, 8o
that the executive director can determine if certain types of services
are disproportionately costiy in relation to other program compo-
nents; this information aiso provides a basis on which fees can be
deveioped. Additiona: information on the procedt ‘¢3 to foliow in
deveioping cost monitoring and fee systems is avaliabie in the pro-
gram standards manual. This document aiso contair 3 a section out-
lining desired practices in budgeting and cost accou'nting, covering
the foliowing areas: preparation of annuai revenue and expense
budgets; !antifying funding sources and procedures for monitor-
ing both revenues and expenditures; estabiishing a | rmal process
for forecasting cash fiow; choosing an estabiisheu accountinyg
system that wili document alii transactions; estabiishing proce-
dures for tracking staff time; deveioping contracting prncedures to
ensure that consulting and cooperative agreements =. . uifilied and
deveioping cash handiing controls; a:.J raaintainine ecords neces-
sary to comply with audits and to conduct per’ ‘dir ancial audits.

37

4%



in addition, NIAAA has deveioped a ‘‘turn-key” accounting
system for alcohoiism L.rograms providing outreach, referral, and
counseiing services. This “‘turn-key” system inciudes procedures
and forms that most programs can put into piace with no modifica-
tion. A cost accounting manuai Is aiso availabie from the American
Hospital Association that provides a standardized system appiica-
bie to many treatment programs (see Appendix A for ordering infor-
mation).
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Special Populations

Untreated alcoholism has devastating heaith and soclal con-
sequences for its victims, their famliiles, and their communities. Re-
search suggests that members of a number of population groups,
defined by sex, age, race, and ethnicity, may be particularly under-
served by aicoholism treatment programs. These groups inciude
elderly people, women, youth, black Americans, Hispanic Ameri-
cans, the muitidisabled, Aslan/Pacific Americans, and American In-
dians. The planning for and operation of any alcoholism treatment
program will require consideration of the special needs of these un-
derserved and at-risk populations.

This section briefly highlights research fir iings and actual
program experiences that are applicable to treatment program de-
velopment for underserved populations. You may decide that your
program wlli focus on one or more of these potenti~i client groups.
Realistically, all programs must be prepared to serve individuals
from many walks of life.

The information previously presented in this guide on plan-
ning, development, and operation of an aicoholism treatment pro-
gram |s fully applicable to programs serving all client groups.
Reaching and serving special populations, however, will require the
removal of unique barriers and an awareness of needs that, once
met, will enhance your program’s effectiveness. Also, statements
about the practices, beliefs, and values of particular special popula-
tion groups may be applicable to many if not all groups of in-
dividuais regardiess of ethnicity and cuitural background. Such
statements are made In light of research and experiential evidence
of their particular significance for treatment programming for cer-
tain popuiations.

This speclal populations section presents information on
needs assessment, outreach, treatment considerations, and special
administrative issues specifically pertinent to elderly people, youth,
the muitidisabled, American Indians, black Americans, Hispanic
Americans, Asian/Pacific Americans, and women. Appendix A In-
cludes references to a variety of materials that can provide you a
great deal of additional information. Organizational resources listed
in Appendix B can also help you tallor alcoholism treatment to spe-
clal client groups.
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Elderly

NEEDS ASSESSMENT .

Despite the fact that drinking appears to decrease with age,
there are stiii a significant number of eiderly who are probiem drink-
ers. Estimates of alcohol probiems or aicoholism in the general
popuiation of elderly range from 2 percent to 10 percent. identifying
alcohol problems among elderly peopie is especially difficult,
however, because many of the indicators that apply to the general
popuiation are not as appiicable to the eiderly population. Physicians
often misdiagnose aicoholism in elderly patients since the symp-
toms are very simiiar to those associated with other conditions more
frequently experienced in oid age, and the attitudes of many
caregivers result in a fallure to transiate awareness of drinking pro-
biems in an eiderly client into diagnosis and treatment. In addition,
older peopie may be protected by family members reiuctant to ad-
dress aicohol problems. You may be confronted with a popuiation at-
risk that is hidden and undetected. As a resuit, you can take a variety
of approaches to needs assessment, inciuding use of existing
sources of demographic data that may be availabie from iocal pian-
ning agencies and tho State Alcoholism Authority. Reviews of hospi-
tal records, reviews of police arrest data on the aged arrested for
public drunkenness or driving while intoxicated, and surveys of iocal
agencies serving the aged or the aicoholic may heip to identify the
nature and scope of the probiem of aicoholism among eiderly people
in your community.

OUTREACH

Since the eiderly problem drinker is difficuit to identify, you
will be particularly challenged to develop effective outreach and
community education methods. Outreach activities might include
education to heighten the awareness of caregivers who frequently
come into contact with eiderly peopie so that they wiil consider the
possibility of alcohol-related problems and make appropriate inter-
ventions or referrais. Heaith aides and home care workers who go in-
to the elderly person’s home need to be aware of symptoms of aico-
hol abuse. Hospital social workers and discharge planners are other
caregivers to be informed about aicohoi abuse among the elderly
population. Information campaigns might aiso be directed to famiiy,
friends, neighbors, and associates of eiderly peopie to heighten their
awareness of the symptoms of alcohol abuse and to inform them
about how to obtain heip. )

42

@l



Outraach and education might use
the resourccs of volunteer groups such as
the Retired Senior Volunteer Program
(RSVP), the American Association of
Retired Persons (AARP), and the Gray Pan-
thers. Audiovisual materiais, posters, and
information bookiets can also be made
available at places frequented by eiderly
people, such as launderettes, bingo par-
lors, restaurants, and drugstores. Public
service announcements on television have
been effective in reaching the eiderly popuiation and can be targeted
to adult chiidren and spouses of eiderly alcohol abusers as well. In-
formation can also be presented directly to eiderly popuiations
through nursing homes, retirement communities, senior centers,
golden age clubs, and church groups. Pubiic housing in some areas
may house a number of eiderly people at risk for developing aicohol
problems, and would be another site for awareness campaigns. Out-
reach and awareness programs to elderly people in rural communi-
ties may differ greatly from those used in urban areas. Residents of
rural areas may be less likely than their urban counterparts to use
soclal service agencies or to accept help and intervention by out-
siders. Experts in rurai programming stress the need for more Infor-
mal Information efforts, noting that community opinion leaders may
or-may not be the area’s appointed leaders.

TREATMENT CONSIDERATIONS

Involving elderly clients In pianning their treatment Is very de-
sirablie, both as a means for gaining cooperation and for restoring
seif-respect and self-esteem. Treatment plans might invoive con-
tracting with the client for specific goals and subgoalis, and setting
approximate timetables for their achievement. Pianning daily sched-
ules for work, rest, and therapy or group meetings is heipful, as large
blocks of unscheduled time should be avoided. Eiderly persons in
particular may need heip in finding positive ways to use time formerly
scheduied around work and family activities. Aftercare planning is
considered cruclal by experts, and this early client involvement lays
the groundwork for the client’s discharge from the program.

Eiderly peopie may require the full range of services needed
by other alcoholics: detoxification facilities, residential and outpa-
tient care, aicohol education, and individual and group therapies. The
therapy of elderly alcoholics should differ in emphasis, however, in
that a relatively greater need exists for a wide range of medical serv-
Ices, soclal theraples, and assistance services.

Medical services can range from acute to long-term care.
Awareness and management of drug use, nutritional requirements,
and chronic health conditions may be needed. Treatment of eideriy
clients should emphasize group and recreationai therapy techniques,
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since the support provided by others may
be a critical eiement for recovery. Speciai-
ized groups for eiderly ciisnts may inciude
exercise and relaxation, and assertiveness
training. Involving recovering eiderly aico-
holics in the treatment programs of other
eiderly alcoholics may be heipful. Eideriy
cilents report that such contact is highiy
beneficial, particularly in the eariy stages of
treatment when denial and feeiings of guiit
and shame are paramount.

The presence or absence of family involvement with an eideriy
aicohoiic’s recovery is an important indicator of successful treat-
ment. The family should not be narrowly defined as biood relatives as
is usually applied to younger alcoholics. Family substitutes are cru-
clai to the well-being of an elderly person whose originai family may
have been scattered or iost through separation or death. Qutreach
and education efforts for these family members are necessary as
well.

Eideriy alcoholics often require heip ranging from housing to
hearing aids. Linking the service systems for the aicoholic and for the
aged wiil help establish a compiete treatment care continuum for
each ciient. The agencies with which such reiationships should be
estabiished can be identified through community service directories,
community agency surveys, and senior citizens councils.

in addition to treatment designed to their speciai needs, eld-
erly persons require strong aftercare services. Effective foliowup and
aftercare may include home visits by your staff, friends, and neigh-
bors. Outpatient programs that focus on buliding sociai supports and
deveioping new reiationships are suggested. Treatment specialists
aiso note that there shouid be an emphasis on the reintegration of an
eiderly ciient into the family where possible; support for the elderiy
person in organizing leisure time; recognition and deveiopment of
long-unexpressed talents, hobbies, and skiiis; and management of
discretionary funds. Other suggestions inciude group activities for
some clients, involvement in “ailumni” groups who provide transpor-
tation and emotionai support to the eideriy where necessary, and in-
voivement in AA meetings.

ADMINISTRATIVE ISSUES

There are a number of practical considerations in offering ef-
fective treatment services for eiderly peopie. Your treatment site
ideally should be accessibie via pubiic transportation and provide for
ease of access by those who have physical restrictions. Safety is an-
other concern of elderly peopie, who may be afraid to ieave their
homes after dark. Treatment centers iocated in high-risk neighbor-
hoods might offer an escort to the program or offer daytime counsel-
ing to eiderly ciients. Former ciients may be recruited to serve as
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hosts and drivers, and volunteers or agencies providing service to the
aging may assist with transportation and organizing carpools.

Elderly ciients may be financially unable to pay for treatment.
Your alcoholism center must be famillar with sources of funding
through medicare, medicalid, Titie XX, other State sources, private in-
surance coverage, and other community resources. It may aiso be
necessary to provide elderly clients with assistance in compieting
the forms necessary to receive coverage or reimbursement.

With respect to staffing, experts report that voiunteers are
particularly useful in serving eiderly ciients. These voiunteers can
supplement the services of your program during the early stages of
treatment and In the critical aftercare period. The eiderly alcoholic
gains opportunities to sociallze, develop new skills, increase under-
standing and awareness of alcoholism, and enhance seif-esteem
through the contact and support provided by volunteers.

A major factor In diagnosing, Intervening with, and treating
elderly alcoho! abusers Is the attitudes of caregivers. Both the aico-
holism worker and the geriatric worker require knowledge of and
sensitivity to the social, psychological, and physioiogical aspects
of the aging process as well as the course of aicohol abuse. Thus,
staff training sessions should focus on such issuses.



Youth

NEEDS ASSESSMENT

National surveys indicate that aimost one In three youth
could be classified as an alcohol misuser or problem drinker. Alco-
hol misuse or problem drinking among adolescents is more often
associated with episodic, heavy drinking than with alcoholism.
Teenage drinkers usually do not suffer from the many
physical disabliities associated with alcoholism, but they do ex-

other severe, acute consequences such as serious tratfic
acocidents, troudle in school, and difficuities in relationships with
peers and their famiiies.

The extent of aloohol use and problems among youth has
been well documented in a variety of national studies. ldontlfyl:z
the adolesoent aloohol abuser at the community ievel may be
dressed by surveying agencies, school officlals, youth iz
tions, and heeaith oenters ing services to youth or involved In
youth-related activities. on youth-related traffic accidents,
oourt referrals, and delinquency rates and crime, as well as truancy
rates may all provide important information regarding youth prob-
iem drinking.

In addition, you should be aware that the chiidren of alcohol-
ics are &t high risk for developing problem drinking. These chiidren
are more likely to have school problems, display antisocial behav-
lor, and have lowered self-esteem.

OUTREACH

in orlto of increasing concems voiced over the conse-
quences of adolescent aloohol misuse, human service profes-
sioneis continue to have problems reaching and treating this popu-
ation. A major reason s that young people often do not see their
aloohol use as a problem. Even when youthful alcoho! abusers do
seek help, many are unaware of the various services avallable to
M;omlnlmwoowuwum agencies out of mistrust,
or allenation. 8till others fear parental reactions if
their problems are revealed.

As a treatment program pianner, then, you must devise means
of reaching out to theee youth who may be unmotivated or reluctant to
:nm.uuu:.'mmmnwo«;wm
ng youth programs in which there are a wide range of professional
services avallable and opportunities for personal growth, educational
o such help, nw.h'dmdlmom large o

yOur program can a group
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context of a youth center has another appeal to young people. It pro-
vides nonstigmatizing access to alcohol-related services.

It Is also essentlal to make speclal outreach efforts to ado-
lescents. One of the most effective ways of reaching young people
Is to have members of the treatment program tell thelr friends about
It. Some programs go Into the community to reach young people.
Moblle units or staff go to shopping centers, parks, recreational
areas, or other places where young people congregate. They often
use music as a vehicle for initlating communication, and iater dis-
cuss Issues or problems of concern. Community outreach pro-
grams have successfully recruited sports figures as well to attract
youth to alcohol education events.

School-based outreach and education programs have been
Increasingly successful In helping youth alcohol abusers. Recog-
nizing that adolescents may not want to discuss their problems
with adults, trained peer leaders provide support and referral serv-
ices and help organize educational programs within the schools.

Outreach must also be targeted toward professionals who
work with youth. Teachers, recreational workers, family planning
counselors, and others need to be prepared to deal with the prob-
lems related to alcohol. These contacts also serve to develop a net-
work of agencies that can work In an integrated fa:hion to help
youth with their problems.

TREATMENT CONSIDERATIONS

Adolescents may reach a treatment program through a vari-
ety of pathways: self-referral, or referral by schools, hospitais, the
police, the court system, physicians, or family members. Typically,
intake and assessment includes routine psychological and physical
workups. Family members may also participate in this assessment
process in order to find out as much as possible about the adoles-
cent and the issues surrounding their child's or teenager's cheml-
cal use, to receive support and Information on how chemical de-
pendency affects the family, and to gain a solid impression of what
their role will be throughout treatment. In addition, program staft
may want to gather information from av many other sources as
possible—school, friends, court system, and family physiclan.

While alcohol and other drug problems wili be directly ad-
dressed in the treatment plan, they are to be viewed as part of a lar-
ger cluster of problems for most adolescents. Thus, treatment plans
may focus on educatlonal and vocational issues, as well as feel-
Ings, conflicts, and behavior patterns. Many programs also focus on
strengths in addition to problem areas in an effort to encourage
youths to develop these strengths as well as to remediate prob-
lems.

Experlence has indicated that the availability of a compre-
hensive range of services and activities is essential for effective
treatment of youth with alcohol-related probiems. In setting up serv-
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ices for youth, it is important to remember that adoiescence s a pe-
riod of rapid growth and deveiopment. Youth expend considerable
psychic and physicai energy during this period of change, and many
experience personai, interpersonai, or environmental probiems that
interfere with their development.

Basic professional services in mental heaith and physicai
heaith are necessary. Mental health services may inciude testing,
crisis intervention, individual as weli as group counseiing, peer
counseling, and theme-centered groups. The avaiiabiiity of family
therapy and counseling in youth programs is very important, for it is
often within the family context that many of the antecedents of ai-
cohol abuse are established and patterns of abuse and other seif-
destructive behavior are iearned. Family members’ invoivement in
treatment can aiso heip ensure that youths return to more func-
tionai home environments.

In addition, a range of activities that provide opportunities
for personal growth, recreation, creative expression, and educa-
tional and vocational deveiopment should be availabie. For exam-
ple, career counseling services for youths may heip resoive the
probiems they have had in school and assist youth in making
realistic career choices. Some youth in treatment wiil have dropped
out of schooi and wiii benefit from instruction geared toward their
specific educational needs. Youth may benefit from advice,
counseling, and representation on legal probiems and in civil and
criminal cases. Special emphasis should be given to educating
young people about their rights and responsibiiities under the iaw.
Your treatment program can also deveiop special workshops that
heip substance-using young people and their famiiies understand
the adolescent deveiopmental process. Issues regarding their
developing sexuality are often paramount with young peopie and
can be a focus of individuai and group sessions as well as seminars.
Ethnic and cuitural enrichment workshops and speciail events can
develop adolescent awareness and pride in their own heritage. Ac-
tivities that offer young peopie the opportunity to engage in con-
structive physical activities and to establish positive peer relation-
ships shouid aiso be part of your overall treatment program. Youth
work and ieadership training activities can be deveioped for youth
who are seeking opportunities to be of service to others. Adoles-
cents can assist staff, take part in outreach activities, provide intro-
ductory information about programs, orient new cilents, or tutor
peers.

As part of an aftercare plan, many existing programs require
attendance at AA meetings or other self-heip groups. Frequently spe-
clal aftercare groups are formed. These groups can provide
reassurance and support to young people in coping in a more
autonomous way with the daily problems that life presents and in
maintaining a new and constructive lifestyle. Care must be exer-
cised, however, not to make the adolescents dependent on your pro-
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gram and its staff, thereby robbing them of the opportunity to be
autonomous.

ADMINISTRATIVE ISSUES

If your program will offer services to youth, you must be cognl-
zant of a number of Issues that are particularly Important In getting
young people to seek and complete treatment. Many young people
will avold programs for which parental consent Is a requirement.
Parents should be Involved In the treatment process, but the require-
ment of parental consent does not necessarlly assure parental In-
volvement. Parental Involvement should occur when It Is appropriate
and when youth «re willing to have this Involvement; If It Is forced,
your program may have difflculty In reaching adolescents. The cost
of services also limits alcohol treatment services for youth and Is
related to confldentlality and parental consent. There Is no simple
way to collect fees from youth In a manner that does not jeopardize
confidentlality or does not become a barrler to continued program In-
volvement.

Physical location Is also Important. Programs for youth
should be located In areas easlly reached by public transportation
and highly frequented by youth. The hours of program operation will
also affect accesslbllity to youth. Because young people are often re-
quired to be home during the evening hours, actlvities and programs
speclfically for this group should be planned for the afternoon. Youth
who have left school may be a target group for your treatment pro-
gram. For those youths who are working, tisxIble program hours may
be necessary. The appearance of the faclllity can also effect the ac-
cesslbllity of a program. The design should be attractive to youth
with bright colors, posters, and a relaxed atmosphere.
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The Multidisabled

NEEDS ASSESSMENT

More than 36 miliion peopie in this country are physicaily or
mentaily disabied, and there is growing evidence that this popuia-
tion is particulariy vuinerable to alcohoiism and reiated probiems.
Untii recently, the multidisabied aicoholic person has been largely
overiooked, both by the rehabiiitation services system and aicohol-
ism agencies. Failure to identify and treat alcoholism may weii con-
stitute a serious impediment to successful rehabilitation.

A number of local surveys and research studies have indi-
cated that alcohoiism—at least for some groups of disabled peo-
ple—may be much more prevalent than among the general popula-
tion. Assessing the needs of the muitidisabled at the community
level wiil require the invoivement of existing treatment programs,
organizations of the handicapped, rehabilitation agencies both pub-
lic and private, and heaith care providers.

OUTREACH

Increasingly, existing alcoholism treatment programs, reha-
bilitation agencies, and vocationai programs for the multidisabied
are recognizing the need to identify and treat alcohoi and other
substance abusers among their client groups. The disabled receiv-
ing treatment within a spinai cord injury rehabilitation center, for ex-
ample, can benefit from the aicohol unit within this center while
receiving ongoing physical and occupational therapy. When dis-
abled people become substance abusers (or when substance
abusers become disabled), there is seldom an alcohol or drug abuse
treatment program available that can help them.

Overcoming the barriers to treatment for the multidisabled
necessitates the education of the substance abuse and rehabilita-
tion communities, as weil as outreach to the disabied individuali.
The muitidisabled substance abuser is caught in the gap of serv-
ices. Rehabiiitation agencies ignore them on the grounds that they
do not understand substance abuse. Substance abuse agencies, on
the other hand, often ignore them on the grounds that they do not
understand the nature of disabilities. The training and education of
these professionals toward the integration of service deiivery for
the multidisabled can be an essential eiement in effective treat-
ment and recovery. In addition, the disabied person is frequently
isolated and frustrated in attempts to seek help. Preconceptions
about disabliities, stereotyped responses, inaccurate knowiedge,
and erroneous belief systems all play a part in infiuencing the be-
havior of the disabled. Outreach efforts to these individuais are
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essential and may inciude presentations, programs, and coordinated
projects within rehabiiitation agencies, advocacy groups for the
disabied, the Veterans’ Administration and the Sociai Security Ad-
ministration, and through other agencies serving the muitidisabied.

TREATMENT CONSIDERATIONS

Important to treatment pianning for muitidisabied cilents Is
the early identification of aicohoi abuse, ideaily during the evaiua-
tion interviews and treatment pianning provided by rehabllitation
agencies, physicians, or other groups. Seldom is aicohoiism infor-
mation recorded on ciient intake forms, however. Participating in a
separate aicoholism treatment program at the same time clients are
invoived in a rehabiiitation program may be considered too taxing
for some individualis. in other cases, rehabiiitation activities can be
used as a means of resisting recognition of an aicohoi orobleri.

Designing the treatment services to the specific needs of the
muitidisabied is essentiai and requires ciose coiiaboration with
agencles serving the disabied. For example, some programs prohibit
use of drugs. However, when dealing with the disabied popuiation, it
is sometimes impossibie to conform with such a rule. A client with
epiiepsy may require medications that affect the centrai nervous
system to stop the seizure activity, and in this case abstinence from
drugs is not feasibie. In other cases, drug use may be of special con-
cern. Vaiium, for exampile, is frequentiy prescribed for the disabled.
Combined with aicohol, the mixture can impair judgment, reaction
time, and coordination. Treatment pianning for the disabled requires
careful coordination with other rehabiiitation programming and
heaith care regimens to assure that substance abuse concerns are
part of an overail service delivery approach.

The isolation, fear, anxiety, and frustration in coping with the
demands of daily living as weli as with physical and mental disabili-
ties may combine to create the additionai disability of aicohoilsm.
Treatment services for the multidisabled must emphasize the need
to diminish the stress experienced by these individuais. Techni-
ques may inciude reiaxation training, problem-soiving skiiis
development, assertiveness training, and deveiopment of skilis to
Improve seif-image. Group and individual counseiing, behavior
modification methods, famiiy therapy, and AA participation are aiso
part of the treatment process. Pressing problems of housing, voca-
tionai training, financiai support, transportation, and mobliity are
often part of the range of support services needed to return the dis-
abled substance abuser to the community. In addition, ongoing
physicai and occupationail therapy may be required for many during
and after the treatment period.

Establishing a network of support contacts within the com-
muty is particuiarly important in assisting thn disabied to return to
the community. Aftercare support groups, patient newsietters, and
voiunteer activities have been successfuily initiated by treatment
programs.
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ADMINISTRATIVE ISSUES

For the physicaily impaired aicohoi abuser, wheeichair ramps, spe-
cially designed restrooms, and iowered drinking fountains and teie-
phones are faciiity requirements. The physically impaired individuai
may require additional consideration in scheduiing treatment com-
ponents since dressing, grooming, and use of toiiet facilities can
take considerably ionger for them than for the ambuiatory ciient.
Many paralyzed individuals may require treatment for decutitus
uicers aggravated by sitting in their wheseichairs for days while they
were drunk. Poor nutrition and bladder and kidney infections can
add to the compiications. In addition, physicaily impaired individu-
als may experience particuiarly iow seif-esteem, since many sus-
tained their injuries whiie under the infiuence of aicohoi. Psycho-
logical aspects of working with the physicaliy disabled substance
abuser aiso present speciai probiems. The paralyzed person may try
to use his or herdisability to manipulate the treatment program, and
your treatment team members have to be very famiiiar with the sub-
cuiture of the paralyzed person. An ambulatory client goes into
treatment to deal with his or her addiction. The paraiyzed person
comes into treatment to deal with the addiction plus a physical
disability that may weil have been a result of aicohol abuse.

The hearing-impaired alcohol abuser is often particulariy
isolated, yet experience has demonstrated that hearing-impaired al-
coholics are very responsive to treatment. Programming for hearing-
impaired aicoholics must address the unique aspects of the disabil-
ity of hearing ioss by incorporating interpreter services, TTY
phones, interpreted audiovisuals, knowledge of the psychosocial
aspects of hearing impairment, and speciai simplified reading
materials. Hearing-impaired ciients may aiso require more time than
hearing clients to absorb the verbaily presented information in
therapy sessions. Much of the information presented may be new
and conveyed through manuai language; thus the ciient may
become fatigued sooner than hearing ciients. It may be necessary
to extend the duration of treatment for hearing-impaired peopie.

Vision-impaired aicoholics share with the physicaily impaired
the need for removal of physical barriers in treatment settings. in ad-
dition, brailie labels and other available materiais and technoiogy will
assist these individuais to receive information vitai to their recovery.
Increasing their own mobility is an essential step for visually im-
paired peopie. The accessibiiity of the treatment faciiity to pubiic
transportation is an important consideration. Experience has also
shown that these disabied aicohoi abusers are usuaily in poor phys-
ical condition, with nutritionai and health problems. Recreational
activities and physical conditioning programs can contribute to re-
covery.

Social isolation and a lack of sociai skills contribute to alco-
hol and substance abuse problems among mentaily retarded indi-
viduals. Treatment must be sensitive to the pervasive soclai isoia-
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tion and high anxiety ieveis among this popuiation. in addition,
long-term Involvement in support groups foliowing treatment is es-
sential to recovery.

The developmentally disabied person may have a wide range
of physical, motor, and mentai Impalirments that are permanent and
irreversibie. Experts who work with deveiopmentaiiy disabied per-
sons focus on developing or modifying behaviors. Treatment of the
deveiopmentally disabied aicohoil ebuser should focus on meeting
immediate medical, social, and legt.i needs, with followup at reentry
into the community that may require other social services. In addl-
tion, many deveiopmentaily disabied peopie are on medication, and
medicai supervision Is essential. The developmentaily disabied in-
dividual may also have iimited verbal skilis and be unabie to partici-
pate actively in treatment planning or to participate fully in many ex-
Isting self-heip groups.

Educating and training aicoholism treatment personnei
about the psychoiogicai and sociological aspects of the parsonal
worlds lived by disabled peopie and to obtain proper insight into
their own feelings in order to overcome any fear or stigma they at-
tach to certain disabilities is an important element to successfui
treatment of the muitidisabied.
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American Indians

NEEDS ASSESSMENT

The American Indian popuiation, inciuding Aleuts and
Alaskan Natives, is estimated at 1.5 miilion. Within this popuiation
group, the aicoholism rate is estimated to be at least twice that of
the country as a whole. The Indian Health Service has reported aico-
hol misuse and abuse to be the most widespread and severe heaith
probiem within American Indian communities, but few studies have
been conducted on the extent of aicohoi consumption within the
total Indian population. Available data, however, point out certain
consistencies in drinking practices and consequences of these
practices. American Indian adolescents show a high rate of alcohol
misuse. Alcohol consumption is highest among those peopie in the
age group 25 to 44, There is a notabie decline in the number of
drinkers and the extent of drinking after the age of 44. Death rates
attributable to alcohol-related causes (aicoholism, alcohol
psychosis, and chirrhosis of the liver with mention of alcoholism)
are about eight times greater among American Indians than for the
U.S. population as a whole.

In assessing the needs of this special population it shouid
be noted too that there exist widespread misconceptions and
biases surrounding the topic of American Indians and aicohol. Add-
ing to the confusion are the different patterns of drinking in various
American Indian tribes with diverse cuitures, attitudes, and beiiefs
that affect their patterns of drinking.

OUTREACH

Untii recently American Indians iiving on reservations or in urban
areas have generaily lacked information about aicohol and aicohoiism.
Today, American Indian leaders believe that more aicohoiism education
efforts are needed, especially for young aduits. Aicohoi education in the
schools as well as in the community is being stressed. The invoivement
of the family unit is aiso considered essentiai to aicohol education,
prevention, and treatment efforts.

The high vaiue American Indians piace on respect for the in-
dividuai suggests that outreach and educationai efforts recognize
that direct approaches may be less successfui than with other pop-
ulation groups and that the decision and responsibiiity to act iies
solely within the individual. This respect for the individuai, however,
is tempered by a desire to maintain harmony and a responsibiiity to-
ward the family and tribal units. For exampie, an American Indian
woman seeking to separate herseif from her family or reservation to
attend a substance abuse procgram may suffer chastisement, im-
posed feelings of guilit, and physical abuse.
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TREATMENT CONSIDERATIONS

There is wide variation among American indians regarding
their willingness to disciose personai sex history, chiidhood experi-
enccs, family secrets, finances, and other routine aspects of a psy-
choiogical or sociai history. Staff of the same tribe can contribute
significantly to the intake process and to the deveiopment of an ap-
propriate and effective treatment pian. It is essentiai that your staff
elicit from the ciient the unique vaiues and attitudes of that person
as well, since not ail traditionai tribai values will be shared by each
member of this group. Native tribai heaiing practices will aiso prove
to be beneficial in the treatment of the aicohol abuser, and discus-
sion of traditional healing with the individuai can reveal the at-
titudes and beliefs crucial to the effective use of such practices.

Psychiatric counseiing techniques and referral to AA serv-
ices are traditional in alcoholism treatment. But experience indi-
cates that AA may not appeal to many American Indians because of
it:- public disclosures of personai probiems, dominant Angio-Ameri-
can religious overtones, exciusion of nonalcoholics, and attempts
to infiuence the behavior of others. Psychiatric counseling often
does not work with American li.dian alcohol abusers. Programs that
have demonstrated success in the treatment of American Indians
with alcohoi abuse probiems are those that have modified the ex-
Isting AA program. Religious beiiefs and vaiues, enhancement of
awareness of what it is to be an American Indian, acknowiedgment
of a shared history of prejudice and suppression are aspects that
can be integrated into your treatment program. The American Indian
vaiue of noninterference in the iives of others is diametrically op-
posed to the tendency in Anglo-American cultures to bring aid to
those in distress by offering counseiing and advice. The use of con-
frontation therapy aiso needs to be carefully reviewed as a treat-
ment technique with American Indian ciients, for effective as this
technin~ie may be with some popuiations, to many American Indians,
itis grading and destructive of seif-esteem. Aftercare planning,
particulariy for ompioyment and training, must be a component of
any program for American Indians. The opportunity to contribute to
thr. support of the family, community, and tribe constitutes a major
incentive for maintaining sobriety and shouid be considered essen-
tiai to the treatment process. Simiiarly, for those electing to
reiocate away from a reservation, greater urban support aiternatives
after treatment are indicated.

ADMINISTRATIVE ISSUES

The lack of understanding and the discrimination even by
weli-intentioned Anglo-American aicoholism treatment staff have
been cited as interfering with treatment of American Indians.
American indians are increasingly developing and operating their
own aicoholism treatment programs, and where such aicohoiism
treatment programs are avatlable, a higher proportion of American
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indians have entered treatment. The treatment programs that in-
ciude American indians in pianning, impiementing, and organizing
their own programs on a community basis appear to be the most
promising.

ideaily, the professionai staff shouid inciude members of the
tribe or tribes to be served. If a tribe is relatively smali or spread over
a vast gecgraphicali area or in urban areas, this may not be econom-
icaily feasibie. Emphasis then shouid be piaced on training non-
indian counseiors to reiate to their ciients.




Black Americans

NEEDS ASSESSMENT

There Is considerable evidence that aicohol probiems have a
major impact on biack Americans. The consequences of aicohol
abuse (homicides, accidents, criminal assaulits, and other confiicts
with the law), have been extreme for black Americans, especiaily
biack men. In addition, biack Americans suffer disproportionately
from the heaith consequences of alcohoiism, including cancer,
obstructive puimonary disease, severe malnutrition, hypertension,
and birth defects. Aithough cirrhosis mortaiity rates have generaily
declined each year since peaking in 1973, bilack Americans continue
to experience disproportionately high rates. Alcohol abuse remains
the number one heaith probiem in the black community. Historicalily,
blacks have been underrepresented in alcoholism treatment popuia-
tions and have had high dropout rates.

Depending on the stabliity of a given black community and
the degree of racial or economic oppression present, the nature and
extent of substance abuse may correspondingly increase or de-
crease. Glven the lack of data on biacks and alcoholism In general
and the fallure of local and State planning processes to identify and
meet minority needs in many cases, It is essential that you survey
your community and tap community resources that can describe and
help define the nature and extent of aicohol abuse in the black
popuiation. Churches, social organizations, soclal service agencies,
and Iindividual community ieaders may contribute to this effort. In ad-
dition, statistical data on aicohol-reiated crime, cirrhosis mortality
rates, and sulcide rates can provide baseline information for program
planning purposes.

OUTREACH

Individual awareness and community education are prerequi-
sites for effective treatment. A large proportion of biacks tend not to
recognize excessive drinking as a probiem, to reject the concept of
alcoholism, and to accept heavy drinking as a norm. A traditional lack
of access to medical services and treatment programs has been
assoclated with resistance to treatment programs, particulariy if the
program is located in a predominantly white setting. In addition, a
disproportionate number of biacks access treatment services in late
stages of their addiction. A lack of trust in existing services, greater
emotional defenses, unciear culturai mores governing aicohol use,
and the failure of recovering aicoholics to return to their com-
munities have been offered as reasons for underutilization of treat-
ment services. Aiso, studies have found that the rural biack family
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tends to attempt to treat addicted famlly members at home, on thelr
own.

Your outreach and community education efforts must enlist
the support of the black community. Efforts to recrult the help of
black organizations that are respected In the total community, along
with agencles that have longstanding historles of representing
blacks and serving their needs, wlil be needed. Influential indlviduals
In black communities, such as clergymen, physiclans, educators,
and community and civil ..ghts leaders, are prime candidates to
enlist In alcohoi education and outreach efforts. However, all who
participate must be able to communicate In terms thelr audlences
find meaningful.

Educatlon with'a the biack community is also suggested, to
Include Increased knowledge about the nature of the abuse patterns
and problems that exIst In the Immediate communsity and to asslst
the community to see that alcohollsm is a primary dysfunction and
not just a secondary symptom of raclsm. Education of the commu-
nity can be accompilshed by the extensive use of the media—public
service announcements, newspaper articles on aicoholism (par-
ticularly In black newspapers), biilboards, and pamphlets on
alcoholism made avaiiabie throughout the communlity In agenciles,
schools, churches, and commerclal establishments. Education of
“gatekeepers,” those ‘who have contact with alcohol-abusers (l.e.,
soclai workers, probation and paroie offlcers, job training staff, doc-
tors, ministers, teachers, community organizers, pollce officers), can
be an effective tool as well. These peopie can then participate fully In
the referral of potentlai clients to helping professionals.

Your treatment program staff should not walt for the black
ciient to come to them seeking help, or for the referral network to
provide totai outreach support. Key access points In the community
can be utllized in outreach efforts. Many of these access points are
culturally specific: bars, barber shops, beauty shops, churches, so-
clal service agencies, economic opportunity programs, jalis, pool
halls. Many of these places may be frequented by the alcohollc. Re-
covering alcohollcs who are well known in the community and who
know the community well can be excellent outreach workers and
positive role modeis. Training in diagnostic and intervention techni-

ques Is essentlal, however, before sending them out into the com-
munity.

TREATMENT CONSIDERATIONS

Being black and alcoholic imposes dual barrlers to treat-
ment. !f your pro?ram will serve biack aicoholics, you cannot Ignore
the Influences of black history and the reality of belng a black per-
son in American society. Treatment planning for black alcohol
abusers then must consider the minorlty cuiture—its history,
strengths, values, and attitudes—and shouid inciude rapport-
buiiding strategies and counseiing techniques that take into ac-
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count cultural perspectives about eye contact, touching, time,
language, socia! distance, and other patterns of behavior and com-
munication styles. A holistic approach should be taken, treating the
alcohol abuse In the context of family, community, and origin.

Experience suggests that the most meaningiu! treatment
services for black alcoholics include individuai counseling (selec-
tively using directive, confrontive, and action-oriented techniques
with some clients), referrals to supportive programs and services,
alcohol education, employment or job placement, family counsel-
Ing, group counseling, AA groups, and aftercare. Many black alco-
holics in treatment may also need help to develop self-esteem and
interpersonal skills and with financial assistance and health care In
general. Some treatment programs indicate use of special ap-
proaches with black alcoholics such as self-management training,
meditation and spiritual therapy, recreation, social modeling, reality
therapy, and behavior modification.

It Is suggested that black-oriented treatment programs con-
sider working closely with AA. Generally, black persons have been
underrepresented in AA. Like mainstream treatment programs, AA
was founded by and traditionally has served primarily the middle-
class white man. However, the essential elements of AA philoso-
phy—sharing of common experiences, mutual acceptance of one
another as human beings, and trusting a ‘higher power’—are all
strong elements in the black frame of reference. Increasingly, pre-
dominately black AA groups are being organized.

The standard rehabilitation program that has proved reason-
ably successful with a white middle-class clientele probably stands
little chance with a black audience. Alcoholism counselors serving
blacks should be trained to be sensitive to black needs and cultural
differences with emphasis on counseling the individual, consider-
ing his or her background, education, occupation, and income and
the various effects of institutions on his or her life. Your treatment
program must also utilize the resources existing in the black com-
munity. The black religious experience is suggested for an examina-
tion of aspects that will provide spiritual and material strengths in
the treatment proc 2ss. The extended family is an underutilized sup-
port system that can be used more effectively in treating and edu-
cating black clients. Aftercare support systems in the black com-
munity are essential for the maintenance of sobriety.

ADMINISTRATIVE ISSUES

Several points are worthy of emphasis with respect to treat-
ment programming for black alcohol abusers. The inability to pay
for treatment is an important barrier for blacks. Providing the black
alcoholic with treatment personnel who arte sensitive to special
needs based on the black experience is also important. Inappropri-
ate attitudes and lack of understanding can be significant factors in
treatment outcome. In addition, programs without black staff, espe-
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clally when located in a predominantly biack community, conveys a
negative message to potential users of the service. Finally, white
control of black treatment programs carries implications for treat-
ment policy and programming that can neutralize effectiveness.
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Hispanic Americans

NEEDS ASSESSMENT

The Hispanic popuiation comprises a number of subgroups
that differ widely in national origin, educationai attainment, socio-
economic status, degree of acculturation, and culture, and may in-
clude Mexican Americans, Puerto Ricans, Cubans, Caribbean lIs-
ianders, and Central and South Americans, among others. Availabie
information suggests higher rates of alcohol use and abuse by His-
panic Americans, particularly among men, than for the general pop-
ulation. The Hispanic woman is usually an abstainer or light drinker.
Evidence indicates, however, that traditional sanctions against
female drinkers break down with increasing acculturation. Death
rates from cirrhosis of the liver, arrest rates for public drunkenness
and drunk driving, and accident rates while driving under the in-
fluence of aicohol are all reported to be higher for Hispanics than
for the general population. Most information on problem drinking
focuses on the Mexican-American subpopulation, however, making
it hazardous to generalize from available data to other Hispanic
populations for treatment program planning purposes.

Hispanic migrant and seasonai workers constitute a high-risk
occupational group, and alcoholism has frequently been found to be
a major factor in this population. Recognizing and addressing the
needs of these individua!s who move within the migrant streams
from one State to another will require weil-coordinated efforts.

OUTREACH

Generally, Hispanics tend to underutiiize health services of
all kinds. The Hispanic American community does not make use of
available alcoholism services in proportion to its population and the
projected incidence of probiem drinking. Outreach and community
education efforts then are particularly essential in treatment plan-
ning.

Until recently, most alcoholism awareness and education ef-
forts in both print and broadcast media were restricted to English
and were directed toward the Anglo American. Translating the mes-
sages into Spanish removes a basic barrier. Existing programs have
successfully used volunteers to provide information that can pre-
vent deveiopment of drinking problems, alert family and friends to
early signs of alcohol dependency, raise awareness of the role fam-
ily and friends may play in promoting or preventing drinking prob-
lems, and in educating the community about avallable treatment
services. Peer advisers/teachers at the intermediate school level
have been utilized in other communities. Alcoholics Anonymous
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groups for Spanish-speaking aicoholics are increasing in number in
metre.nolitan areas. Aicohoi education programs for drunk drivers is
another approach successfully used In raising awareness of aicohoi
abuse and in referring individuai abusers for treatment.

TREATMENT CONSIDERATIONS

Important to treatment planning with Hispanic ciients is the
need to remove the ianguage barrier, increase sensitivity to their
culture, recognize and inciude the famiiy unit as a supportive net-
work for its members, accept treatment modalities that include foik
medicine and healing practices, recognize the alcoholism denial re-
sulting from lack of education and the importance attached to self-
sufficiency, and recognize the prevailing belief that aicoholism is a
morai weakness rather than an iliness.

Family pride, solidarity, and support are important qualities of
the Hispanic culture. These virtues, if not properiy understood, can
become barriers to timely, effective treatment where aicoholism is
concerned, however. Alcoholism in the Hispanic culture may not be
viewed as an iliness or condition requiring speciaiized treatment,
but rather as a disgrace that reflects on ail of the relatives and
therefore must be hidden. Concepts like assertlveness, detach-
ment, and independence, often effective tools when working with
many alcoholics and their families, may not be clearly understood
or accepted by Hispanic clients because those concepts may be
seen as a direct threat to the family. Treating the whole family as a
unit, rather than the alcoholic individually, may be particularly ap-
piicable in treatment work with Hispanic clients.

The lack of an accurate understanding of the phenomenon of
addiction among the Hispanic population suggests that alcohol ed-
ucation, as part of the treatment services provided by your program,
is essential to sustained recovery. This educational service must
also encompass the Hispanic woman as well as other family mem-
bers. The Hispanic woman ordinarlly exists in a patriarchal culture
and is subjected to a doubie standard whereby she is often judged
more harshly than her husband in regard to alcohol abuse. In addi-
tion to her fear of her society’s judgments, she often holds the same
cultural values and may be reluctant to support or seek treatment
services.

Since virtuaily all treatment programs begin with an acknow!-
edgment of the problem, the Importance attached to seif-suffi-
ciency can be a serious treatment issue with Hispanic men. If aman
admits that he cannot handle his liquor and has a drinking probiem,
he is also admitting that he does not have control—an admission of
weakness. Seeking treatment, particularly from outsiders, may be
especially difficult and ultimately unsuccessful if this is not ad-
dressed. Hence, there is a need to employ this concept positively
with an absence of threat to the person’s self-image.

The existence of traditional, culture-specific modeis of treat-
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ment must be recognized as part of the support system of some
Hispanic patients. Integrating the counseling and therapeutic tech-
niques of curanderos (foik healers) and espiritistas (spiritists) with
conventionai treatment procedures can be helpful. In addition, suc-
cessful treatment and rehabiiitation has combined psychotherapeu-
tic support with participation in AA. Hispanic alcoholics are aiso
likely to manifest greater disruption in vocational and economic
areas, suggesting the need for referral to assistance services or for
speciaiized, culturaily sensitive assistance services within your
overall treatment program.

ADMINISTRATIVE ISSUES

The lack of means to pay for treatment is an important factor
in the underutilization of a treatment prcgram by Hispanics. Hispan-
ics are less likely to have insurance coverage for aicoholism treat-
ment, for example, than many other ciient groups.

Hispanic Americans are particularly wed to their community
or barrio and have a strong sense of territoriality. Treatment facili-
ties far removed from the sheitered, extended family and commu-
nity life of the Hispanic person wili discourage participation by the
alcohol abuser. Finally, the importance of having bilingual and bicul-
turai staff in aicohol treatment programs for Hispanics is suggested.
it is widely believed that treatment of Hispanics is more effective
when conducted by peopie of their own ethnicity.



Asian/Pacific Americans

NEEDS ASSESSMENT

In general, alcohol consumption is iow and the related num-
ber of problems are few among Asian/Pacific Americans. Physiologi-
cal aversion to alcohol and cultural taboos and community sanctions
against excessive alcohol consumption are the primary reasons put
forth to explain the relative absence of alcohol abuse in this popula-
tion group as a whole. There are approximately 20 nationalities
covered by the term Asian/Pacific American, however, including
Chinese, Japanese, Hawailans, Samoans, Koreans, Cambodians,
Thais, Vietnamese, and Filipinos. Within this varied population, there
are numerous drinking practices governed by tradition, community
values, acculturation, and degree of utilization of community
resources for problem soiving.

As more and more Orientai famllies are assimilated into Amer-
Ican culture, it is anticipated by some that there will be more separa-
tion from some of the famiiial traditions, perhaps resulting in more
drinking. {n addition, different pressures to mix business with social
activities can place a stronger emphasis to include alcohol in these
activities. it remains to be seen whether a rise in alcohol consump-
tion and of alcohol-reiated problems for Asian/Pacific Americans oc-
curs as acculturation takes place. To date, it appears that this popula-
tion group does not present many aicohol-related problems to
American society, although some contend that alcohol problems do
exist in the community, but go undetected.

OUTREACH

The effects of urbanization, role changes in the family, cul-
tural conflict, economic mobiiity, and acculturation are closely asso-
clated with increased aicohol consumption and alcohol problems.
Established drinking patterns and low rates of alcohol problems of
many Asian groups may be impacted as these effects become evi-
dent. Exposure to advertising and the need for prestige have already
affected the patterns of alcohol use among Asian American
businesspeople and professionais. Because the evidence indicates
that few Asian Americans use existing aicoholism treatment serv-
ices, educational programs are suggested prior to the development
of direct services. Education and information programs using ethnlc
models, exampies, and speakers have proved effective in reaching
Asian Americans who previously had not used various soclal serv-
ices. Such educational programs shouid recognize that many Asian
Americans do not recognize aicohol as a problem except when it oc-
curs in their own family. Then there is a tendency to deny the prob-
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lem or to hide it within the nuciear or extended family. When
assistance I8 sought, Asian Americans may frequently turn to family
doctors or ministers. These individuais can aiso be primary targets of
outreach and educationai efforts about aicohoiism and aicohoiism
services. Lack of awarenesss of treatment facilities is aiso a barrier
to treatment within this population. Outreach to Asian Americans
conceJnlng the iocation, nature, and benefits of programs is sug-
gested.

TREATMENT CONSIDERATIONS -

The roie of the Asian/Pacific American family in controiiing
and taking responsibiiity for probiems and feeiings of shame and
embarassment concerning alcohol abuse problems suggests that
family member invoivement may be both positive and negative in
the deiivery of treatment services. Preparatory work with family
members shouid be encouraged to avoid stigmatization and moral-
izing. In addition, psychological and counseiing services are stili at
the beginning stages in many Asian countries, and use of these
treatment approaches may be received with skepticism.

Cuiturai and language barriers can iimit the use of existing
services as weli. Asian Americans, particularly the Japanese, may
prefer to receive treatment from an ethnic agency. Absence of the
deveiopment of an initial reiationship and ailiance between treat-
ment staff and ciients reported by existing treatment programs sug-
gests that there needs to be an understanding of the Asian culture,
family dynamics, expectations of treatment, and ianguage iimita-
tions. AA groups composed of Asian Americans are just beginning
to be formed; and this important resource network can be a signifi-
cant support system for the Asian American who may face stigma
and ioss of family and community support in the effort to overcome
alcohoi abuse.
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Women

NEEDS ASSESSMENT

Conservative estimates of the number of adult women with
alcohol-related problems range from 1.5 miliion to 2.25 million. Al-
though information regarding drinking among minority women is
limited, some factors do emerge. There is a higher percentage of ab-
stainers among black women than among white women, and of
those black women who do drink, there is a higher percentage of
heavier drinkers. Anaiysis of alcohol use among Hispanic women
indicates that they are more likely to abstain from alcohol than
either white or black women. There is reason to believe, however,
that significant numbers of Hispanic women who do drink may be
experiencing alcohol problems. Alcoholism is a serious problem
among American Indian women. The extent of problem drinking by
Asian women, while unknown, is probably small since Asians as a
group drink relatively little. Finally, studies indicate that homosex-
ual women experience a much higher rate of aicohol problems than
heterosexual women.

The lingering stigma of alcoholism for women and reluc-
tance of family, physicians, employers, and others to encourage
women to seek treatment are constraints in obtaining a full picture -
concerning women’s alcohoi abuse. Nevertheiess, you can utilize a
variety of needs assessment toois. Advisory committees of commu-
nity service providers, including informed women in the community,
are good sources of information about alcohol probiems. Voluntary
agencies and national or local women’s organizations can be util-
ized to identify important data repositories or to conduct commu-
nity surveys. Cour: records and soclal service agencies may also be
useful data sources.

OUTREACH

The special characteristics of women’s drinking and the of-
ten hidden nature of alcohol abuse by women suggests indirect as
well as direct approaches for reaching this client group. Indirect ap-
proaches can include informing community groups and agency
staff about the nature and magnitude of alcohol problems among
women. Alliances formed with women’s clubs and organizations
also play an important role, assisting women in breaking through
their denial and providing support during treatment and aftercare.
Community groups that have frequent contact with women include
Departmants of Social Services, Parents Without Partners, senior
citizen groups, women’s clubs, Welcome Wagon, YWCAs, feminist
organizations, iesbian groups, the Red Cross, family violence proj-
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ects, displaced homemaker groups, Giri Scout troops, women’s
task forces, and women's iobbying groups. Getting women to see
treatment staff under the auspices of “heiping others" —a spouse's
drinking, family counseling, or a child's deveiopment probiem—is
|a\nothor excellent way of identlfying a woman with a drinking prob-
em.

Group presentations have been successful and are iess
threatening than personal presentations. Hearing about alcohoiism
in a group, women may begin to examine their own drinking behav-
ior and ask for help. Direct approaches are aiso used effectively.
Advertisernents and fliers that list the symptoms of alcohol abuse
can be distributed to agencies whose services are aimed at women
and to hotline services. Radio, television, newspapers, and newslet-
ters can describe symptoms, reduce stigma, explain the magnitude
of the problem, and indicate availabie community resources and
services. Other outreach and awareness efforts may target the
reilgious community, the criminal justice system, the health care
system, and educational organizations.

Getting the word out to the community is a primary outreach
goel. In urban areas, your treatment staff can network with a wide
variety of women's groups. Outreach efforts in rural communities
may differ. In the absence of a variety of service agencies, you may
need to function as a health care center, since it is iess threatening
and less stigmatizing for a woman to enter a heaith center than an
aicoholism facility, particularly in a smali community.

Experienced program planners note that outreach to women
must emphasize the total person and comprehensive heaith care,
tapping into familial, economic, legai, housing, and transportation
aspects of their iives. The special concerns of women must also be
met. For instance, your outreach efforts should inciude an ampha-
sis on gynecological and obstetrical issues, such as fetai alcohol
syndrome. Research underscores that a woman's alcohol misuse
threatens the weli-being of the developing child. Research findings
indicate that many women who drink excessively abstain or greatly
reduce the amount consumed while pregnant when told of the dan-
ger of fetal alcohol syndrome by their obstetrician. Many women are
unaware of the potential dangers of using prescription drugs in ad-
dition to and In combination with aicohol. Stressing particular
probiems associated with women's alcohol abuse will heip get
women into treatment, serve as topics in the treatment process, and
be a focus for aftercare pianning.

TREATMENT CONSIDERATIONS

The m '~ ~ommon approaches to diagnosis inciude various
forms of ass.  .ent based upon seif-regort, clinical observations,
and reports from concerned persons. Special considerations at in-
take for the fe...ale aicohol abuser include the advisability of a care-
ful diagnostic evaluation since many alcoholic women wiil pre-
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viously have been diagnosed as depressed, suicidal, hypochondri-
cal, or manic depressive without a careful evaiuation of their drink-
ing behavior. Without an adequate drinking history, such diagnoses
may be incomplete or incorrect. The careful inquiry about incest,
rape, sexual molestation, and battering of the female alcohol abuser
should occur when the woman's progress makes the raising of such
issues appropriate. intake screening also sh-uld ascertain any nu-
tritional deficiencles, hypogiycemia, eating disorders, obstetric-gy-
necological problems, dental problems, or vision Impairments.
Treatment programs have reported the successful use of the written
autobiographical account of drinking and its negative conse-
quences during Intake and in the development of the treatment
plan. Other valuabie Information to gather at intake Inciudes
sources of financial support, status of any chiidren, housing, past
debts and obiigations, legal entangiements, and family crises.

Treatments may aiso need to inciude help for feelings of
depression, anxiety, gulit, and shame since iow seif-esteem,
dependency, and negative feelings within relationships are fre-
quent Issues for women based on cuituraily and socletaily pre-
scribed roles. Sexuality issues are reported to be of major concern
for alcoholic women In treatment as weli. Based on ciinical observa-
tion, the aicohoiism literature suggests that husbands of aicoholic
women are more likely to ieave than are the wives of aicohoiic men,
thus reducing the potentiaily supportive resources availabie to
these women curing the recovery process. in addition, a high
percentage of women In treatment may be polydrug users.

The range of services to be provided to women aicohol
abusers can be extensive. These services typically inciude in-
dividual and group therapy, family counseling, concerned persons
groups, medical and psychlatric services, chiid care, parenting,
vocational and educational programs, iegai aid, and assistance with
transportation and housing. Recognizing the need for holistic treat-
ment of female alcohol abusers, your program staff wiil piay an im-
portant case management role by linking women with local
resources and providers of services crucial to recevery.

Aftercare Is particulariy critical for women and Is an impor-
tant reinforcement process for gains made in treatment—gains that
are likely to confiict with role expectations in the home, community,
and empioyment setting to which she Is returning. Four approaches
to aftercare are suggested: reinforcing and continuing the progress
made In treatment usuaily accompiished through group meetings
on a regular basis; providing support for life management probiems
and sobriety through such groups as AA and Women for Sobriety,
Big Sisters, and others; providng sober social functions; and main-
taining contact in the event of crisis.
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ADMINISTRATIVE ISSUES

Beyond providing treatment for cilents, staff in aicoholism
programs treating women provide a arizty of services that affect a
woman’s road to recovery. How your ataif sonduct themselves, their
attitudes, Interpersonal skiiis, and job peiformance standards fre-
quently serve as roie modeis for clients. This rale modeling is con-
sidered most effective when ciients ars ghbie: ic identify personaily
with treatment staff. For this reason, you musi carefully seiect staff
who are representative of the client Popuiation,

Subgroups of women within the community, i.e., Bliack, His-
panic, iesbian, American Indian, and so forth, will create staffing re-
quirements. Of course, key staff in wome:'s alcoholism treatment
programs shouid be women.

There are a number of other considerations in planning wom-
en’s aicohoilsm treatment programs that :egerve highiighting.
Program hours shouid remain flexibie to be acceesibio for working
women. The cost of treatment is a growing barrior for many people.
Clearly, women as a group find themseives in a vulnerable financiai
position. An affordable sliding fee scale can removea a significant bar-
rier for women. Lack of chlid care creates an additiona! barrier to
some women seeking treatment. Many treatment programs make ar-
rangements for chiid care components or services. Finzily, transpor-
tation shouid be considered in your treatment program design.
Women are iess likely to have independent transportation and iess
money to pay for it.
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Appendix A: Further Readings

Inclusion in this listing does not necessarily imply endorse-
ment of the contents of these materials by the National Institute of
Alcohol Abuse and Alcohollsm (NIAAA), nor Is this list to be re-
garded as exhaustive. The materials listed were used in the develop-
ment of this guide; however, a great many other materials relevant
to program planning and development can be found in university
and public libraries.

PLANNING AND PROGRAM DEVELOPMENT:
GENERAL RESOURCES

The following materials cover a broad range of the issues
that you must consider in deveioping a new alcoholism treatment
program or expanding an existing program.

Program Standards for Alcoholism Treatment. National Insti-
tute on Alcohol Abuse and Alcoholism, Rockville, Maryland, 1982.
Avallable from National Technical Information Service, 56285 Port
Royal Road, Springfield, VA 22161. Request NTIS No. PB83-69268,
$14.50 paper copy, $4.50 microfiche. This manual sets forth per-
formance criteria for alcoholism treatment programs. The standards
cover four broad areas: cllent-orlented activities; program manage-
ment and planning; State and local organization and liaison; and
program and fiscal accountability. The standards address the
specific program characteristics and activities considered neces-
sary for effective operation, basad on the views of alcoholism treat-
ment specialists and program administrators as well as national
professional organizations in the field.

Consolidated Standards for Chlld, Adolescent, and Adult
Psychlatric, Alcoholism, and Drug Abuse Facllities Serving the
Mentally Retarded/Developmentally DiIsabled. Joint Commission on
Accreditation of Hospitals, Chicago, 1985. Available at a cost of $35
from JCAH, 875 North Michigan Avenue, Chicago, IL 60611, Atten-
tion Cashier. Request Catologue No. PF 314 (advance payment re-
quired; no telephone orders accepted). This manual outlines siand-
ards applicable to inpatient, residential, zartial-day, and outpatiant
psychiatric and substance abuse hospitals, facilities, and programs
and services for the mentally retarded and deveiopmentaily dis-
abled. The standards cover such bro= : zategories as program man-
agement, patient management, pat: services, and facliity man-
agement.

A Practical Manual for County Officlals on the Treaiment of
Alcoholism by Jean Hammer, Michael BenjamIn, and Gary Jzacobs.
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Natlonai Assoclation of Countles, Washington, D.C., 1977. Available
free of charge from the Natlonal Clearinghouse for Alcohol Informa-
tion, P.O. Box 2345, Rockvllle, MD 20852. Request PH 89. This book-
let discusses the steps necessary to develop alcohollsm programs
to be funded by the county government. Because it was published
In 1977, some of the specific information Is now out of date; the
process Information Is generally stlil applicable, however, particu-
larly as regards needs assessment and fundralsing. The Informatlor
Is geared toward developing publicly funded alcohoilsm treatment
programs.

Fifth Special Report to the U.S. Congress on Alcohol and
Health. NIAAA, Rockvlile, Maryland, 1983. Single copies avallable
free of charge from the Natlonal Clearinghouse for Alcohol Informa-
tion, P.O. Box 2345, Rockville, MD 20852. Request BK 51.5. This
state-of-the-art report Includes a chapter of alcoholism treatment
that reviews emerging trends In research and practice. It discusses
advances In diagnoslis and early detection of alcoholism, reviews re-
search on the effectiveness of programs and therapeutic ap-
proaches, and outlines future directions for research that will
contribute to improved treatment for alcoholics. The report also
contains the most current national statistics on the incldence of al-
cohol problems and alcoholism and the soclal, economic, and medi-
cal consequences of alcohollsm—information useful In the needs
assessment phase of program planning.

Management Skllis for Alcohol Program Administrators. Na-
tional Center for Alcohol Education, NIAAA, Rockvllle, Maryland,
1978. Available free of charge from the Natlonal Clearinghouse for
Alcohol Information, P.O. Box 2345, Rockvllle, MD 20852. Request
NCAE 009-Trainer Manual; NCAE 010-Particlpant Workbook (limited
quantities). The trainer manual and participant workbook contain in-
formatlion useful to program planners, although the materlals are
geared to the administrator of an existing program. The training
materlals were published in 1978, but many of the readings and
checkilsts are still useful. The focus is primarilly on developing
skllls in administrative areas including personnel management, fun-
dralsing, and financial management.

Management Program for Aicoholism Services Projects, by
John T. Gorby and Associates. NIAAA, Rockville, Maryland, no date.
Avallable from the Nationai Technlcal Information Service, 5285
Port Royal Road, Springfield, VA 22161. Request NTIS No. PB85-
189116/AS, $22.00 papercopy, $4.50 microfiche. Contains process
discussions and readings on planning and evaluation, human re-
sources, organization and management, fundraising, and financial
management. The financial management section contains an ac-
counting manual intended to be a ‘‘turn-key” accounting system
package for alcoholism programs providing outreach, referral, and
counseling. Intended for use by programs already in operation, the
material is also applicable to many areas of program planning.
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Developing Community Services for Alcoholics: Some Begin-
ning Principles. NIAAA, Rockville, Maryland, 1971. Single coples
avaliabie free of charge from th> National Ciearinghouse for Alcohol
Information, P.O. Box 2345, Rockviiie, MD 20852. Request PH 57. This
brochure was developed more than a decade ago to articulate the
principies invoived in developing and delivering services to the alco-
holic person and family members. Although the treatment field has
evolved, the bookiet provides a useful phiiosophical foundation to
program pianners. The focus is on developing a comprehensive com-
munity-based network of services for the alcoholic client, empha-
sizing interagency cooperation in service delivery.

ADMINISTRATIVE ISSUES

The following documents provide information on one or more
specific aspects of treatment program pianning or operation.

Classification of Alcoholism Treatment Settings, by R.J. Bast.
NIAAA, Rockville, Maryiand, 1983. Singie copies available free of
charge from the National Clearinghouse for Alcohol Information, P.O.
Box 2345, Rockviiie, MD 20852. Request PH 200. This document iden-
tifies 14 basic settings in which alcoholism treatment ser:ices are
provided and describes each in terms of type of treatment provided,
staffing characteristics, and other distinguishing factors. A glossary
is inciuded.

Development of Model Professlonal Standards for Counselor
Credentlaling, by Birch & Davis Associates, Inc. NIAAA, Rockville,
Maryland, 1984. Available from Nationai Technical Information Serv-
ice, 5285 Port Royai Rd., Springfield, VA 22161. Request NTIS No.
PB84-245760, $22.00 papercopy, $4.50 microfiche. This report dis-
cusses the process and outcome of a nationwide effort to develop
modei standards for alcoholism and drug abuse counseior creden-
tialing. The document identifies a core set of counselor job tasks and
the knowledge and skills essential to competent performance of
those tasks. It also provides guidelines for assessing competencies
of individuais seeking counseior credentiais.

Program Revenue: A Challenge of the Eightles. Fund Ralsing,
Third Party Reimbursement, Client Fees, by Birch & Davis Assocl-
ates, inc. National Institute on Drug Abuse, Rockville, Maryland,
1981. Avallable at a cost of $50 from Birch & Davis Associates, Inc.,
8905 Fairview Road, suite 300, Siiver Spring, MD 20910. This training
guide for program administrators reviews in detail sources of funding
and fundraising methods and provides a detailed discussion of third-
party reimbursement and client fees. Barriers to generating such
revenues are identified, and strategies for overcoming these are pro-
vided. In addition, a section on program marketing provides an over-
view and guisiznce on how to develop a marketing plan.

Voluni«=rs: Special Focus, Alcohol Health and Research
World, Vol. 6, ivo. 3, 1982. Single coples available free of charge from
National Clearinghouse for Alcohol Information, P.O. Box 2345,
Rockville, MD 20852. Request RPO 383. Thls magazine Issue
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includes a range of articies on volunteers in alcoholism programs.
Profiles of programs using volunteers are included, as Is a listing of
further readings.
ures for Assessing Alcohol Treaiment Nees. Alc >hol
Ww Data System. NIAAA, Rockville, Maryland, 1983, Avail-
from the National Technical information Service, 8285 Port
Roya! Road, Springfield, VA 22101, Request No. PB83-100888, $34.00
pepercopy, §4.50 microfiche. This manual presents a set of proce-
dures for assessing the extent of need for alcoholism trestment serv-
008 In a community or region. It is intended primarily for use in State
sioohotism trestment planning, and detalis how to
ostimate the demand for particular types of (reatment servioes based
on current utliiization of services and on a range of indicators of
unmet needs. An abbreviated version of this manual s siated for
inter 106485, (Singte Gopies avallabse ires of cranse from NGALL
n aval ree of ¢ rom ,
P.0. Box 2* ‘'*. Rookville, MD 20882.)
Hea. ‘lanning Technicel Assistance Manual for Alcohol and
Abuse ngencies. NIAAA and NIDA, Rockville, Maryland, 1980,
Avallable free of charge from the National Clearinghouse for Alcohol
information, P.O. Box 2348, Rockville, MD 20852. Request PH 173.
This manual is intended to provide State alcoholism agencies with in-
formation on how {0 comply with the National Health Planning and
Resources Development Act. The act required that aloohol and drug
agencies ooordinste with State heaith planning agencies. The
manual containe needs assessment information useful to the pro-
gram planner, although this is not the primary focus.
Chart of Aooounts for Mospitals. American Hospital Publish-
inc., for the American Hospital Assoclation, Ch , llinols,
Avaliable prepaid at a cost of $22.50 from the AHA Services,
inc., P. O. Box 80378, Chicego, IL 60803. Request catalog number
081104. This manua! includes a standard chart of accounts, descrip-
tions of an accounting system and proceures, an outline of
classifications of expenses, and a chapter on uniform reporting.
While it was prepared for use by hospitals, much of the information is
transferable to an aloohoism trestment program. AHPt publishes
other materials on financial and administrative management that may
be of interest to those planning alcoholism treatment services; a free
catalog of publications may be requested from Jo Hohman, Promo-
tion Manager, American Hospital Publishing, Inc., 211 East Chicago
Avenue, Chicago, IL 80811.

SPECIAL POPULATIONS

Aloohol Topics In Briel. NIAAA, Rockville, Maryland. Single
copies avalisbie free of charge from the National Clearinghouse for
Alochol Information, P.O. Box 2348, Rockville, MD 20852. Request
reprints by number. “in Briefs” are three- to four-page summary arti-
cles highlighting prevaience, prevention, and treatment Information
on & wide variety of alcohol-related topics. Each “in Brief” includes a
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iist of references and is periodically updated by staff of NIAAA'S Na-
tionai Ciearinghouse for Aicohoi information. Topics of "in Briefs"
inciude the foliowing:

Aicohol and Blacks - RPO 300

Alcohol and American indians - RPO 307

Alcohol and Youth - RPO 067

Aicohol and Hispanics - RPO 253

Aicohol and the Elderiy - RPO 254

Women and Alcohol - RPO 276

Approaches to Treatment of Alcoholism Across Cultural
Boundarles, by Joseph Westermeyer and Dale Waiker. Psychlatric
Annals 12(4):434-439, 1982. Avaiiable from pubiic and medicai school
libraries. This article discusses some of the issues to be considered
when working across cultural boundaries. Self-assessment, clinical
skills, and the planning of services are topics addressed. References
and a bibliography are included.

Speclal Population Issues. Alcoho! and Health Monograph
No. 4. NIAAA, Rockville, Maryland, 1982. Single copies available free
of charge from the National Clearinghouse for Alcohol Information,
P.O. Box 2345, Rockville, MD 20852. Request BK 1085, Speclal Popula-
tion Issues is a collection of articles on the prevaiences, incidence,
and the nature of alcohol-related problems of population groups de-
fined by sex, age, race, and ethnicity. Articles cover women, youth,
elderly, American Indians, biacks, and Asian Americans. The mono-
graph provides a base of knowledge regarding special popuiations,
including treatment issues. References are included for each article.

Substance Abuse Treatment and Cultural Diversity, by Con-
nie Smith-Peterson. In: Substance Abuse: Pharmacologlc, Develop-
mental, and Clinical Perspectives, edited by Gerald Bennett, Chris-
tine Vourakis, and Donna S. Woolf, 1882, Available from Wiley &
Sons, Inc., New York, NY, or in local libraries. This chapter ad-
dresses the frequent omlission of cultural variabies in the considera-
tion of treatment approaches and prevention strategies. The pat-
terns and specific characteristics of substance abuse and related
problems are considered in ethnic populations, including black
Americans, American Indians, and Hispanics. While the focus is on
alcohol use patterns within a cuitural context, anthropologic and
sociologic perspectives are considered, with many of these con-
cepts applying to the cultural context of other types of substance
use and abuse. Implications for substance abuse treatment are
identified.

Treatment Services for Youth: Speclal Focus, Alcohol Health
and Research World, Vol. 7, No. 4, 1983, Single copies available free
of charge from the National Clearinghouse for Alcohol information,
P.O. Box 2345, Rockville, MD 20852, Request RPO 426. This special
focus issue includes a collection of articles about youth and alco-
hol abuse, treatment barriers, treatment approaches, and aftercare.
Eleven alcoholism treatment programs for adolescents, offering a
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variety of treatment approaches, are profiled. Program contact infor-
mation Is included with each program description.

Advances In Alcoholism Treatment Services for Women.
NIAAA, Rockville, Maryland, 1983. Single coples avalilable free of
charge from the National Clearinghouse for Aicoho! Information,
P.O. Box 2345, Rockville, MD 20852. Request BK 112. This docu-
ment Is the product of a conference held In Minneapolis, Minne-
sota, in {981 to facllitate the sharing of information about women’s
treatment needs. Of the 45 NIAAA-funded women’s treatment pro-
grams, 38 were represented at this conference. For programs yet to
be estalished, it contains important information about community
planning, treatment planning, staffing needs, and issues specific to
women.

Alcohollc Women: They Do Recover, by Margaret Wilmore
and Joan Volpe. NIAAA, Rockville, Maryland, 1981. Singie coples
avallable free of charge from the National Clearinghouse for Alco-
hol Information, P.O. Box 2345, Rockvilie, MD 20852. Request PH
201. This manual Is the result of meetings of 8 program directors of
NIAAA-funded women's alcohol programs. Participants discussed
the unique outreach and treatment issues faced in initiating wom-
en’s alcoholism programs. Summary recomrnendations for imple-
menting services for women and brief program descriptions are
also included.

Counseling the Black Cllent: Alcohol Use and Abuse In Black
America, by Peter Bell and Jimmy Evans. Hazelden Foundation,
Center City, Minnesota, 1981. Avallable at a cost of $3.95 from Ha-
zelden Educational Services, Box 176, Center City, MN 55012. As
part of a professional education series, this booklet presents an
overview of alcohol use and abuse In black America and discusses
counseling guidelines when Interacting with black clients. Pro-
gramming Ideas and a reference list are included.

Alcohol and the Elderly: Speclal Focus, Alcohol Health and
Research World, Vol. 8, No. 3, 1984. Singies coples avallable free of
charge from the National Clearinghouse for Alcoho! Information,
P.O. Box 2345, Rockville, MD 20852. Request BL 0045. This maga-
zine Issue Includes a collection of articies focusing on the eiderly.
Improvement of treatment services for the elderly alcoho! abuser Iis
discusseu and 8 program profiles are presented. A list of further
readings Is also included.

The Muitidisabled: Emerging Responses-Speclal Focus, Al-
cohol Health and Research World, Vol. 5, No. 2, 1980/81. Single
coples avallable free of charge from the National Clearingnouse for
Alcohol Information, P.O. Box 2345, Rockvilie, MD 20852. Request
RPO 317. The needs of alcoho! abusers with additional disabilities
are discussed In this special focus Issue. Counseling approaches,
network development, intervention, treatment, and program modeis
are topics of articles. In addition, articles focus on the needs of
blind, deaf, epileptic, spinal cord injured, developmentally disabled,
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and mentally retarded substance abusers. A resource list refer-
ences additional publications as well as groups and organizations
providing technical assistance and Information.

Resource List for Information on Alcohol and the Handi-
capped. NIAAA, Rockville, Maryland, no date. Singie copies avall-
able free of charge from the National Clearinghouse for Aicohol In-
formation, P.O. Box 2345, Rockviile, MD 20852. Request MS 217,
This list cites matelais avallable on the alcohol-related Issues of the
muitidisabled. Articles cover the deaf, biind, eplieptic, and spinal
cord Injured populations.
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Appendix B: Organizations and information Resources

The foliowing organizations and ciearinghouses can provide
information and, in some cases, technical assistance to persons
pianning alcoholism treatment programs. The primary resource for
alcoholism treatment program planners remains the State aicohol-
ism agency.

PROFESSIONAL ORQGANIZATIONS AND AGENCIES

National Association of State Aicohoi and Drug Abuse Directors

444 North Capitol Street, NW

Suite 530

Washington, DC 20001
This professional association can direct those interested in
pianning alcohoiism treatment programs to the appropriate
individual in their State; however, the association does not
offer direct technical assistance or information to program
pianners other than to those in State offices. A newsietter for
members and other interested persons, A/cohol and Drug
Abuse Report, is published twice per month. The subscrip-
tion price is $55 per year.

National Association of Alcohoiism Treatment Programs

2082 Michaelson Drive

Suite 212

Irvine, CA 92715
This association represents 360 private sector alcoholism
treatment programs; it function: as a trade association for
private sector programs and I8 invoived in iobbying as weii
as provides educational and consulting services to
members. The association empioys a national heaith care
consuitant vho Is availiable, for a fee, to work with both
members and nonmembers in deveioping new programs and
refining operating programs.

Alcohoi and Drug Problems Association

444 North Capitoi Street, NW

Suite 181

Washington, DC 20001
This national professional association sponsors confer-
ences and educational seminars for members; recent
regionai seminars have focused on topics related to
aicoholism and drug treatment program management. The
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association offers no speciaiized tuvchnical assistance, but
wiil provide information on upcoming seminars and confer-
ences.

National Councii on Aicohoiism

12 West 21st Street, 7th Fioor

New York, NY 10010
This nationai voiuntary organization has affiliates in most
areas of the country. NCA is not involved in aicoholism treat-
ment, but rather focuses on educating the pubiic about the
nature of aicoholism and providing information and referrai
services to alcoholics and their families. However, some
local affiliates are involved in the treatment area and may be
abie to provide assistance to program pianners. The national
office puts out a number of pubiications for the generai
public and professionais, covering a range of topics. A free
copy of the Catalog of Publications may be requested from
the national office.

Indian Heaith Service

Office on Alcoholism

Heaith Services Administration

5600 Fishers Lane

Rockvilie, MD 20857
This agency currently funds a number of alcoholism treat-
ment programs serving American Indian tribes. Funding for
new programs is not availabie except in the case of a pro-
gram designed to serve members of a tribe that has no ac-
cess to such services and has identified a need for
aicoholism treatment services in its Tribal Heaith Plan. Infor-
mation and technical assistance can be requested from the
regional IHS offices; a listing of these offices may be re-
quested from the national IHS address.

Administration for Native Americans

Office of Human Development Services/DHHS

U.S. Department of Health and Human Services

300 Independence Avenue, SW

Room 5300

Washington, DC 20201
This agency administers the Native Americans Program Act
of 1974 and provides funds to federaily recognized, off-reser-
vation Indian organizations for the promotion of economic
and social development strategies. Applications for grants
may include establishing Indian chiid welfare services, serv-
ices to Indian elderly, and demonstrations for aicohoi-reiated
services that impact the social services delivery system.
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Assoclation of Labor Management Administrators and Consultants

on Alcoholism

1800 North Kent Street

Sulte 807

Arlington, VA 22209
This professionai assoclation provides Information and edu-
catlonal services to members who are involved In occupa-
tionai alcohollsm or employee assistance programs. While
their materlals focus on developing early intervention pro-
grams In the worksetting, aicohoiism treatment pianners may
find some of their pubilcations of interest. It has 60 local
chapters that are often the focus of locali occupational
aicoholism activity.

Alcohoilcs Anonymous

Box 459

Grand Central Station

New York, NY 10613
This self-heip crganization pubiishes a great many materials
useful to those providing aicoholism services as well as to AA
members. Nothing specific to program planning is inciuded
among their materiais, although there are publications di-
rected to counselors. A free ilsting of publications may be re-
quested.

U.S. Department of Transportation

Natlonal Highway Traffic Safety Administration

Office of Alcohol Countermeasures

NTS - 20

400 Seventh Street, SW

Room 5130

Washington, DC 20590
The National Highway Traffic Safety Administration is an
agency within the U.S. Department of Transportation. The Of-
fice of Alcohol Countermeasures provides overali program
management and evaluation assistance and guidance in all
countermeasures that deai with the drinking and driving prob-
iem. Reports and publications are avaiiable on a wide range of
topics.

INFORMATION RESOURCES: ALCOHOL SPECIFIC

National Clearinghouse for Aicohol Information

P. O. Box 2345

Rockvilie, MD 20852
The National Institute on Alcohol Abuge and Alcoholism in-
formation clearinghouse maintalns an automated database
and an Inventory of publlcations on alcohol-related topics.
Fres database searches may be requested. In addition, a
number of publications of interest to alcohoiism treatment
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programs pianners nre availabie (see Appendix A). Requests
for a search shotid indicate the topic areas you are in-
terested in and th¢ uae you intend to make of the informa-
tion; inciude your teiephone number in case reference ana-
lysts need to contact you to ciarify your request.

National institute on Drug Abuse Ciearinghouse

Room 10A-52

5600 Fishers Lane

Rockviiie, MD 20857
A library coliection, database, and pubiications are avaiiabie
from this Federai ciearinghouse. The ciearinghouse has
pubiications on topics related both to drug and aicohoi
abuse; a free publications iisting may be requested.

National institute on Mentai Heaith (NIMH) Pubiic inquiries

Room 15C-17

5600 Fishers Lane

Rockviiie, MD 20857
This information center distributes pubiications and pamph-
iets on NIMH research, activities, and programs, as well as a
broad spectrum of mentai heaith topics for mentai heaith ad-
ministrators and for the generai public. A free pubiications
listing may be requested.

Wisconsin Ciearinghouse

1954 East Washington Avenue

Madison, WI §3704
This official information and materiais ciearinghouse for the
State of Wisconsin deveiops publications in the areas of
mentai health, aicohol and other drugs, youth deveiopment
and health promotion. The focus of the materiais is primarily
on prevention; however, manuais for professionais include a
guide for group facliitators, an alternative funding resources
manual, and resource guides on various special populations.
A catalog of publications may be requested free of charge;
there is A fee for copies of pubiications.

Johnsot: |nstitute

510 First Avenue North

Minneapolis, MN 55403
This independent nonprofit organization offers information,
consuitation services, training workshops, films, and
pubiications for those who operate aicoholism and drug
abuse treatment programs or who are interested in moving
into this arena. The institute will send free copies of its
catalog and descriptive brochures. Feasibiiity assessment
and program development consultation is provided to those
starting alcoholism treatment programs. Fees depend on the
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extent of services individually needed. Further information is
avallat:aalg from the Speciaiized Services Department, (612)
341-0435.

Hazeiden Educationai Materials

P.O. Box 176

Center City, MN 55012
This nonprofit private institution provides pubiications and
films for a fee. Materiais focus on issues reievant to the
recovering alcoholic, to friends and family members, and to
professional caregivers. A free copy of the organization’s
catalog may be requested.

INFORMATION RESOURCES: GENERAL HEALTHCARE PLANNING

Project SHARE

P.0. Box 2308

Rockviile, MD 20852
This Federal information clearinghouse provides reference
and referrai services designed to improve the management
of human services; an automated database on topics reiated
to human services program development and management is
maintained. Planners may request searches of the database,
or may request a listing of already prepared bibliographies
and monographs. There is a fee for ail materiais and services
provided by Project SHARE. It is important to include your
telephone number with your request so reference speciaiists
can cail to discuss what your information needs are and the
costs. The coliection is not alcohoi specific.

National Library of Medicine

8600 Rockvilie Pike

Bethesda, MD 20209
The library maintains a number of automated databases, con-
taining citations and abstracts of the most recent literature
on a variety of topics; of particular interest to alcoholism
treatment program pianners is the Health Pianning and Ad-
ministration database (HEALTH PLANNING ADMIN). In most
areas of the country, pubiic libraries or university libraries
can assist planners in obtaining a search of this database for
a fee. The literature included in the database is not aicohoi
specific, but covers a broad range of topics related to plan-
ning healith care services.

Nationai Health Information Clearinghouse

P.O. Box 1133

Washington, DC 20013
This federally funded ciearinghouse is intended to help re-
questors |locate health information by referring them to the
appropriate resources; publications are also avaiiable. The
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clearinghouse can provide planners with direction In
locating organlizations or agencles that might be of
assistance.

Natlonal Health Planning Information Center

Parklawn Bullding

Room 8A-20

Rockvllle, MD 20857
This Information center I8 Intended to provide hoalth plan-
ners and agencles administering healthcare programs with
reference searches and referrals. The center produces a
number of publications, Including an abstract bulletin,
monographs, and bibllographies. The information Is not
alcohol specilfic, but covers the range of Issues Involved In
planning healthcare services.



Appendix C: State and Territorial

ALABAMA

ALASKA

ARIZONA

ARKANSAS

CALIFORNIA

COLORADO

CONNECTICUT

DELAWARE

Alcoholism Program Directors

Department of Mental Heaith

Ken Walliis, Acting Commissioner

200 interstate Park Drive

P.O. Box 3710

Montgomery, AL 36193 (205) 271-9209
Department of Health and Soclal

ervices

Office of Alcoholism and Drug Abuse

Matthew Felix, Coordinator

Pouch H-05F, 114 Second Street

Juneau, AK 99811 (907) 586-8201
Arizona Department of Health Services

Alcohol Abuse and Alcoholism Section

Gwen G. Smith, Program Representative

Office of Community Behavioral Health

1740 W. Adams, Room 001

Phoenix, AZ 85007 (602) 255-1152
Arkansas Office on Alcohol and Drug

Abuse Prevention

Paul T. Behnke, Director

1515 W. 7th Avenue, Suite 310

Littie Rock, AR 72202 (501) 371-2603
Department of Aicohol and Drug

Programs

Chauncey Veatch Ili, Esg., Director

111 Capitol Mall, Suite 450

Sacramento, CA 95814 (916) 445-1940
Aicohol and Drug Abuse Division

Robert B. Aukerman, Director

4210 East 11th Avenue

Denver, CO 80220 (303) 320-6137
Connecticut Aicohol and Drug Abuse

Commission

Donaid J. McConnell, Executive Director

999 Asylum Avenue, 3rd Floor

Hartford, CT 06105 (203) 566-4145
Division of Aicoholism, Drug Abuse and

Mental Health

Bureau of Alcohollsm and Drug Abuse

Sally Alihouse, Chisf

1801 North Dupont Highway

New Castle, DE 19720 (302) 421-6101
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FLORIDA

GEORGIA

GUAM

HAWAII

IDAHO

ILLINOIS

INDIANA

1DVVA

KANSAS

KENTUCKY

Simon Holllday, Chlef
1875 Connecticut Ave., N.W. Sulte 836
Washington, DC 20009 (202) 673-7481
Alcohollc Rehabllitation Program
Department of Health and Rehabllitation
Services
Thomas Holt, Supervisor
1317 Winewood Boulevard, Room 148A
Tallahassee, FL 32301 (804) 488-0900
Division of Mental Health, Mental Retardation
and Substance Abuse
Georgla Department of Human Resources
Lee Martus, Acting Director
878 Peachtree St., N.E., 3rd Floor
Atlanta, GA 30309 (404) 894-4785
Territory ¢t Guam
Mental Health and Substance Abuse Agency
Dr. David L.G. Shimlzu, Interlm Director
P.O. Box 8896
Tamuning, Guam 96911 011.671-477-9704/5
Department of Health
Alcohol and Drug Abuse Branch
Joyce Ingram-Chinn, Branch Chlef
P.O. Box 3378
Honolulu, HI 96813 (808) 548-4280
Bureau of Substance Abuse
Department of Health and Welfare
Charles E. Burns, Director
450 West State Street, 4th Floor
Bolse, ID 83720 (208) 334-4368
Department of Alcohol and Substance Abuse
Dan Behnke, Acting Director
300 N. State St., Suite 1500
Chicago, IL 60610 (312) 822-9880
Divislon of Addiction Services
Department of Mental Health
Joseph E. Mlils, ili, Director
429 North Pennsylvania
Indianapolls, IN 46204 (317) 232-7818
Department of Substance Abuse
Mary L. Ellis, Director
£05 Fifth Avenue Sulte 202
Ces Moines, iA 50319 (515) 281-3641
Aicohol and Drug Abuse Services
James A. McHenry, Jr., Ph.D.
Commissloner
2700 West Sixth Street, 2nd Floor
Biddie Bullding
Topeka, KS 66606 (913) 296-3925
Cabinet for Human Resources
Michael Townsend, Director
Divislon of Substance Abuse
Department for Mental Health and Mental
Retardation
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LOUISIANA

MAINE

MARYLAND

MASSACHUSETTS

MICHIGAN

MINNESOTA

MISSISSIPPI

MISSOURI

MONTANA

NEBRASKA

NEVADA

275 East Maln Street

Frankfort, KY 40821 (502) 564-2880
Otfice of Prevention and Recovery from

Alcohol and Drug Abuse

Burn Ridgeway, Asslistant Secretary

P.O. Box 4049

6855 North 5th Street

Baton Rouge, ..A 70801 (504) 342-2488
Office of Alcohollsm and Drug Abuse

Prevention

Nelll Miner, Director

State House Station + 11

Augusta, ME 04333 (207) 289-2781
Alcohollsm Control Administration

John Bland, Director

201 West Preston Street, 4th Floor

Baltimore, MD 21201 (301) 383-2781
Divislon of Alcohollsm

Edward Blacker, Ph.D., Director

150 Tremont Street

Bosto.i, MA 02111 (617) 727-1960
Office of Substance Abuse Services

Robert Brook, Administrator

3500 North Logan Street

P.O. Box 30035 Lansing, M! 48909 (517)

373-8603
Chemical Dependency Program Division

Cynthla Turnure, Executlve Director

Department of Human Services

Space Center

444 Lafayette Road

St. Paul, MN 55101 (612) 298-3991
Divislon of Alcohol and Drug Abuse

Ann D. Robertson, M.S.W., Director

1102 Robert E. Lee Office Bullding

Jackson, MS 39201 (601) 35¢-1297
Divislon of Alcohollsm and Drug Abuse

R.B. WIison, Director

2002 Missourl Boulevard

P.O. Box 687

Jefferson City, MO 65101 (314) 751-4942
Alcohol and Drug Abuse Dlvision

Department of Institutions

Robert Anderson, Administrator

1539 - Eieventh Avenue

Helena, MT 598620 (408) 444-2827
Divislon on Alcohollsm and Drug Abuse

Caecilla Willls, Director

P.O. Box 94728

Lincoln, NE 68509 (402) 471-2851 x 415
Bureau of Alcohol and Drug Abuse

Department of Human Resources

Richard Ham, Chlef
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NEW HAMPSHIRE

NEW JERSEY

NEW MEXICO

NEW YORK

NORTH CAROLINA

NORTH DAKOTA

NORTHERN MARIANA
ISLANDS

OHIO

OKLAHOMA

505 East King Street

Carson City, NV 89710 (702) 885-4790
Office of Alcohol and Drug Abuse Prevention

Geraldine Sylvester, Director

Health and Welfare Bullding

Hazen Drlve

Concord, NH 03301 (603) 271-4627
Division of Alcohollsm

New Jersey Department of Health

Riley Regan, Director

129 East Hanover Street

Trenton, NJ 08608 (609) 292-8947
Alcoholism Bureau

Joe Gallegos, Acting Chlef

Behavioral Health Services Divislon

Crown Bullding

P.O. Box 968

Santa Fe, NM 87504-0968

(505) 984-0020, x493

New York Dlvislon of Alcohollsm and
Alcohol Abuse
Robert V, Shear, Director
194 Washington Avenue
Albany, NY 1221C (518) 474.5417
Divislon of Mental Health, Mental Retardatlon
and Substance Abuse Services
Alcohol and Drug Abuse Sectlon
Steven L. Hicks, Deputy Director
325 North Sallsbury Street
Ralelgh, NC 27611 (919) 733-4670

State Department of Human Services
Division of Alcohollsm and Drug Abuse
Tom R. Hedin, Director
State Capitol
Bismarck, ND 58505 (701) 224-2769

Dr. Torres Hospital
Ben Kalpat, Medical Officer
Salpan, Marlana islands 96950
6112, 8222 (through Internatlonal Operator
0-160691)

Ohlo Department of Health
Bureau of Alcohol Abuse and Alcohollsm
Recovery
Wayne Lindstrom, Cnlef
170 North High Street
Columbus, OH 43215 (814) 4668-3445
Alcohol and.Drug Abuse Divislon
Thomas Stanitis, M.A,, M.H.S.,
Dsputy Commissioner
P.O. Box 53277, Capltol Statlon
Oklahoma City, OK 73152 (405) 521-0044
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OREGON

PENNSYLVANIA

PUERTO RICO

RHODE ISLAND

AMERICAN SAMOA

SOUTH CAROLINA

SOUTH DAKOTA

TENNESSEE

TEXAS

Mental Health Division
Programs for Alcohol and Drug Problems
Jeffrey N. Kushner
Assistant Administrator
2575 Bittern Street, N.E.
Salem, OR 97310 (503) 378-2163
Office of Drug and Alcohol Problems
Lucille Fleming,
Deputy Secretary for Drug and Alcohol
Programs
P.O. Box 50, Department of Health
Health and Welfare Building, Room 809
Harrisburg, PA 17120 (717) 787-9857
Puerto Rico Department of Addiction
Control Services
Sonia Puig Sayas
Assistant Secretary for Alcohollsm
B8ox Pledras, PR 00928 (809) 763-5014 or
763-7575
Department of Mental Health,
Mental Retardation and Hospltals
Division of Substance Abuse
Willlam Pimental, Assistance Director
Substance Abuse Administration Bullding
Cranston, Rl 02920 (401) 464-2091
Human Services Clinic
Aicohoi and Drug Program
Fualaau Hanipale, Director
LBJ Tropical Medical Center
Pago, Pago, American Samoa 96799
011-684-833-5139
South Carolina Commission on Alcohol and
Drug Abuse
Willlam J. McCord, Director
3700 Forest Drive
Sulte 300
Columbla, SC 29204 (803) 758-2521
Division of Alcohol and Drug Abuse
Lols Olson, Director
Joe Foss Bullding
523 East Capltol
Pierre, SD 57501 (605) 773-3123

Tennesses Department of Mental Health and
Mental Retardation
Robart Currie, Assistant Commissioner
Alcohol and Drug Abuse Services
James K. Polk Bullding
505 Deaderick Street
Nashvlile, TN 37219 (815) 741-1921
Texas CommIssion on Alcohollsm
Ross Newby, Executive Director
1705 Guadalupe Stireet
Austin, TX 78701 (512) 475.2577
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TRUST TERRITORY OF Masao Kumangal, M.D., Director
THE PACIFIC ISLANDS Health Services

Office of the High Commissioner

Salpan, Marlana Islands 96950

Trust Terrltory of the Paclfic Islands

9854, 9355 (through Internatlonal Operator

0-160691)
UTAH Divislon of Alcoholism and Drugs

F. Leon PoVey, Director

150 West North Temple, Room 350

P.O. Box 45500

Salt Lake City, UT 84145 (801) 533-6532
VERMONT Alcohol and Drug Abuse Division

Richard Poweli ll, Director

103 South Main Streeet

Osgood Building

Waterbury Complex

Waterbury, VT 05676 (802) 241-2170
VIRGINIA Divislon of Substance Abuse

Wayne Thacker, Director

Office of Substance Abuse

P.O. Box 1797

203 Governor Streat

Richmond, VA 23214 (804) 786-5313
VIRGIN ISLANDS Division of Mental Health Alcoholism and

Drug Dependency

Patricla Todman, Ph.D., Director

P.0. Box 7309 4

St. Thomas, US VI 00801 (809) 774-4888
WASHINGTON Bureau of Alcohism and Substance Abuse

Glen Milier, Director

Malistop, OB-44W

Olympla, WA 98504 (208) 753-5866
WEST VIRGINIA Alcohollsm and Drug Abuse Program

Divislon of Behavioral Health Services

Jack Clohan, Jr., Director

State Caplitol

1800 Washington Street East

Charleston, WV 25305 (304) 348-2276
WISCONSIN igate Bureau of Alcohol anc Other Drug

use

Larry W. Monson, Director

1 West Wilson Street, Room 441

P.O. Box 7851

Madison, WI 53707 (608) 266-2717
WYOMING Division of Community Programs

Jean DeFratis, Director,

Alcohol and Drug Abuse Programs

Hathaway Bulldlngbard Floor

Cheyenne, WY 82002 (307) 777-7115 x 7118
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