
 
MAINE STATE LEGISLATURE 

 
 
 

The following document is provided by the 

LAW AND LEGISLATIVE DIGITAL LIBRARY 

at the Maine State Law and Legislative Reference Library 
http://legislature.maine.gov/lawlib 

 

 

 

 
 
 
 
 
 
 

Reproduced from scanned originals with text recognition applied 
(searchable text may contain some errors and/or omissions) 

 
 



STATE PLAN 

FOR PREVENTION, TREATMENT AND REHABILITATION OF 

ALCOHOL ABUSE AND ALCOHOLISM 

Maine State Department of 
Heal th and Welfare 
Bureau of Rehabilitation 
Division of Alcoholism Services 
32 Winthrop Street 
Augusta, Maine 04330 

IN MAINE 

APRIL 1973 

2 

STATE PLAN 

FOR PREVENTION, TREATMENT AND REHABILITATION OF 

ALCOHOL ABUSE AND ALCOHOLISM 

Maine State Department of 
Heal th and Welfare 
Bureau of Rehabilitation 
Division of Alcoholism Services 
32 Winthrop Street 
Augusta, Maine 04330 

IN MAINE 

APRIL 1973 

2 





(;.l 

•
-~~ 

. ( 

. .'. 
)\1 

STATE OF= MAINE 

DEPARTMENT OF= ~EALTI-I AND WELF=ARE 

AUGUSTA ADDRliSS REPLY TO, 

DEAN FISHER, M. D. 
COMMISSIONER 

April 2, 1973 

Morris E. Chafetz, M.D. 
Director 
National Institute on Alcohol Abuse 

and Alcoholism 
5600 Fishers Lane 
Rockville, Maryland 20852 

Dear Doctor Chafetz: 

32 vlinthrop street 

The attached document is the completed second year revision of the 
Maine State Plan on Alcohol Abuse and. Alcoholism as required under 
P.L. 91-616. 

This document reflects the changes in state planning activity during­
fiscal year 172. Modifications in this plan are represented on the 
blue pages. 

In mald.ng the assumption that demographic data has not changed too 
much over the past year, we have not revised that part of the Plan. 
"vIe should, however, have a data collection system which will provide 
us with demographic iriformation for the third year Plan. 

He hope you find these revisions acceptable, and that we will be 
notified to that effect in writing when final review has been 
completed. 

MPG/c 

cc : Mrs. Anne Twomey 
Gertrude Hunter, M.D. 
Dr. Dean Fisher 
C. Owen Pollard 
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HEALTH COUNCIL OF MAINE 

. President: I. Carl Mayhew, D.M.D. 

133 State Street 
Augusta, Maine 04330 

207 - 622-3661 

Commissioner Dean Fisher, M.D. 
Department of Health and Welfare 
state House 
Augusta, Maine 04330 

Dear Dr. Fisher: 

Executive Director: Peter C. Doran, Ph.D . 

Re: study of the Problems of Alcohol Abuse 
and Alcoholism. 

I am pleased to transmit to you on behalf of the Health Council, 

Inc., of Maine, the State Plan for Alcoholism Services which it has been 

our privilege to help prepare in cooperation with, and under a contractual 

arrangement with your Bureau of Rehabilitation and your Director of 

Alcoholism Services. 

The Council wishes to take this opportunity to commend its ob-

servations and recommendations to the thoughtful consideration of your 

Department; to the State Alcoholism Advisory Council; the seven-member 

Advisory Committee to the Division of Alcoholism Services; to Governor 

Curtis and the Executive Department; to the Maine State Legislature, 

and its Subcommittee on Intoxication and Treatment, and to the many 

individual workers in both governmental and non-governmental programs, 

and by no means least, to the citizens of the State of Maine. 

The Health Council also wishes to express appreciation to the 

hundreds of public spokesmen who participated so enthusiastically in 

REPRESENTING PUBLIC AND PRIVATE ORGANIZATIONS AND INDIVIDUALS CONCERNED 
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our regional planning. Special recognition goes to the Department 

of Mental Health and Corrections, Community Mental Health Centers, 

Regional Comprehensive Health Planning Services, Law Enforcement 

Planning and Assistance Agency, State Planning Agency, Maine State 

Library, Alcohol Safety Action Program, individual members of 

Alcoholics Anonymous throughout the State, and the many private programs 

which all gave generously of their time, contributing significant facts, 

figures, plans and recommendations on very short notice. 

The overwhelming response to the prospects of continuing regional 

planning with a groundswell of public and private support for improved 

alcoholism programs is encouraging. The need is clear and the desire 

is strong throughout the State. 

This plan is intended to provide a basis and framework for public 

reaction, modifications and improvements. We believe you will find it 

a meaningful point of departure in carrying out the provisions of the 

Hughes Bill. 

ely, 

,,{]~ 
eter C. Doran, Ph.D. 

Executive Director 

our regional planning. Special recognition goes to the Department 

of Mental Health and Corrections, Community Mental Health Centers, 

Regional Comprehensive Health Planning Services, Law Enforcement 

Planning and Assistance Agency, State Planning Agency, Maine State 

Library, Alcohol Safety Action Program, individual members of 

Alcoholics Anonymous throughout the State, and the many private programs 

which all gave generously of their time, contributing significant facts, 

figures, plans and recommendations on very short notice. 

The overwhelming response to the prospects of continuing regional 

planning with a groundswell of public and private support for improved 

alcoholism programs is encouraging. The need is clear and the desire 

is strong throughout the State. 

This plan is intended to provide a basis and framework for public 

reaction, modifications and improvements. We believe you will find it 

a meaningful point of departure in carrying out the provisions of the 

Hughes Bill. 

ely, 

,,{]~ 
eter C. Doran, Ph.D. 

Executive Director 





~tnte at "t1ntm , c: 
~xeruti\Je pcpartment 

~tate JlultuillS @ffire 
lS9 ,~tatc fotreet, J\ugltstl1, jHaiur 04330 

KENNETH M. CURTIS 
GOVERNOR 

PHILIP M. SAVAGE 
STATE PLANNING DIRECTOR 

, '. 

Dr. Dean Fisher, Commissioner 
Department of Health & Welfare 
State House 
Augusta, Maine 04330 

Dear Dr. Fisher: 

Apri I 3, 1972 

The Maine State Planning Office, designated by the Governor 
to review all Federally required State Plans and Plan revisions, hereby 
acknowledges receipt of the Maine State Plan for Alcohol Abuse and 
Alcoholism Prevention, Treatment and Rehabilitation. 

A report of this review will be returned within 45 days, trans­
mitting all comments, if any, upon the relationship of this Plan to 
other State Plans and Programs. 

• 

:;r:)~y-
~~M. Savage 
State Planning Director 

PMS:cs 

TEL. (207) 289-3261 
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DISCRIMINATION 

PROHIBITED* 

1. All services provided under this 
state Plan will be made available 
without discrimination as to race, 
creed, color, sex, marital status, 
or duration of residence. 

2. The designated State agency respon­
sible for administering the Plan, 
and/or any other agency, organization, 
or institution administering and/or 
carrying out any activity under the 
Plan shall not discriminate in any 
way against any employee with respect 
to compensation, terms, conditions, 
or privileges of employment solely 
on the grounds of race, color, creEd, 
sex, or national origin. 

3. The State agency or any other agency, 
organization, or institution admin­
istering and/or carrying out any 
activity under the State Plan shall 
not refuse employmentm any qualified 
applicant for a position solely on the 
basis of the fact that he or she has 
had or has not had a problem with 
alcohol. 

4. It is understood that no formula 
grant funds will be awarded any 
public or private general hospital 
that has received Federal funds for 
alcohol treatment programs and that 
refuses admission and treatment to 
alcoholic patients solely on the basis 
of their alcoholism. 

*Guidelines for Preparation of State Plans for Alcohol Abuse and 
Alcoholism Prevention, Treatment, and Rehabilitation Programs, 
Interim Draft, National Institute for Alcohol Abuse and Alcoholism, 
February 2, 1972, p. 31. 
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PART I 

I. PURPOSE OF THE STUDY 

The State plan described here has been developed for the express 

purpose of presenting a coordinated, comprehensive program for the 

orderly development and provision of needed alcoholism prevention, 

treatment, and rehabilitation programs and facilities for the State 

of Maine. 

It is intended also to provide a more rational and effective 

basis for the procurement and utilization of Federal, State and 

other financial resources to aid in planning, establishing, main­

taining, coordinating, and evaluating these programs under terms 

of the Hughes Act primarily, but also as a means of assuring that 

all available financial resources are employed with optimum effective­

ness and efficiency. 

Hopefully this plan will serve to generate other forms of 

support, both public and voluntary, expressed not only in financial 

terms but through personal influence, involvement, and full partici­

pation in decision-making, with all its consequent responsibilities 

for the furtherance of direct and purposive action. 

In the drafting of it, it has been our hope that it may serve 

to point some directions for the setting of appropriate and realis­

tic goals and priorities; that it may have some usefulness for 

practitioners in the field as a tool for evaluation; that it will 

help bring about more enlightened attitudes and break down some of 

our old stereotypes and prejudices; and that ultimately it may 

contribute to the overall growth and betterment of our State. 
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Among its principal concerns have been: . 

1. Decentralization of authority and responsibility 

for program planning, development and implementation 

through the formation of five alcoholisrn planning 

regions. 

2. A priority system based on. the availability of 

comprehensive alcohol abuse. and alcoholism prevention, 

treatment and rehabilitation pr0gra~s in each region, 

with highest priority given those areas having the 

greatest unmetneeds. 

3. The requirement that comprehensive services for 

problem drinkers and alcoholics be provided without 

discrimination; that no person shall be excluded 

solely by reason ofhis inability to pay, and that 

service processes be. so implemented as to assure 

continuity of care. 
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PART II 

I. BACKGROUND OF THE STUDY 

A. HISTORICAL SUMMARY 

The emergence of national, state and regional programs for 

dealing wi th problems caused "by excessive drinking and alcoholism 

is of comparatively recent date. The repeal of Prohibition in 1933 

returned to the states the power to control the sale and distribution 

of alcoholic beverages, and the praotice of "local option" left it 

up to voters in local elections to decide whether or not alcoholic 

beverages could be sold within the boundaries of their own juris­

dictions. State laws regulating such sales and imposing penalties for 

their infraction have proliferated, along with criminal statutes 

intended to curb offensive drinking behavior and reduce the number 

of alcohol related crimes through arrest, conviction, fines and/or 

commitment. 

1. Alcoholics Anonymous (AA) 

The first steps away from a misconduct concept of alcoholism 

and the recognition of it as a treatable disorder were taken by the 

two founders of AA, Bill W. and his friend, Dr. Bob S., who in 1935 

brought together a small group of alcoholics in Akron, Ohio, and from 

that point on encouraged the formation of similar small local groups 

in other parts of the country. The movement, patterned originally 

after the Oxford Groups, gained momentum and has since become inter­

national in scope, with many thousands of local groups now organized, 

of which more than 75 hold regular meetings here in the State of 

Maine. 
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An important aspect of the AA approach has been the identifi­

cation of alcoholism as a disease. As sucli, it is seen as a disorder 

that involves considerablY more than offensive behavior. Consequently 

the traditional approach of punishing the offender rarely. seems to 

help him nor deters others •.. The person unable to control his drinking 

must acknowledge to himself that he isunab.1e to use alcohol in a 

normal manner and must therefore leave it alone. The first step is 

therefore to come to the inescapable conclusion that one has become 

powerless over alcohol and that his life has become unmanageable as 

the result. Help is to be found by turning one's life and will over 

to a Higher Power, in the embracing fellowship of' fellow sufferers. 

The phenomenal growth of this movement and its high rate of 

"successes" among those who sincerely followed its precepts gradually 

brought it to the attention not only of the general public but to 

medical practitioners, who began recommending the program to their 

alcoholic patients. 

2. The 'Yale Plan" 

Yale University's Laboratory of Applied Psychology, es­

tablished in 1923, is recognized as the first organized attempt in the 

United states to use scientific techniques in investigating the 

physiological and psychological effects of alcohol and the causes 

of socially deviant drinking behavior. The Center of Alcohol Studies, 

as it has become known, was inaugurated in 1943 and devoted its 

attention primarily to applied research. In 1962, with major grants 

from the National Institute. of Mental Health primarily, but also with 
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funds from private sources, the Center and its professional staff moved 

from Yale to Rutgers, the State University of New Jersey and establi­

shed the Rutgers Center of Alcohol Studies as a major training re-

source. 

3. Nationally Funded Programs 

(a) It has only been in the past decade that programs for the 

treatment and rehabilitation of problem drinkers and alcoholics have 

come within the purview of the Federal Government. The first of 

these was the formation of the Cooperative Commission on the Study of 

Alcoholism (1961) which resulted in the publication of Alcohol Pro­

blems: A Report to the Nation, and the creation of the National Center 

for Prevention and Control of Alcoholism within the National Institute 

of Mental Health. 

(b) A contributing factor has been the emphasis given to re­

habilitation programs by the Federal Government during this decade. 

Although State-Federal vocational rehabilitation programs had been 

established as early as 1920, when Congress passed the Smith-Fess Act, 

these made slow progress at first and only persons with very evident 

physical disabilities were accepted as eligible. However, in 1965, 

major modifications of the national Vocational Rehabilitation Act 

not only extended its provisions to a much broader segment of the 

population but also increased its level of funding. These 1965 amend­

ments gave formal recognition to the needs of the psychosocially 

handicapped, defined as those whose employability is seriously jeo­

pardized by medically definable emotional and/or behavioral disorders 

resulting from educational, cultural, environmental, or related 

causes. 

5 

funds from private sources, the Center and its professional staff moved 

from Yale to Rutgers, the State University of New Jersey and establi­

shed the Rutgers Center of Alcohol Studies as a major training re-

source. 

3. Nationally Funded Programs 

(a) It has only been in the past decade that programs for the 

treatment and rehabilitation of problem drinkers and alcoholics have 

come within the purview of the Federal Government. The first of 

these was the formation of the Cooperative Commission on the Study of 

Alcoholism (1961) which resulted in the publication of Alcohol Pro­

blems: A Report to the Nation, and the creation of the National Center 

for Prevention and Control of Alcoholism within the National Institute 

of Mental Health. 

(b) A contributing factor has been the emphasis given to re­

habilitation programs by the Federal Government during this decade. 

Although State-Federal vocational rehabilitation programs had been 

established as early as 1920, when Congress passed the Smith-Fess Act, 

these made slow progress at first and only persons with very evident 

physical disabilities were accepted as eligible. However, in 1965, 

major modifications of the national Vocational Rehabilitation Act 

not only extended its provisions to a much broader segment of the 

population but also increased its level of funding. These 1965 amend­

ments gave formal recognition to the needs of the psychosocially 

handicapped, defined as those whose employability is seriously jeo­

pardized by medically definable emotional and/or behavioral disorders 

resulting from educational, cultural, environmental, or related 

causes. 

5 



Additional amendments enacted by Congress in 1968 extended 

treatment and rehabilitation services to any "handicapped" individual, 

defined as one who is "seriously limited in his ability to secure 

or retain appropriate employment by reason of physical or mental 

disability, youth, advanced age, low educational attainment, ethnic 

or culturalfactorsJ prison or delinquency records, or any condition 

which constitutes a barrier to his employment".· 

It was under these amendments that State~Federal vocational 

rehabilitation programs were able to include in their caseloads 

persons whose deviant drinking behavior constituted a recognizable 

vocational handicap. 

(c) Somewhat earlier than this Congress had responded to the 

late President Kennedy's call for a "bold, new approach" to the 

prevention and treatment of mental illness by enacting the Community 

Mental Health Centers Act of Octobe.r 1963 (p .L. 88-164). This law 

implemented the concept of the comprehensive community mental health 

center which had been formulated after a Cabinet level review of the 

. . * Joint Commission's final report, Action for Mental Health, 1961. 

Prior to this time, Maine's community mental health programs 

had consisted of clinics that were part of public health and appendages 

of the state institutions. Following directly upon the passage of the 

1963 Federal legislation, the State embarked on an extensive two-

year community planning effort that culminated in the Maine Compre-

hensive Mental Health Plan which was published in 1965. Its 

*From "Continuity of Care", unpublished manuscript by Rosalyn Bass, 
. . 

November 1970. 
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,I 

recommendations by the regional citizens' committee led to the 

formation of 15 mental health regions. Later, in compliance with 

regulation&adopted by NIMH on population size of catchment areas, the 

original 15 were reorganized into 5, then more recently into 8 mental 

health areas. 

The first federally funded Comprehensive Mental Health Center 

was established in 1966. Since that time, four of the eight areas 

have fully operational comprehensive community mental health centers 

(Aroostook, Bangor, Tri-County, and Cumberland) which serve 67% of 

the population of Maine. Two others are r~l!l:ly approaching this 

status. Kennebec Valley is constructing a new facility which is nearing 

completion and has a $750,000 staffing grant which has been approved 

by NIMH but not yet funded. The Mid-Coast area has an approved con-

struction grant for a new facility, and York County has been approved 

for a mental health staffing grant of nearly one million dollars. 

All mental health centers and clinics are private, non-profit cor-

porations, each with its own board of directors. Federal funds are 

supplemented from local funding sources including United Funds, 

county and municipal taxes, school districts, and Title I funds 

* (Elementary and Secondary Education Act). 

* "Maine State Mental Health System," report by the Bureau of 
Mental Health, Department of Mental Health and Corrections, 
November 1971. 
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(d) The most recent breakthrough came in December 1970 when 

Congress enacted "The Comprehensive Alcohol Abuse and Alcoholism 

Prevention, Treatment, and Rehabilitation Act," P.L. 91-616, 

commonly referred to as the Hughes Act. 

This act, which allocates approximately $84 million dollars to the 

sta tes for 1972 and some $130 million for fiscal 1973 differs in many .~, 

respects from other laws enacted by Congress in the health field. 

Basically there is a strong requirement for planning, for maximum 

utilization of already existing services and facilities and a desire 

for inter and intra-agency cooperation and coordination, in both the 

public and private sectors. It is unique, also, in that it is pro-

bably one of the first times that a bill of such wide-reaching im­

plications has been piloted by someone who had an intimate knowledge 

of the matter to which he was addressing himself. 

Title I of the Hughes Act reconstituted what had been the National 

Center for Prevention and Control of Alcoholism within the National 

Institute of Mental Health, renamed it the National Institute on 

Alcohol Abuse and Alcoholism, and gave it authority to administer the 

programs and authorities assigned to the Secretary of the Department 

of Health, Education, and Welfare, under the Hughes Act and also Part 

C of the Community Mental Health Centers Act. Thus, the Institute 

specifically addresses itself to alcohol abuse and alcoholism programs 

at both the National and Regional levels. 

Title II of the bill establishes an alcohol abuse and alcoholism 

prevention, treatment and rehabilitation programfQr Federal civilian 

employees (which will be commented upon in a later section of this 
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report). Considering, however, that there are over 3 million federal 

civilian employees in the country, this represents not only an enlightened 

Federal initiative in dealing with this issue, but creates a model which 

the bill strongly urges state and local governments, as well as private 

industry, to follow. 

Title III of the bill is in three parts, the first of which 

allocates the sum of $30,000,000 to states for the upcoming fiscal 

period "to assist them in planning, establishing, maintaining, and 

evaluating projects for the development of more effective prevention, 

treatment, and rehabilitation programs to deal with alcohol abuse and 

alcoholism" • (Title III, Part A, Sec. 301.) These formula grants are 

made to states largely on the basis of "relative population, financial 

needs, and need for more effective ••• alcohol abuse and alcoholism 

pro grams" • 

Chiefly because of its comparatively small population, Maine is 

one of about 15 states to which the minimum appropriation of $200,000 

has been tentatively allocated, whereas a state such as California 

will receive upwards of $2 million and Massachussetts approximately 

$750,000. On November 9, 1971, Maine learned informally of its tenta­

tive allotment to implement P.L. 91-616 for fiscal 1972. Later, in 

November 1971, under provisions of Title III, Sec. 302 (c) of P.L. 

91-616 wh~h permits states to utilize up to ten percent for the State 

allotment for payment of certain allowable administrative costs, among 

them the costs of compensating personnel who are directly involved 

in developing the plan, an arrangement was made to assist in drafting 

a plan with the Health Council, Inc., of Maine, a non-profit private 
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corporation representing 60 public and private health agencies in the 

State. The sum of $15,000 was tentatively earmarked for this consul-

tative service in February of 1972. Funds were made available on 

March 15, 1972 by the State Department of Health and Welfare to the 

Health Council, according to terms of a contractual agreement. The 

intent is for this money to be reimbursed to the State Department when 

funds under the Hughes Bill are act~lly granted to Maine. Rather than 

having Hughes Bill funds available for developing the plan, the State 

must now qualify with a plan in order to get reimbursed. 

The Health Council's involvement to date has consisted primarily 

of assembling and reviewing research documents, conducting field inter-

views, making arrangements for and conducting a series of regional work-

shops on alcoholism planning, and preparing the present draft of the 

State plan. 

In addition to the State formula grants, an additional $20 million 

is authorized for project grants and contracts under Title III, Part 

B. This part amends Section 247 of Part C of the Community Mental 

Health Center Act to read as follows: 

"The Secretary, acting through the National Institute on 
Alcohol Abuse and Alcoholism, may make grants to public 
and private nonprofit agencies, organizations, and in-

• _§ti tutions and may enter into contracts with public and 
private agencies, organizations, and institutions, and individuals--

"(1) to conduct demonstration, service and evaluation 
projects, 

(2) to provide education and training, 

(3) to provide programs and services in cooperation 
with schools, courts, penal institutions, and 
other public agencies, and 

(4) to provide counseling and education services on 
an individual or community basis for the prevention 
and treatment of alcohol abuse and alcoholism and 
for the rehabilitation of alcohol abusers and 
alcoholics." 
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It is specified under this part that "projects for which 

grants or contracts are made shall, whenever possible, be community 

based, provide a comprehensive range of services and be integrated with 

and involve the active participation of a wide range of public and non-

governmental agencies, organizations, institutions, and individuals". 

Under this part, there is currently allocated $7 million for 

initiation and development grants, $4 million for state training 

grants, and $7 million for research grants. 

B. Federal Mandate 

As noted above, any state wishing to participate in the formula 

grant program must make application for its grant allocation by sub-

mitting a State plan for carrying out the purposes of Title III, Part 

A, of the Act. Such plan must: 

1. Designate a single State agency, with authority for 
administering the plan. 

2. Provide for the designation of a State advisory council 
on alcoholism, to include representatives of non­
governmental organizations or groups, and of public 
agencies concerned with the prevention and treatment 
of alcohol abuse and alcoholism, to consult with the 
State agency in carrying out the plan, and 

3. Set forth a survey of need for the prevention and treat­
ment of alcohol abuse and alcoholism, including a survey 
of the facilities needed to provide services for alcohol 
abuse and alcoholism and a plan for the distribution of 
such facilities and programs throughout the State. 

These criteria will be treated in the following section. 
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THE STUDY 

1. ADMINISTRATIVE ORGANIZATION 

A. SINGLE STATE AGENCY 

In compliance with this provision, Governor Curtis, on 

October 5, 1971, addressed a letter to the Honorable Elliot C. 

Richardson, Secretary of the Department of Health, Education and 

Welfare, designating Maine's single agency. In this letter he noted 

his awareness that the Hughes Act authorizes additional Federal 

assistance through the direct formula grant mechanism to states 

wishing to participate who establish their eligibility by submitting 

a comprehensive State plan for carrying out the purposes of the Act. 

Governor Curtis went on in his letter to say: 

We in Maine wish to participate in this program, with the 
Department of Health and Welfare designated by me as the 
official alcoholism agency; subsequently a State plan will 
be submitted to the new Institute of Alcohol Abuse and 
Alcoholism, subject to the provisions of P.L. 91-616, once 
final guidelines for writing such a plan have been furnished. 

In subsequent correspondence, this time with~r. Morris E. 

Chafetz, Governor Curtis again reiterated his designation of the 

Health and Welfare Department as the responsible agency. In this 

December 15 letter he reviewed his October correspondence with 

Secretary Richardson and added a further explanation: 

Maine still desires to participate in the program, and my 
earlier designation of our Department of Health and Welfare 
as the official State Alcoholism Agency to administer the 
plan still holds. 

As you have previously been informed ••• our current alcoholism 
program is specifically administered by a Division of Alco­
holism Services, located within the Bureau of Rehabilitation, 
one of five bureaus which combine to make up our Department 
of Health and Welfare. 
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The single state agency designated for the administration 

of the plan, therefore, is: 

1. Department of Health and Welfare 
state House 
Augusta, Maine 04330 

Commissioner: Dean Fisher, M.D. 

Director, Bureau of Rehabilitation: C. Owen Pollard 

2. Director, Division of Alcoholism Services: Max P. Good 

3. (See organization charts on following pages.) 

4. Functions of the Designated Agencies 

A. Alcoholism Services as a Component of the Health and 
Welfare Department 

From its inception in 1953, alcoholism services was a com-

ponent part of the Department's Bureau of Health until 1969, 

when the 104th Legislature created a new service structure within 

the Department which became designated as the Bureau of Rehabili-

tation. 

This legislative restructuring of the Department was a direct 

outcome of a recommendation made during the course of a two-and-

one-half year study (from February 1967 through June 1969) by the 

Maine Commission on Rehabilitation Needs, which gave first priority 

in its Statewide Plan for Comprehensive Rehabilitation Services 

to the "creation within the Department of Health and Welfare of a 

functional uni.t of Rehabilitation Services, which should be equal 

in administrative level and status with the other major adminis-

tra ti ve units wi thi n the Department". 
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The recormnendation stipulated further that "All functions of 

the Division of Vocational Rehabilitation ••• (should) be transferred 

from the Department of Education to the Department of Health and 

Welfare ••• " and that, as recormnended by Governor Curtis in his 

February 1969 special message to the legislature on "Human Re-

sources", that the new administrative structure for rehabilitation 

services should consist of that Division, together with "the 

Division of Eye Care and Special Services, the Division of Al-

coholism Services, and any other rehabilitation programs that 

* are developed". 

Subsequently the "Act Relating to Reorganization and Re-

vision of Public Rehabilitation Services", introduced in February 

1969 as LD-925, was enacted on April 30 of that year as the Re-

habilitation Act, as a new Part 7, titled "Public Rehabilitation 

Services", of Title 22 of the Revised Statutes. 

Thus, Chapter 713 under this new Part, gives as its first 

paragraph, ~ 3051, the short title, 'Rehabilitation Act", and 

continues in the next, 

* 

§ There shall be created within the Department of 
Health and Welfare a functional unit of rehabilitation 
services, which shall be equal in administrative level 
and status with the other major administrative units 
within the department. 

§ The Department of Health and Welfare is designated 
and established as the sole state agency to provide 
rehabilitation services, including but not limited to 
vocational rehabilitation services, and to provide 
evaluation and work adjustment services for purposes 

Final Report of Comprehensive Statewide Planning for Vocational 
Rehabilitation Services, Maine Cormnission on Rehabilitation Needs, 
Augusta, April 1969, pp. 242-243, p. 278; also, Special Message 
on Human Resources," to the 104th Legislature, Governor Kenneth 
M. Curtis, Augusta, February 4, 1969. 
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of the Federal Vocational Rehabilitation Act and Social 
Security Act, and acts amendatory thereof and additional 
thereto. The Commissioner of Health and Welfare shall make 
such rules and regulations as he finds necessary and appro­
priate for the administration of a program of rehabilitation 
services and shall organize such a program within the De­
partment of Health and Welfare in such a manner as shall be 
consistent with existing federal and state laws, rules and 
regula tions. 

This Rehabilitation Act, which consists of a number of other 

provisions, including the extension of eligibility for rehabili-

tation services to "disadvantaged individuals" and their families, 

as well as to the physically, mentally, and emotionally disabled 

and handicapped, represented the first comprehensive public re-

habilitation services law to be enacted in Maine. Its major 

purposes, as stated, were to "improve the administrative structure 

and coordination of these services through a single, functional 

unit, and also to create a legal framework within which the 

* liberalized federal provisions may be fully implemented". 

As a consequence of this legislation, the Maine Department 

of Health and Welfare is currently structured as shown on the 

previous organization chart. It is comprised of five Bureaus: 

Administration 

Rehabilitation 

Health 

Social Welfare 

Medical Care 

In addition to these, and also directly accountable to the 

Commissioner, are Comprehensive Health Planning Services and Public 

Information and Education Services. 

* Jili., p. 278 
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tation services to "disadvantaged individuals" and their families, 

as well as to the physically, mentally, and emotionally disabled 

and handicapped, represented the first comprehensive public re-

habilitation services law to be enacted in Maine. Its major 

purposes, as stated, were to "improve the administrative structure 

and coordination of these services through a single, functional 

unit, and also to create a legal framework within which the 

* liberalized federal provisions may be fully implemented". 

As a consequence of this legislation, the Maine Department 

of Health and Welfare is currently structured as shown on the 

previous organization chart. It is comprised of five Bureaus: 

Administration 

Rehabilitation 

Health 

Social Welfare 

Medical Care 

In addition to these, and also directly accountable to the 

Commissioner, are Comprehensive Health Planning Services and Public 

Information and Education Services. 

* Jili., p. 278 
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Components of the Bureau of Administration are Accounts and 

Audit, Office Services, Personnel and Field Services, Research and 

Vital Records, Data Processing, and Internal Audit Services. 

Within the Bureau of Social Welfare are the Divisions of 

Adult and Financial Services, Child and Family Services, Community 

Services, Welfare Resources, and Staff Development. 

The Bureau of Medical Care is responsible for Emergency Medical 

Services, Medical Assistance, Hospital Services, and Health Facili­

ties Construction. 

The Bureau of Health includes Public Health Nursing, Child 

Health, Communicable Disease Control, Cancer Control, Dental Health, 

Sanitary Engineering, and the Public Health Laboratory. 

The Bureau of Rehabilitation, as shown on the preceding chart, 

is structured basically in terms of direct field services which are 

coordinated and supervised by four regional directors. 

These direct client services, in turn, receive the guidance 

and support of a team of program specialists and administrative 

personnel whose function is to provide leadership and coordination 

for each of the generic areas with which the Bureau is concerned. 

Thus, special disability problems arising from visual im­

pairments, physical handicaps, alcoholism, and other dysfunctions 

are handled with the assistance of these highly technical consul­

tants--the program directors, among others--who generally, because 

of the compound nature of cl1.Ants' problems, function in the same 

fashion as do the regional workers. 
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These technical directors of the general Vocational Rehabili­

tation Division; Eye Care and Special Services Division; and 

Alcoholism Services Division; along with the director of the 

Bureau; his deputy; budget coordinator; the facilities consultant; 

small business enterprises consultant; the director of the Dis­

ability Determination Unit and his staff of disability claims ex-

aminers; staff training and development program; social services 

program and the research, evaluation and planning program, are now 

housed together in a central office at 32 Winthrop Street, Augusta, 

where the central office of the Vocational Rehabilitation Division 

was once located by itself. 

As can be seen from the Bureau's organization chart, each 

region has a professional team made up of one or more of the 

following, depending on the population size of the region, its 

geographic location in the State, and other demographic and ad-

ministrative considerations: 

General vocational rehabilitation counselor 

Counselor for the blind and visually handicapped adult 

Visually handicapped child counselor 

Work Education, Training, and Rehabilitation specialist 

Alcoholism rehabilitation counselor 

Social Worker. 

In addition, a medical services supervisor for the blind and 

visually handicapped serves all regions, and two specialists in 

adult education for the blind, as well as two mobility instructors 

for the blind, serve more than one region in accordance with their 

geographic assignments. 
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It will be evident that the purpose of this regionalized 

service structure is to pool the talents of these specialized 

personnel in whatever way, or combination of ways, the particular 

needs of each individual client may dictate. 

Since in many instances this rehabilitation team shares the 

same building space as the regional Health and Welfare District 

personnel, including those assigned to certain divisions of the 

Bureau of Health, such as the public health nurses, and personnel 

in the Bureau of Social Welfare; such as the community services workers, 

intake workers, social workers, assistance payment workers, and 

othem, the combination of services that can be offered, and their 

effective integration, has been greatly enhanced. Not only do the 

social service and rehabilitation workers have the benefits that this 

close physical proximity provides, but so also, and perhaps even more 

importantly, do the people in the community who come to these field 

offices for help. 

B. Service Functions of the Designated Agency 

Maine'S program of services for the alcoholic came about originally 

as the result of a comprehensive study done by the Liquor Research 

Committee which had been appointed by the Governor of the State in 

1949. This commission's report led to the establishment of a Division 

of Alcoholism Services assigned to the Department of Health and Wel­

fare through enactment of Chapter 270, Public Laws of 1953. In 

August of that year, the new division launched a program aimed at 

bringing about the reduction of alcohol abuse and alcoholism in the 

State as mandated in the legislative enactment. 
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* Among the objectives of the program have been these: 

1. To secure general acceptance of the concept that alcoholism 

is an illness of such proportions that it reaches families or friends 

of almost everyone of us. 

2. To demonstrate that the alcoholic is a sick person who is 

worth helping, and can be helped by understanding and treatment. 

3. To stimulate and help develop adequate services within 

the community for treating the alcoholic, using the facilities of gen-

eral hospitals and other community resources to aid in rehabilitation. 

4. Prevention through education, bringing to youth factual 

information about alcohol which will help them make wise decisions con-

cerning the use of alcoholic beverages. (Ours is a culture in which 

there are many users of alcohol at the adult level, who do so within 

acceptable social and legal limits.) 

The Division functions primarily through its five Alcoholism 

Counseling Centers: 

* 

Augusta: 
32 Winthrop street 
Phone - Augusta 289-3706 
By Appointment Only 

Bangor: 
117 Broadway 
Phone - Bangor 942-6301 
Monday thru Friday 9:00 am - 5:00 pm 
Thursday Night By Appointment 

Lewiston: 
179 Lisbon Street 
Phone - Lewiston 783-9154 
Monday thru Friday 9:00 am - 5:00 pm 
Thursday Night By Appointment 

The Alcoholic Can Get Help In Maine, pamphlet currently available 
from the Division of Alcoholism Services, Augusta, or at regional 
Alcoholism Counseling Centers. 
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Portland: 
509 Forest Avenue 
Phone - Portland 774-4581 
Monday thm Friday 9:00 am - 5 :00 pm 
Monday Night - By Appointment 

Waterville: 
Kennebec Mental Health Center 
North Street, Waterville, 
Phone - Waterville 872-8011 
Monday thru Friday 9:00 am - 5:00 pm 
Thursday Night - By Appointment 

These centers offer essentially: 

--Information and counseling for persons with alcohol 
problems and their families, 

--Treatment and rehabilitation recommendations and 
a rra ng ement s , 

--Information services for the general public and 
special interest groups on the nature and 
extent of alcoholism and alcohol abuse. 

All counseling interviews are held in strict confidence 

and are furnished without charge. Each client is accepted 

as a person with a problem who needs help. This problem is 

approached with objective understanding by the counselor. 

Where indicated, the patient is referred to a consultant phy-

sician for emergency treatment and/or a complete medical evruuation 

to determine total health in terms of organic and emotional function. 

After the results of the medical or psychiatric examination are known, 

the case is evaluated by the physician and counselor and a course of 

treatment is prescribed. 

Treatment modalities consist,. among others, of emergency services, 

hospitalization when indicated; both inpatient and outpatient services, 

including medical or psychiatric treatment, drug or vitamin therapy, 

group ther&py, individual counseling, pastoral guidance, residence 
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in a halfway house or comparable facility, affiliation with the 

fellowship of Alcoholics Anonymous--any or all of these may be used 

in some combination to meet the needs of the particular individual. 

Each plan of help, therefore, including follow-up treatment, 

vocational assistance, supportive family services, legal advice and 

assistance, and all the other forms of assistance necessary to help 

the individual come to terms with his particular life circumstan~es at 

this particular point in time, must of necessity be flexible and com­

prehensive. This involves calling upon many other community care­

givers, public and private service representatives and authorities, 

and persons significant in the life of the individual client for their 

aid and support. In this sense, the Alcoholism Service Counselor 

is as much a coordinator of services, in his role of client advocate, 

as he is a direct provider of service. 

In his educational role he brings factual information about 

alcoholism to schools and interested groups by giving talks, showing 

films, distributing literature, arranging for workshops and 

seminars, partidpating in conferences, and generally serving as 

spokesman, and frequently as omsbundsman, for his clients and within 

the community at large. 

Consequently the five office counselors and two court counselors 

employed by the Division have established regular working relationships 

with the staffs at the community hospitals, state hospitals, communi~ 

mental health centers, halfway houses and other intermediate care 

facilities, other Bureaus of the Department of Health and Welfare, 

as well as local welfare offices, sheriff's offices, courts, jails and 

State correctional centers, community action programs, schools and 
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colleges, business andindustry,ap well as direct pal'ticip.il.tion in 

a number of .. related ac~ivities su,ch as Project EXIT~ ASAP, AA~ Al­

Ano,p and Al-Teen, and,many more besides. 

One concern to whiQh the :Qivision has been giving incr~asing 

attention is that of the '!Low visibility" problem drinker. Efforts 
, "," " 

are being made toreacr out and contact hiJTl ,or her and to oi.'f~r help 

before ~hei,r deterio!:,ating drinking behaviQr brings them to public 

notic,e. .A!=l,cl;i.t;i.onalef;t;ort :i,s.b~~ng IT)a,d~\ t,Q. d~ye;Lqpl)lle~Su.re;s t}lat 

t-fil;L help pr,ev~rt). the deteJ:;iqx~;t~rgsoc;ial drink.er trom c!l-ccee<iing to 

the rankso:t; the ~'alcol}olic group". , 

Thi,swilJ,.: requ,ire,.a g:rE1ate!'.Jn"'!i~:;r:tm~rt.~l1. inforrnatiop aocl.. pre-
_. .' " 

," alcoho,~,.abuse:rs. .S?mE? speci~~chi~h priorit;ygroups c!l-reyollr,l~;_ 

peop+e,.,pub;Li,c and P1:'iyate •.. elTlploxe~p, y,e99n~ or third-tirw:,8~~~t­

connected intoxication offenders, drinking drivers, and others, 
, _ ", .'; ~ .. / ,-:" c.' _.~ 

Special ~lTlPhiisis is alsQ bEfing g~ven to petter mobilization of 
_' , " " l ., .' " 

existing community re~o~~ce~, particularly with regard to closer 
. , 

communication and coordin~t~c;m' a¢.bilgagen9iep .and othr personnel 

who have responsibility toward, ,the probl~lTls created by alcohol abuse 
, :, ~',:. ' , !! " 

and alcoholism. 

5. Evidence of Authori tY<.",; 

The authority cededtbtheD~PartmentofHealth and Welfare has 

been described in the acco1,l,ntofGoverric:irCu~hs' designation of this 
I . . ~ , . ( ,. :, '. . .' ,,: ; ~ ' .. .'!: ,'. ' • ~., I ' .. " : ,', . ",: ; :: ! 

agency in his correspondence w~yl1, :~he r~qpqn~iRle Federal officials. 

Further evidence of this 'D~PartmentY~st,~tuatory authority is to 

be found in Chapter 270 o~the:PUbtic L~ws c:iiMaine, and specifically 

',;1 il' . 
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in Section I, Chapter 22 of the revised statutes pertaining to Health 

and Welfare services. These were amended by the S~te Legislature in 

1953 by adding a new section to this part, numbered 73-A, entitled, 

"An Act to Repeal the Li.quor Research Commission Law" (which had 

been enacted in May 1949 and funded during a subsequent legislative 

session in May 1951) and "Provide that the Department of Health and 

Welfare Assume Certain Responsibilities Relating to Alcoholism". 

One of the provisions of this legislation giving the Department 

of Health and Welfare authority for alcoholism services in the State 

was the creation of a seven-member advisory committee, to be appointed 

by the Governor "to advise and consult with the Department of Health 

and Welfare in carrying out the provisions (of this Act)". 

Though its membership, like that of any such group, has continually 

changed, this committee still serves in an advisory capacity to the 

Commissioner and the Division of Alcoholism Services. Persons currently 

serving on it are: 

Senator Gerard P. Conley, Chairman 
182 Clark Street, Portland 

Donald DeCosta, M.D. 
871 Court Street, Auburn 

John Thurlow, D.O. 
179 Maine Street, Waterville 

Father John Feeney 
St. Mary's Rectory 
30 Cedar Street, Bangor 

Rev. Robert Howes 
North Street, Kennebunkport 

Mr. Eaton Tarbell 
198 Broadway, Bangor 

Mrs. Edmund Socec 
Winthrop Road, Augusta 

B. SUPERVISED AGENCIES 

With regard to administration of the State plan, there are no 

supervised agencies. 
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C. ADVISORY COUNCIL 

In January 1972, at the request of Governor Curtis, 

Special Assistant Allen G. Pease invited public officials and 

private citizens throughout the State to submit names of persons 

who might be considered by the Governor to serve on a Statewide 

Advisory Council. Names were forwarded by the Department of 

Health and Welfare, Mental Health and Corrections, and a number of 

other sources. From the more than 175 nominees proposed, the 

Governor has selected 31 persons whom he has asked to serve. His 

intent is to confirm these appointments in the immediate future, with 

the chairman to be named by him at the time of the formal announce-

mente The Executive Order will also indicate that additional 

nominations will be entertained. 

In his letter of invitation to the prospective Council members, 

the Governor outlined the following responsibilities and expecta-

tions~ 

" The Council will be constituted to allow representation by a 
broad range of agencies and individuals in order that the interests 
of these agencies, individuals and groups will be a colleotive and 
strong advocate in assuring a comprehensive broad-based approach 
to the social, economic and medical problems of alcohol abuse and 
alcoholism. It will have the ~sponsibility for advising the offi­
cial agency, recommending and evaluating the effectiveness of the 
State Agency's Plan for combating alcoholism and the implementa­
tion of the plan, the responsibility for reviewing certain special 
project grant applications as they relate to the State plan and 
particularly as they relate to the provisions of the Alcoholism 
and Alcohol Abuse Act. It will be an ongoing committee and I 
shall recommend that each member agree to hold office for a term 
of either one, two, or three years, except that any member appointed 
to fill a vacancy prior to the expiration of the term for which 
his predecessor, shall serve out the remainder of that term. The 
Council will be called to meet as frequently as the Chairman 
considers necessary. In view of the nature and importance of a 
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number of issues that must come before this group now and in 
the next few months, it may be necessary to meet monthly. It 
would be expected that as time goes on, meetings could be less 
frequent. Members of the Council will be entitled to receive 
actual and necessary travel expenses incidental to attendance 
at Council meetings." 

As of this writing no by-laws have been officially structured 

for the Council, since it is the Governor's intent that these be 

formulated by the Council members themselves, consistent with his 

charge and the P.L. 91-616 guidelines, as a first order of business. 

As soon as the final appointments are confirmed, the designated 

agency will notify NIAAA and regional officials. This membership 

roster will include each membe~s tenure dates, place of residence, 
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EXECUTIVE ORDER 

OFFICE OF 
THE GOVERNOR May 15, 1972 

State Advisory Council on Alcohol Abuse and Alcoholism 

WHEREAS, it is vital to the well-being of Maine citizens to have a wide range of 
diversified services and facilities provided to alcohol abusers and 
alcoholics; and 

WHEREAS, comprehensive planning of needed alcoholism services and 
facilities must be accomplished in order to provide for more 
effective and efficient use of existing human and fiscal resources at 
all levels; and 

WHEREAS, Public Law 91-616, The Comprehensive Alcohol Abuse and 
Alcoholism Prevention, Treatment and Rehabilitation Act of 1970, 
makes a formula grant available to the State of Maine to provide 
assistance for state and local alcoholism programs; and 

WHEREAS, this formula grant is to be used for the implementation of a 
comprehensive plan for the delivery of alcoholism services under 
the purview of an Advisory Council; 

NOW, THEREFORE, I, Kenneth M. Curtis, Governor of the State of Maine, 
create The Advisory Council on Alcohol Abuse and Alcoholism. 

PURPOSE OF THE COUNCIL 

To advise the official alcoholism agency in developing, 
implementing and evaluating the State Plan to combat alcohol 
abuse and alcoholism and to review grant applications as they re­
late to the provisions of the Comprehensive Alcohol Abuse and 
Alcoholism Prevention, Treatment and Rehabilitation Act of 1970. 

MEMBERSHIP 

The Advisory Council shall include representatives of non­
governmental organizations or groups, and of public agencies and 
individuals concerned with the prevention and treatment of alcohol 
abuse and alcoholism, to assure a comprehensive broad based 
approach to the social, economic and medical problems of alcohol 
abuse and alcoholism. 

This is a continuing Council consisting of 31 members, who will 
serve one, two and three year term appointments by the Governor, 
with the Chairman to be designated by the Governor. Additional 
members can be appointed if needed. A member is eligible for one 
reappointment. 
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DUTIES 

A. To advise the Governor and to provide information to the 
Legislature concerning the effectiveness of programs serving 
alcohol abusers and alcoholics. 

B. To assist in the coordination of all State government efforts 
dealing with the problems of alcohol abuse and alcoholism. 

c. To assist Maine communities to mobilize their resources to 
combat alcoholism. 

D. To review on-going governmental programs serving alcoholics, 
such as: 

Vocational Rehabilitation 
Public Assistance 
Social Services 
Medical Assistance 
Mental Health 
Comprehensive Health Planning 

E. To participate in an on-going review of the State Plan, 
including the implementation of new and innovative programs 
to fill gaps in existing services. 

ORGANIZATION 

A. The Division of Alcoholism Services, Bureau of Rehabilitation, 
Department of Health and Welfare, is designated as the State 
Agency responsible for the administration of the State Plan for 
alcohol abusers and alcoholics. The Director, Division of Alcoholism 
Services, shall serve as the Executive Secretary of the Advisory 
Council. 

B. Minutes of all Advisory Council meetings will be maintained, 
and copies will be provided to the Governor. 

C. The Advisory Council shall meet as frequently as is necessary 
to fulfill the responsibilities outlined. 

D. Insofar as possible the Comprehensive State Plan for alcohol 
abuse and alcoholism should conform to the planning regions 
as set forth in Executive Order No.6 of January 26, 1972. 

POWERS AND PROCEDURES 

The Advisory Council will have the necessary authority to carry out 
the purpose of the Order and to hold public meetings if deemed 
necessary. State departments and their employees are directed to 
cooperate fully in carrying out the purpose of this Council. 
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COMPENSA nON 

For their services, members of the Council shall be compensated for 
meals, lodging and travel incurred in the performance of their duties. 
This expense will be borne by the Division of Alcoholism Services 
through the mechanisms set up for that purpose by The Compre­
hensive Alcohol Abuse and Alcoholism Prevention, Treatment and 
Rehabilitation Act of 1970. 

Kenneth M. Curtis 
Governor 

28-E 

COMPENSA nON 

For their services, members of the Council shall be compensated for 
meals, lodging and travel incurred in the performance of their duties. 
This expense will be borne by the Division of Alcoholism Services 
through the mechanisms set up for that purpose by The Compre­
hensive Alcohol Abuse and Alcoholism Prevention, Treatment and 
Rehabilitation Act of 1970. 

Kenneth M. Curtis 
Governor 

28-E 



NOTE: These By-laws were adopted by unanimous vote of the members 
of the Council present at the October 31, 1972 meeting at Portland. 

STATE ADVISORY COUNCIL ON ALCOHOL ABUSE AND ALCOHOUSM 

BY-LAWS 

ARTICLE I: NAME 

The name of this Council shall be the State Advisory Council on Alcohol Abuse 

and Alcoholism, hereinafter referred to as the Council, and established in accordance with 

the provisions of Section 303 (a) (3) of the Comprehensive Alcohol Abuse and Alcoholism 

Prevention, Treatment and Rehabilitation Act of 1970, (P.L. 91-616) commonly known as 

the Hughes Act. 

ARTICLED: PURPOSES 

The purposes of this Council are: 

I. To advise the official alcoholism agency in developing, 

implementing and evaluating the State Plan; 

2. To combat alcohol abuse and alcoholism; 

3. To review grant applications as they relate to the 

provisions of the Comprehensive Alcohol Abuse and 

Alcoholism Prevention, Treatment and Rehabilitation 

Act of 1970. 

ARTICLEDI: DUTIES 

The duties of the Council are: 

1. To advise the Governor and to provide information to the Legislature 

concerning the effectiveness of programs serving alcohol abusers and 

alcoholics; 

2. To assist in the coordination of all State government efforts dealing with the 

problems of alcohol abuse and alcoholism; 

3. To assist Maine communities in mobilizing their resources to combat 

alcoholism and alcohol abuse; 
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4. To review on-going governmental programs serving alcoholics, such as 

(but not limited to): 

Vocational Rehabilitation 

Public Assistance 

Social Services 

Medical Assistance 

Mental Health 

Comprehensive Health Planning 

5. To participate in an on-going review of the State Alcoholism Plan, including 

implementation of new and innovative programs to fill gaps in existing 

services; 

6. To review grant and project applications for alcoholism and alcohol abuse 

programs, and recommend priorities for approval and funding to the 

designated State Agency. 

ARTICLE IV: ORGANIZATION 

1. The Division of Alcoholism Services, Bureau of Rehabilitation, Department 

of Health and Welfare, is designated as the State Agency responsible for the 

administration of the State Plan for alcohol abuse and alcoholism. The 

Director, Division of Alcoholism Services, shall serve as the Executive Secre­

tary of the Advisory Council, and as a non-voting ex-officio member of the ~ 

Executive Committee. 

2. Minutes of all Advisory Council meetings will be maintained and copies 

will be provided to the Governor and to all members of the Council. 

3. The Advisory Council shall meet as frequently as is necessary to fulfill the 

responsibilities outlined, but not less than quarterly. 

4. The Chairman of the Advisory Council shall be designated annually by the 

Governor. 

S. The planning staff within the Bureau of Rehabilitation will serve as 

principal staff support for the Council. 
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ARTICLE V: POWERS AND PROCEDURES 

The Advisory Council will have the necessary authority to carry out the purpose of 

the Order from the Governor dated May 15, 1972, and to hold public meetings if deemed 

necessary. 

ARTICLE VI: MEMBERSHIP 

The Advisory Council shall include representatives of non-governmental organizations 

or groups, and of public agencies and individuals concerned with the prevention and treatment 

of alcohol abuse and alcoholism, to assure a comprehensive broad based approach to the 

social, economic and health problems of alcohol abuse and alcoholism. 

ARTICLE VII: MEETINGS 

The Council shall meet as often as necessary, as determined by the Chairman, or at 

the request of any five (5) members, and at least quarterly. Notice of regular and special 

meetings of the Council shall be mailed at least ten (10) days in advance. 

Each member of the Council shall have one vote. 

A quorum of the Council shall consist of one-third of the voting members. A 

quorum shall be required for the affirmative transaction of any Council business. 

The annual meeting for the election of officers of the Council shall be held in 

October of each year beginning in 1973. 

ARTICLE VIII: OFFICERS 

There shall be a Chairman and a Vice-Chairman. 

The Chairman shall serve at the pleasure of the Governor, and shall conduct 

meetings of the Council and the Executive Committee in accordance with these by-laws. He 

shall select standing committee members, other than the Nominating Committee, and appoint 

such ad hoc committees and task forces as are deemed necessary. The Chairman shall serve 

as official spokesman for the Council and prepare agendas for Council business meetings. 
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The Vice-Chairman shall be nominated annually and elected by a majority vote of 

the Council. The Vice-Chairman shall assume responsibilities of the Chairman in his 

absence. 

The immediate past Chairman shall be an officer of the Council and serve on the 

Executive Committee. 

ARTICLE IX: COMMITTEES 

The Council may establish such standing committees as it deems necessary or 

desirable to carry out its responsibilities. 

The standing committ~es of the Council shall be: 

1. Nominating Committee: This committee, consisting of a minimum of 

five (5) members, shall be elected annually by the Council at large 

during the first meeting following the annual meeting. The nominating 

committee shall elect a chairman from the five (5) members. The com-

mittee shall present a slate of candidates for consideration by the mem­

bership at the annual meeting, and at least two persons shall be presented 

as candidates for each position, to include the Vice-Chairman of the 

Council, the Chairman of the Review Committee and the Chairman of 

the Legislative Committee. 

2. Executive Committee: This committee shall consist of a minimum 

of seven (7) members, to include the Council Chairman, Vice-

Chairman and immediate past Chairman, Review Committee Chairman, 

the Legislative Committee Chairman and two at-large members of the 

Council to be nominated by the Nominating Committee and elected by 

the Council. The Executive Secretary shall serve as an ex-officio member. 

The committee shall meet at the request of the Council Chairman to 

develop recommendations for the Council concerning policy formulation 

and interpretation. 

3. Review Committee: This committee shall consist of a minimum of 

five (5) members. The committee members other than the Chairman, 

shall be selected by the Council Chairman, subject to final approval by 

the Council at large. The committee shall meet at least quarterly to 
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review applications for Federal funds under P. L. 91-616. The committee 

shall make recommendations for priorities of project and grant applications 

based upon the comprehensive state plan, subject to consideration and 

approval by the Council. 

4. Legislative Committee: This committee shall consist of a minimum 

of three members. The committee members, other than the Chairman, 

shall be selected by the Council Chairman, subject to fmal approval by 

the Council at large. This committee shall review both current and 

pending Federal and State legislation in terms of the effect that the 

legislatipn may have on programs dealing with alcohol abuse and 

alcoholism. The committee shall be responsible for making recom­

mendations to the Council regarding new legislation as well as proposed 

changes in existing legislation. 

ARTICLE X: AMENDMENTS 

These by-laws may be amended by two-thirds vote of the Council present, 

provided that the proposed amendment shall have been presented in writing to 

each Council member at least ten (10) days prior to an official meeting. 

ARTICLE XI EFFECTIVE DATE OF BY-LAWS 

These by-laws shall take effect immediately upon approval by two-thirds vote of the 

Council at an official meeting. 
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alcoholism. The committee shall be responsible for making recom­

mendations to the Council regarding new legislation as well as proposed 

changes in existing legislation. 

ARTICLE X: AMENDMENTS 

These by-laws may be amended by two-thirds vote of the Council present, 

provided that the proposed amendment shall have been presented in writing to 

each Council member at least ten (10) days prior to an official meeting. 

ARTICLE XI EFFECTIVE DATE OF BY-LAWS 

These by-laws shall take effect immediately upon approval by two-thirds vote of the 

Council at an official meeting. 
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II. STA TE SURVEY 

Overview 

Nostalgia for the country life and particularly for the family 

homestead with its real or imagined promise of economic and social 

independence has been a real and living part of our American cultural 

inheritance, and within this idealized frame, Maine has held a special 

place. In the hearts and minds of large numbers of rural romantics, 

Maine for a long time has come to symbolize a kind of haven of rest, 

a refuge from the unpleasant and unhealthful living conditions that 

have come to typify rapidly encroaching urban sprawl. 

The penonmenon of rural idealism however, antedates this more 

recent one. For generations Maine'S idealized image has been that of 

a place where one can touch base with the fundamentals of life, where 

the air and water are abundant and still relatively clean and one can 

even have a plot of land to "farm". Equally important, the growing 

threat of social breakdown, in thelarge cities, as illustrated by a 

power failure in New York, for example, seems very remote. 

Sociologists have cited a number of reasons for our continuing 

rural romanticism. Among them, for example, is the fact that three 

of every four Americans are second generation rural. In Maine and the 

states immediately neighboring it, the percentage is of course 

higher. 

I.population Changes 

The reason for pointing to this phenomenon is that it contains 

an important paradox. Instead of attracting a flood of refugees from 
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the congested, stressful urban areas, Maine has in fact experienced 

a net outmigration for ~least the past two decades. For the 1950-60 

decade it was 67,000 persons. During the next decade, 1960-70, this 

exodus of principally young people for the most part, many of them 

from low income families, increased to over 70,000. In this regard 

it is worth noting that during the 1960-70 decade, Maine was the only 

state in New England that experienced a ~ loss in population due to 

migration out of state. Not that this net loss due to outmigration 

means that the total state population is lower. What it does mean, 

though, is that a great many more people moved out than moved in during 

the period. 

Similarly, in the last decade Maine was by far the slowest growing 

state in New England in terms of population and one of the seven slowest 

growing states in the nation. During the time the population increased 

only 2.5%, substantially less than the increases of the previous two 

decades. In other words, the rate of Maine's population growth has 

declined from decade to decade. 

More specifically, whereas the population of New England in-

creased by 12.7% from 1960 to 1970, from 10,510,106 to 11,847,186 

or 1,337,080 men, women and children, the population gain for the 

State of Maine during that 10 year period was 969,265 in 1960 to 

* 993,663 in 1970, or only 24,398. 

This slow rate of growth and sparsity of population is particu-

larly significant when one considers that Maine is not only the largest 

* After the U.S. Census Bureau had compiled its data and published 
several statistical documents based on its 1970 population count 
for Maine, it was discovered that an additional 1,615 servicemen 
stationed at Loring Air Force Base in Limestone had not been in­
cluded. 
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of the New England states but that its 33,215 square miles encompasses 

an area almost as large as all the other five states put together. 

When flying over it in a plane, one has an overwhelming impression of 

a vast tract of timberland and is not surprised to learn that these 

17 million acres of forest cover more than 87% of the total land area, 

and that another 10% of the total area is water. 

Rural and Urban 

The 1970 census defines as urban, any area of more than 2,500. 

By this index, the proportion of people living in the urban areas of 

Maine decreased from 51.3% in 1960 to 50.9% in 1970, while the rural 

population increased from 48.7% to 49.1%. Of Maine's 22 cities, one 

experienced growth, 10 remained stable, and 11 declined. Of the 16 

county seats, two saw more than 5% growth, 7 were stable, and 7 de­

clined. 

This, however, is not so much an indication that there has been 

an outmovement of residents from the cities to the country. What it 

does reflect is a trend, common nationwide, for people to move out 

of central cities to nearby "bedroom communities". Portland, for 

instance, has experienced a decrease in population during the 1960's, 

whereas nearby towns such as Gorham, Scarborough, Cape Elizabeth, 

Falmouth, Yarmouth, and Freeport have all had population increases. 

Two other examples of bedroom community growth are Manchester, near 

Augusta, which increased its population by 24.6%, and Eddington, near 

Bangor, 41. 8%. 

It should be noted that demographically, the distinct~on made 

by the Census Bureau between rural and urban is quite arbitrary. 
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There are those who consider all of Maine as "rural". The Univer-

sity of Maine at Orono uses that broad definition, but makes exceptions 

for Portland and Lewiston-Auburn, both of which are Standard Metro­

politan Statistical Areas, while giving due recognition to the Census 

Bureau's 'urbanized area" category of towns and places of 10,000 or more, 

of which there are 17, including the two mentioned above, in the State. 

An example of the arbitrariness of the 2,500 definition is that 

of Dover-Foxcroft, which in 1950 was classified as "urban" by the 

Census Bureau, but after losing a score or more of people during the 

decade, was given a "rural" classification in 1960. 

A more significant trend, and one that will be dealt with in the 

following section, is the shift in population from north to south, a 

trend which has also been characteristic for all of New England. 

This shift represents a dispersal from areas of low economic oppor­

tunity to those where the income potential is more favorable. 

Age-Sex Ratios 

Important changes in the age distribution of Maine's population 

are evident in the census data. The median age of Maine people 

dropped from 29.3 years in 1960 to at least 28.8 years in 1970. 

But there were many other changes in age groups that have more apparant 

significance. 

One was a significant drop in the number of children under 5 

years, over 24,000 or 22%. Elementary age children increased about 

9,000, but almost all of the increase was in the 10-14 age group. 
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Another one of the major changes was in the high school and 

college age group, with an increase of over 25~ or 35,000 in the 

years 15-24. 

The younger work force (25-44) decreased 16,000 while the older 

work force (45-64) increased about 9,000. 

Retirement age groups (65 and over) increased about 8,000, all 

women, as there were fewer men over 65 in 1970 than in 1960. 

The number of males per 100 females in Maine in 1970 was about 

the same as that for the country as a whole, but it had decreased from 

97.7 in 1960 to 94.8 in 1970. The ratio remains above 100 only 

through the 15-19 age group. From 20-24 and in each succeeding group 

there are increasingly more females than males. 

As noted above, however, these census data are based on the original 

992,048 count. If allowance were to be made for the "found" group of 

males at Loring Air Force Base, this would substantially increase the 

number of males in the 20-30 age group. Even when this adjustment is 

included, we find that of Maine's total increase of 24,400 persons, 

only about 6,600 were males compared with over 19~000 females. 

Dependency Ratios 

Dependency ratio is generally considered to be that proportion 

of the population under 15 years of age and over 65, relative to the 

number in the 15-64 group. In Maine the number of dependents per 

1000 working age group increased from 1950 to 1960 from 612 to 725, 

and then decreased to 677 in 1970. 

The component "over 65" increased in both decades, from 165 

(compared with 125 for the U.S.) in 1950 to 194 (compared with the 
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nation's 160) in 1970. The 0-14 component increased from 447 in 1950 

to 536 in 1960, then decreased to 483 in 1970. This was still higher 

than the 454 ratio for New Enghnd and 463 for the nation. 

The burden this "under 14" component places upon the state's 

* ability to support an adequate public school system is obvious. 

Traditionally, in terms of dollars spent, rural areas have been 

worse off than urban areas. One reason has been that rural areas 

generally have more children to educate per adult than urban areas. 

Thus the amount of money available for education in rural areas is 

seriously restricted. Also, in most town or township school districts, 

the school board or school committee has no taxing or fund-raising 

power. School needs are voted upon by the people at town meeting. 

If the area is moderately well off, it has moderately well off schools. 

Being less well off in terms of economic base, rural areas, if they 

are to support schools at anything like an urban levE4 they must put 

in a much higher proportional amount of their financial resources. 

Since they cannot, there is much lower support in terms of dollars. 

Maine's state Board of Education has been assisting rural areas 

under an equal educational opportunitites provision, and legislation 

has recently been enacted that will continue to aid rural areas at a 

higher level of support. 

* On the elementary and secondary school level, there are 77 School 
Administrative Districts in Maine. In addition there are 36 school 
unions of towns, 24 cities and towns with individual supervision, 24 
school units under district superintendents and agents of the Commissioner 
of Education. According to the State Department of Education Directory 
for 1970-71, some 262,369 pupils were enrolled in M~ine's public schools. 
Of this number, 169,453 were in elementary schools, 28,182 in public 
junior high school, and h4,734 in public high schools. Enrollment in 
private junior and senior high schools totalled 7,918. 
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Population by Race 

The 1970 census counted 2,800 blacks and 2,195 Indians among 

the Maine population, along with 1,202 persons of other non-Caucasian 

ethnic groups such as Japanese, Chinese, Filipine, Hawaiian, and 

Korean. 

Concentrations of blacks are found in Cumberland County, 680; 

* Aroostook, 760; York, 459, ~nd Penobscot, 427. Highest concentra-

tions of Maine Indians are in Wa9hington County, where there are two 

* Does not include 1,615 persons at Loring Airforce Base and town 
of Limestone. 

Passamaquoddy reservations in the extreme eastern part of the State; 

Pleasant Point, a settlement of some 350 residents, not far from 

Eastport, and Indian Township, near Princeton and some 40 miles to the 

north, and in Penobscot Coun~y, where there is a reservation for Penob-

scots on Indian Island near Old Town. The census lists 630 Indians 

in Washington County and 538 in Penobscot County. (And 436 in 

Aroostook.) 

2. 00cioeconomlc Data 

Economically, Maine may be considered a hinterland standing at 

the edge of the region of th~ United States. This No~theast region 

has lagged behind the national average for over a decade. During the 

years 1967-1971, Massachussetts lost more than 110,000 manufacturing 

jobs. Farther away, New York and Pennsylv~nia have had similar exper-

iences reflecting their low competittveness in retaining andmodernizing 
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traditional industries such as textiles, leather products, and so 

on. Only the growth of service industries and their favorable, 

concentrated mixes of high-technology industries have kept the net 

downward shifts in employment in these states from being greater than 

they were. 

The farther one proceeds into the northeast region, the more is 

this the case, until one reaches Maine where investment in plant equip­

ment was one-third less than the national average for each production 

worker in the decade of the 1960's, and manufacturing wages in 1969 

were one-fourth less than the national average as a result. 

The Maine Turnpike, (Route 95), and the townships adjacent to 

it may be considered an axis or "corridor" that extends from Kittery 

to Bangor, connecting Maine to the rest of the nation by this trans­

portation link. Towns in this industrial urban belt have tended to 

gain population, partly due to the suburbanization movement, but 

chiefly because it is in this corridor, some 10 to 20 miles wide on 

both sides) of the Turnpike, that the largest share of Maine's economic 

productivity occurs. 

In 1970 this corridor area contained 65.4% of the State's popu­

lation, or almost two-thirds. Yet 76.3%, or more than three-quarters 

of all the production jobs created in ~ine in the growth period 1967-

1970 were in that "job belt". Moreover, of the jobs created in new 

plants as opposed to existing plant expansions, fully four out of 

every five were within the corridor area. 
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The "upland" area containing J-7. 7% of the population had only 

12.6% of the jobs created by growth, and only 5% of the new ones. And 

the "coastal" area, with 16.9'% of the people, had but 11.1% of all 

the jobs created. The net effect has been serious depopulation of 

Maine's more remote countieq during the decade of the 60's; Washington 

County, population down 9.3%; Aroostook, 11.)%; Piscataquis, 6.3%, 

and so on. 

Counties that showed the greatest population growth during the 

1960's were York, 12.2%; Franklin, 1~,8%; Lincoln, 11.0%; Hancock, 

6.8%; Androscoggin, 5.8%; and Cumberland, 5.4%. 

These popUlation shifts within the State, as well as the net loss 

due to outmigration, provide an idea of the limited nature of economic 

opportunity within the State. 

The following table indicates Maine's rank among the New England 

* states and the nation in terms of income and taxes: 

Uni ted States 

New England 

MAINE 

Popu­
lation 

Income Per 
Capita 

OOO's i# $ il 
203,185 3,921 

11,847 4,277 

994 ~ 3,257 6 

Households uncter 
$5 000 , 
% I 

28.4 

19·7 
28.1 5 

Households Tax Burden 
Over Per Capita 

$10.000 
% I ~. 110 ** 

35.1 1,059 

39.6 1,187 

28.7 6 865 6 

** . . # indicates rank amon~ the six New Eng~and states. 

A recent survey that addressed itself to Maine's incom~ gap 

during the decade of the 60's included the following summary of its 

findings. 

* Used by permission of the Allagash group, Bath, Maine, from A Maine 
Manifest, p. 6. 
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1. Maine's per capita income is the lowest in New England and 

36th in the nation. Not only has there been no significant progress 

during the past decade in closing the "income gap" between Maine and 

the other states; in terms of actual dollars, this income gap has 

substantially increased. 

2. Maine received a lower share of total New England personal 

income in 1970 than it did in 1960, continuing a declining trend that 

has existed for more than 20 years. Total personal income in Maine 

during the 1960's increased at a rate about 20% slower than the region 

and the nation. 

3. Current Production Income, which represents earnings by indi­

viduals, both employees and self-employed for their efforts in current 

production, increased about 20% slower in Maine during the 1960's than 

in New England and the nation, and slower than that of any other New 

England state. 

4. Maine trails substantially behind most New England states 

in growth in virtually every area of Current Production Income including 

manufacturing, trade, services, government, construction, finance and 

transportation. 

Maine's Department of Economic Development has pointed out that 

"The current, nationwide recession has caused serious problems for 

manufacturing industries in Maine as well as the rest of the nation •• 

Although the 1970 value of manufactured products in current dollars 

showed an increase over 1969, the adjusted value (to 1967 dollars) 
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production of goods decreased ••• " 
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"This decrease in Maine's manufacturing production is the first 

since 1961. Total employment in manufacturing has been decreasing in 

Maine since 1967 ••• The recession, however, has amplified this em­

ployment decrease; where 3,100 jobs were lost in '68 combined, over 

5,600 jobs were lost in 1970 alone." 

It has been already cited here that Mainds manufacturing plant 

and equipment expenditures were lower than those of the U.S., every 

year but one during the 1960's. (The reason Maine exceeded the U.S. 

expansion expenditure per worker in 1965 was the massive expenditure 

in that year for one large paper manufacturing facility in Jay, 

Maine.) "This means ••• in still other terms, that Maine manufacturing 

is labor-intensive; new capital equipment, with the resulting benefits, 

has been slow in coming to Maine. Thus the State's production capability 

is a smallerpercentage of the total U.S. capacity year by year." 

The Department of Economic Development cites three major factors 

effecting employment change: 

1. Introduction of successful new products (e.g., the computer 

and television in the 40's. 

2. PopUlation growth, resulting in increased demand of goods and 

services and eventually bringing about new jobs to fill this 

demand. 

3. The business cycle, determined by such factors as inflationary 

or recession periods, political happenings, and the aggregate 

mood of consumers to spend or to save. 

Between 1960 and 1970 total employment grew at substantially 

lower rates in both Maine and New England than in the U.S. It will be 

39 

"This decrease in Maine's manufacturing production is the first 

since 1961. Total employment in manufacturing has been decreasing in 

Maine since 1967 ••• The recession, however, has amplified this em­

ployment decrease; where 3,100 jobs were lost in '68 combined, over 

5,600 jobs were lost in 1970 alone." 

It has been already cited here that Mainds manufacturing plant 

and equipment expenditures were lower than those of the U.S., every 

year but one during the 1960's. (The reason Maine exceeded the U.S. 

expansion expenditure per worker in 1965 was the massive expenditure 

in that year for one large paper manufacturing facility in Jay, 

Maine.) "This means ••• in still other terms, that Maine manufacturing 

is labor-intensive; new capital equipment, with the resulting benefits, 

has been slow in coming to Maine. Thus the State's production capability 

is a smallerpercentage of the total U.S. capacity year by year." 

The Department of Economic Development cites three major factors 

effecting employment change: 

1. Introduction of successful new products (e.g., the computer 

and television in the 40's. 

2. PopUlation growth, resulting in increased demand of goods and 

services and eventually bringing about new jobs to fill this 

demand. 

3. The business cycle, determined by such factors as inflationary 

or recession periods, political happenings, and the aggregate 

mood of consumers to spend or to save. 

Between 1960 and 1970 total employment grew at substantially 

lower rates in both Maine and New England than in the U.S. It will be 

39 



seen from the following chart that employment growth rates in most 

non-manufacturing sectors are significantly higher than in the manu-

facturing sector. Service, government, and finance, insurance and 

real estate are among the fastest growing sources of employment in all 

three geographic areas. 

EMPLOYMENT GROWTH RATES, 

MAINE, NEW ENGLAND, AND UNITED STATES, 1960-1970 ** 
(percent per Year)* 

AREA Total Manufac- Trans- Trade Finance Service Govt. 
Employ- turing porta- R.E .• 
ment tion Ins. 

U.S. 2.67% 1.43% 1.18% 2.7~ 3.2% 4.59% 4.19;6 

N.E. 2.01 -.02 1.20 2.73 3.00 4.60 3.16 

Maine 1.79 .51 -.28 2.03 3.17 3.51 3.25 

* Compound growth rates computed from the average monthly employment 
for 1960-1970. 

**}~ine Pocket Data Book, 1971, Maine Department of Economic Develop­
ment, November 1971, Table I, Yellow pages. 
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3. Alcohol Abuse and Alcoholism and Related Social Problems 

Despite its high visibility for people who are in daily contact 

with it, such as law enforcement officers, court judges, social 

workers, alcoholism counselors, and so on, the extent of Maine's alcohol 

problem is difficult to assess because of the limited statistics 

available, the lack of any standardized system of reporting, and--

more commonly-- of any reporting system at all. 

Agencies and facilities that work directly with alcoholics and 

problem drinkers do, however, keep records and these are enlightening. 

But they tell only part of the story. The following chart, for 

example, is a tabulation of the numbers of clients in both referral 

and active status who were served by the five office counselors and 

two court counselors of the State Division of Alcoholism Services 

during the past biennium and the first 6 months of the current one. 

It includes also the number of client-related persons who were seen 

by these counselors, such as their spouses, employers, or friends; 

total number of interviews held during the two and one-half year 

period, and the outcome of both accepted and non-accepted cases. 

Similarly, after its first full year of operation, the Alcohol 

Rehabilitation Center in Bangor, which is a function of The Counseling 

Center, Eastern Maine's Comprehensive Mental Health Center, developed 

a statistical profile of the 210 resident patients it served during 

1971. The charts on the next three pages, used here by permission 

of the Counseling Center, summarize these data and contain the 

following dbservations: 
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STATE DIVISION OF ALCOHOLISM SERVICES 

Cases served in Fiscal 1969-70 and 1st half of 1971 

Fiscal 1969-70 * Total Non-Alcoholics Old Cases New Cases Complete . Partial No _Tchange-
Interviews Alcoholics Alcoholics Sobriety . Sobriety Left service 

or Died 

5 Regional 
Offices 8,988 1,931 1,102 310 282 424 706 

Court Counselor 
Bangor 872 250 150 82 93 70 69 
Court Counselor 
Portlarrl 1,680 498 123 133 102 77 77 
Totals Fiscal 
1969-70 11.540 2.679 1.375 525 477 571 222 

First Half -
1971 

5 Regional I 
Offices 4.107 821 1.130 189 263 396 660 
Court Counselor 
Bangor 430 129 139 31 68 51 51 
Court Counselor 
Portland 937 314 154 68 89 67 66 
Totals First 
Half 1971 5,474 1.264 1.423 288 420 514 :L7Z 

* Clients carried over from the previous year who were still in some stage of treatment, rehabilitation, or referral. 
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AI,COHOL REHABILITATIOU CEN~R 

Table 1 

Ad-.::dssion :)tatistics 

Total 210 

Age Group 
15-19 2J·~24 25-44 45-64 65+ -- -

He.lea 1 2 92 74 1 
Females 23 17 

T ,- 115 91 1 
a,."rriod 1 2 48 19 
i~evC'!r Married 5 23 
Separated/Divorced 59 31 1 
Unknown 2 8 
Widowed I 1 10 

- T - -1 115 91 1 
None 
Some Grade 5(',11001 16 17 
C')mp1eted Grade School 18 18 
Some High School 1 2 33 17 
CompletE'~, High School 26 23 1 
Some College 7 8 
Completed College 4 5 
Graduate School 1 
V.B.T. 5 2 
Special Education 
Unknown 5 --1 -- T ill 1 91 r 
i'lo Income 
50 or Welfare 38 25 
50-99 37 35 1 
100-49 14 11 
150",199 7 3 
200,,299 1 ", ~ 
300 and over 
Unknown 1· 2 18 15 

1 T IT,,- 9f ..L 

Table 1 pree~m,ta patient chara:-.terist:ica by age. The income section 

of Table 1 ~epresents weekly income prior to admission. 
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COMPARISON OF CATCHMENT POPULATION 

1971 ADMISSIONS AND 1971 ADMISSIONS TO ARC 

1970 CATCHME~T POPULATION 1971 AmnSSIONS 210 ADMISSIONS TO 

ALCOHOL REfABILITATION CENTER 

No. 1'. No. % No. % 

TOTAL 206,127 100.0 2428 100 210 100 

SEX 
MALE 101,263 49.1 1248 51 170 80 
FEl1ALE 1042 864 50.9 1180 49 40 19 

TOTAL 206.217 100.0 2428 100 210 *99 

AGE 
0-15 61,527 29<8 519 21 0 0 

16-20 20,643 10.0 334 13 3 1 ~ 

21~·64 100,049 48.5 1531 h~ --' 206 98 ~ 

65 + 23 2 908 11.6 44 1 1 0 

TOTAL 206,127 99.9 2428 *98 210 *99 

RAGE 
WHITE 204,048 99.0 2329 95 205 97 
NeGRO 479 .~ 2 .01 0 0 • .!... 

IKD:A~ 1,232 .6 26 1 5 2 
o !.'lffiR 368 " 71 2 0 0 .~ 

SUBTOTAL 206, 127 IUO :U 2428 ~:98.01 210 ;'~99 

M...<\RITAL STATUS 
(PERSC~·iS AGED 14+) 
~EVER l·~\RRIED 40,0:;2 26.2 1037 42 39 18 
~'1ARRIEi) 93, O·~5 60.9 996 41 70 33 
DIVORCE::J ),135 3.4 184 i 48 22 
SEPARATED 1,4::'3 .9 155 6 42 20 
IHDOw'ED 12,998 8.5 c' JO 2 11 5 

TOTAL 152,673 99.9 2428 >':98 210 *98 
* UNADJUSTED 
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COMPARISON 

1971 ADMISSIONS TO 1971 ADHlSSIONS ARC 

EDUCATION 

NO. 01 NO. n;. 
(. 

NONE 67 2 0 0 
SOME GRADE 436 17 33 15 
COMP GRADE 193 7 36 17 
SOME HIGh 408 16 53 2S 
COMP HIGH 494 20 SO 23 
SOME COLL 138 5 15 7 
COMP COLL 62 2 9 4 
GRAD SCM 27 1 1 0 
VOC, BUS, TECH 39 1 7 0 
SPEC ED 62 2 0 0 
UNKNOWN 502 20 6 '1 ,-

2428 'k93 210 *% 

. WEEYJ. Y INCOME 

NO. 01. NO. ,. 
NO INCOME 
SO or WELFARE 563 23 6.3 30 
50-99 463 19 73 34 
100-149 454 18 /.5 11 
150-199 U7 4 l() 4 
200-299 65 2 3 1 
300 and OVER 25 1 0 0 
UNKNOWN 741 30 J6 17 

2428 -/(97 :nO -k97 

*UNADJUSTED 
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--Males represented 80% of admissions for the year, 

--Only 5 persons were non-Caucasians (Maine Indians), 

--Prior to admission, slightly more than one third had been 
earning between $50 and $100 per week; a somewhat smaller 
number were either earning less than $50 per week or were 
receiving public assistance, while only 16 persons, or less 
than 8%, had been earning $100 a week or more. 

--Only 33% were still married, whereas 42% were either separated 
or divorced, and 18% had never married. 

Somewhat comparable records are kept by other facilities, including 

Serenity House and the 24-Hour Club in Portland, Milestone Foundation 

in Scarboro, Bangor Halfway House, the two State Hospitals, Togus VA 

Center, and the area mental health centers. 

A project data report of the 24-Hour Club, prepared for the 

calendar year 1971 contains a considerably more detailed description 

of the 181 clients served at this emergency shelter during the 12-

month period. Of the total number of persons using the facility, only 

92, or 50%, were from the Model Cities neighborhood; many of the 

others were homeless, transient, or both. Shelter was provided to 112 

of these, 65 were referred to a hospital, and 47 to the Division of 

Vocational Rehabilitation. Meals served during the period totaled 

1,572. In addition, 285 hours were spent counseling 207 persons; and 

302 hours were spent answering 1,152 phone calls to the answering service. 

Considerable data is available from the Alcoholism Treatment 

Program which is part of the Neuropsychiatric Section of the Togus 

Veterans Administration Center. This treatment facility consists of 

a 90-bed ward, including a 10-bed detoxification room. Since its 

official opening on January 1, 1971, ,the Alcoholic Treatment Program 

has operated at maximum capacity, and has averaged 55 discharges per 
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month. During its first 6 months of operation, Ward 20 dis-

charged 332 patients, of which 278 were different individuals, and the 

remaining 54 had one or more discharges. Only nine of these 54 had 

more than two admissions and discharges, and accounted for more than 

,half of the readmissions that were discharged. None of the nine that 

had multiple discharges exceeded four such actions in the six months 

period. 

The director of the VA Center Alcoholism Treatment Program has 

commented on the September 1971 report of this program as follows: 

These statistics, while interesting, tell us only that there is 
"action" in the form of turnover resulting 
from the Alcohol Treatment Program. However, it does not 
allow us to make statements of "cure" or other changes in 
symptoms. Neither does it allow us to infer treatment 
success in terms of hospital, home, work, or community 
adjustments. To make statements of the type usually made 
to justify such a program, the experience must be placed 
in a research framework. Such research would establish 
symptom criteria for admission, provide for psychological 
and social analysis for admission, program evaluation, 
analysis of hospital behavior, psychosocial evaluation at 
discharge, follow-up in community, etc. 

The same need for ongoing research and evaluation could be 

cited in the instance of these September 1971 tabulations of patients 

with alcohol problems served by the Department of Mental Health and 

Corrections. The first chart (p.48) represents admissions by primary 

diagnosis to the two State Hospitals during fiscal 1970-71. 

This chart shows that 286 (out of a total 1,315) admissions at 

the Augusta State Hospital were alcohol related, and that 222 (out of 

983) admissions to the Bangor State Hospital were alcohol related. 

Additional data is presented in this next chart (p.49) which sum-

marizes admissions to the Mental Health Centers during calendar year 1971 

for alcohol related problems. A total of 1,119 are noted here. 
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Admissions: Augusta state and Bangor state Hospitals 

Fiscal 1970-71 

Patients with an Alcoholic Problem 

Augusta State Hospital Bangor State Hospital 

Male Female Total Male 

Organic Brain Syndrome 
Associated with Alco- 60 15 75 42 holism 

Alcohol Addiction 23 9 32 16 

Other Alcoholism 146 33 179 130 

Total Admissions for 
Alcoholic Problems 286 

Residents: Augusta State and Bangor State Hospitals 

As of 6-30-71 

Patients with an Alcoholic Problem 

Female Total 

10 52 

4 20 

20 150 

222 

Augusta State Hospital Bangor State Hospital 

Male Female Total IMale Female Total 

Organic Brain Syndrome 28 15 43 11 6 17 Associated with Alco-
holism 

Alcohol Addiction 2 4 6 1 - 1 

Other Alcoholism 17 6 23 2 - 2 

Total Number of 
Residents with an 72 20 
Alcoholic Problem 
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Admi sGions; 

Mental Health 
Area 

I 

n 

VIII 

* 

Communi ty MenVl.} ::e:11 th Cen ters Calendar Year 1971 

Patients Reported having Alcohol Problems 

Alcoholism Planning 
Region 

v 

IV 

III 

I 

I 

I 

I 

Name of Mental Health Agency Number 

Aroostook Mental Health Center 159 

* The Counseling Center 373 

Kennebec Valley Mental Health Coo ter 30 

Child and Family Mental Health Services 155 

Maine Medical Center 336 

York County Counseling Services 26 

Bath-Brunswick Mental Health Clinic 18 

Mid-Coast Mental Health Clinic 22 

Percent of total 
Admissions 

13% 

15% 

5% 

10% 
13% 

These are cases of alcohol related problems seen in general mental health services and does not include clients 
in the Counseling Center's Comprehensive Alcoholism Services Program. 
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Percent of total 
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These are cases of alcohol related problems seen in general mental health services and does not include clients 
in the Counseling Center's Comprehensive Alcoholism Services Program. 



A valuable indicator of the incidence and prevalence of alcohol 

abuse and alcoholism in the State would be one obtained from clinical 

impressions and subsequent diagnoses of patients seen or admitted to 

Maine's 55 community hospitals. At the present time a tabulation of 

this kind would be exceedingly difficult if not impossible to obtain. 

One of the reasons for this is that large numbers of patients in the 

acute phase of alcoholism illness are admitted under some other 

diagnosis. Medical insurance programs have been reluctant to provide 

coverage to such persons, and have excluded not only acute alcoholism 

as a disease entity in itself, but also the recognizable sequelae of 

alcohol abuse, such as gastritis or liver damage. However, staff phy-

sicians can and do admit their patients if they believe, after examining 

the iniiVldual, that this action is lndicated. And quite o1"ten .in 

such cases he will be found to have a physical condition which lS 

acceptable to the patient's insurance carrier. 
If "" 

Another parameter for research and evaluation is provid"ed by a 

tabulation of calendar year 1970 criminal offenses compiled by the 

Maine Law Enforcement Planning and Assistance agency: 

N~~~t,oi99bfenses Cleared by 
Offense Reported Complaints Total Offenses By arrest of 

Cleared t~rsonsfuR~~r 18 ears 0 e 

Driving intoxicated 
2,307 1,920 54 

Drunkenness },517 4.255 130 

Liquor laws 2 116 1 11'1 624 

SUBTOTAL: 7,960 7,310 808 

Family and Children 2,137 1,313 44 

10,097 8,623 852 

so 
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While such isolated statistics as these may be revealing to a 

limited extent, they have little relevance when made to stand alone 

outside their particular context, as they have here, and when it is 

not shown for what particular purpose they were extracted. Certainly 

they have no "common data base", or anything much else in common, for 

that matter. For example, the gross statistics on numbers of alcohol 

related criminal offenses tell us nothing about the person who 

committed· the offense. Was it his first conviction for public in­

toxication or his 20th1 Neither is recidivism reflected in admissions 

to community mental health centers and state hospitals. 

Variations among age groups, ethnic groups, socioeconomic groups, 

and other specific populations with specific problems and needs are not 

indicated by such lumpings of data. 

Since this plan addresses itself to a spectrum of alcohol related 

problems as well as to chronic alcoholism, a practically insurmountable 

complication arises in the area of statistical assessment. The effects 

of alcohol abuse shade off into and complement a wide variety of other 

psychological, social and medical problems which affect the family 

and community. 

HOl;I'ever, before attempting a more pertinent and refined presenta­

tion of the limited data currently available for this study, a word 

needs to be said about statewide incidence and prevalence and the way 

in which these have commonly· been cited. 

In a 1970 pUblication by Rutgers Center of Alcohol Studies, 

Maine was ranked 14th among the states in estimated number of al­

coholics, based on 1960 population figures; also in rate per 100,000 

adult population, i.e., 20 years and over. 
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Total number of alcoholics in the State's 1960 population was 

estimated as 24,200 of which 19,600 were thought to be men and 

4,600 women. Rates per 100,000 (on which the ranking by states was 

* computed) was given as 6,812 for men and 150 for women. 

The authors, Efron and Keller, explain that the estimates are 

derived by the original Jellinek formula. The rates on which the 

numerical figures are based are those of the year 1945, with li 

(presumed ratio of alcoholics to alcoholics-with-complications in a 

given place at a given time) having a factorial value of 5 and applied 

to the 1960 population. 

In the original equation, developed by the late E. M. Jellinek 

in the early 1940's, li was given a value of 4; that is, three alco-

holies without complications for each alcoholic ~ complications. 

They note that "These estimates should be considered as very 

rough approximations. Numbers are rounded to nearest hundreds ••• 

Calculations for later years should allow for changes in population 

and factor R should be given a value of 5.3" 

They also point out in the monograph cited here that the original 

Jellinek formula "is thought not to have worked reliably after 1945. 

But if the ~ of the 1940-45 period has remained substantially the 

same, then, with a further necessary correction of li to 5.3, the 

numbers of alcoholics and rates of alcoholism in recent years can 

** be calculated." 

* Selected 

Brunswick, 

** ~, p. 11. 

of Alcohol and on 
New 

S2 
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In order to obtain some rough approximations of the number 

of alcoholics (according to Jellinek's definition) for our five 

regional alcoholism planning areas, we have used the commonly cited 

25,000 figure and by means of it have made a simple computation of each 

region's percentage share of the State's total 1970 population of 

993,663. This simplified method of computation of course implies 

the questionable assumption that Maine's alcoholic population is evenly 

distributed from one end of the state to the other. 

For what they are worth, howeve~ these regional computations 

of alcoholism incidence are shown in the following table: 

Table I 

REGION I 
York, Cumberland, Sagadahoc, Lincoln, Waldo, Knox ••••••• 10,075 

REGION II 
Androscoggin, Franklin, Oxford .•..•..••.•...••••••.••••.• 3,975 

REGION III 
Kennebec, Somerset •••... , .....••............•.....•••.••• 3,425 

REGION IV 
Hancock, Washington, Penobscot, Piscataquis •....•.•.••••• 5,175 

REGION V 
Aroostook .....•••••••..•..••...•....•.•.•.•......•••••••• 2,375 

Admittedly, such oversimplified abstractions as these have little 

value as a base on which to build programs. It is only when speaking 

of specific target populations that estimates of incidence and preval-

ence can have any real meaning. 

If the target population in a particular instance is that of the 

chronic inebriate or the alcoholic who habitually exhibits socially un-

acceptable behavior, then there would be little question about including 

the man who has been jailed for public intoxication not just once or 
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a few times, but many. Or again, the man or woman who periodically 

and perhaps frequently drinks to thepoint of needing emergency treat­

ment and hospitalization for acute alcoholism could no doubt by all 

accepted definitions be safely classified as "alcoholic". 

But how is one to label the drinking driver who has never before 

been apprehended? Or the teenager who goes on occasional, perhaps 

fairly frequent, binges? Or another youngster with a six-pack of 

beer in his car? 

The familiar stereotype of the "alcoholic" as a man in his 40's, 

whose family ties, if he still has any, are, if not broken, at least 

badly ruptured. He is in serious financial straits, a condition 

brought on mainly by his spending money for alcohol that should have 

gone to pay bills. Recognized also as a "type" is the "closet drinker". 

This may be a woman, also in her 40's or 50's, with a grown family and 

nothing much to occupy her time, who now feels useless and frustrated 

and consequently assuages these feelings by "nipping" in the daytime. 

There is also the aging man who has outlived all his other acquain­

tances and who can now find the companionship he craves only in his 

neighborhood bars. 

Not surprisingly, the general consensus in each of the five 

regions has been that the variety of individuals who can be helped 

through intelligently conceived and skillfully conducted programs 

of integrated and appropriate services include all these "types" and 

many others besides. 

The crux of the matter would seem to be, first of all, that 

so-called "alcohol problems" are in actuality people problems. 

As such, they are not only difficult to categorize; there is also 

some question about how useful such categorizing of "populations" 

really is. 
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problem that ranges in degree from the early, incipient, low-visibility 

or unknown kind of "alcoholism" to the moderately severe or severe, 

known, visible type with full blown complications. The Division of 

Alcoholism Services estimates thatroout 1,500 new people move into 

this alcoholic group each year. 

In terms of a comprehensive alcoholism services network, a high 

priority must necessarily be given to the visible alcoholic whose 

problem is not only more acute, but represents a considerable economic 

and social drain on the community. At the same time it is essential 

to develop program resources aimed at those groups from which the 

visible alcoholic can be expected to arise. 

The Deteriorating Social Drinker 

Ours is a culture in which it is socially acceptable to drink 

alcoholic beverages in a sane and responsible manner for relaxation, 

for dietary reasons, to be convivial, to celebrate special and festive 

occasions, to seal business transactions, etc. Assuredly most every 

person who drinks socially intends to adhere to the ground rules, but 

because of underlying personality disruptions or other causes may not 

be able to do so. On a statistical basis, lout of every 15 of these 

"social" drinkers aceedes to the group of clinically evident alcoholics 

eventually. 

* Jay N. Cross notes that it may take a number of years to pro-

gress from the early stages of nonconforming drinking to the late 

stage in which persons are easily recognized as alcoholics. "The 

progression may be rapid, but on the average it takes at least seven 

to 12 years for men to proceed through the phases. There is some 

* Guide to the Community Control of Alcoholism, by Jay N. Cross, M.P.H., 
American Public Health Association, New York, 1968. 
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evidence that the course of the disease is more rapid for women." 

In the absence of a long history of deviant and disruptive drinking 

behavior, it is usually assumed that the early deteriorating social 

drinker will not have to be singularly exposed to a routing of in­

tensive or complicated treatment to correct his problem. ~may be 

sufficient to focus on educational measures of a primary preventive 

nature. On the other hand, this may be a highly crucial point in the 

total life experience of the individual, when the precipitating causes 

of his sometimes excessive and otherwise nonconforming drinking behavior 

should be sought out and attempts made to help him solve his personal 

and interpersonal problems. 

The Currently Unknown or Non-Visible Problem Drinker or Alcoholic 

In this early-middle stage it usually becomes more and more 

difficult for the individual to abstain. This is often evidenced by 

his increasingly frequent loss of control over alcohol intake after 

the first one or two drinks. Also, at this stage he usually is en­

countering some degree of difficulty with his associates and family. 

In other respects the currently unknown or non-visible drinker or 

alcoholic may have the same fundamental peculiarities as the visible 

alcoholic. The major characteristic that sets him apart, however, is 

his low visibility in the community. This stems partly from his 

tendency to conceal his drinking, his tendency also to become an 

"excessive rationalizer," quite often coupled with a kind of social 

existence and style of life that provides a protective environment. 

He is most often identified with the middle or upper layers of society, 

and may own or control more than the average share of the world's 

goods and services. In this group may be found skilled workers, 
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semi-professionals, professionals, company executives, private business 

owners, non-working housewifes, divorcees, widowers, and others who 

could be so classified. 

The low-visible or non-visible problem drinker or alcoholic gives 

no indication that he has a drinking proble~ and seems quite unaware 

of what is happening to him, despite the frequency and intensity of 

hangovers that only "a hair of the dog" can alleviate. When approached 

on the matter he is most reluctant to even consider the possibility, 

although members of his family circle and certain close associates 

know or suspect that he is in trouble. 

Little or nothing is known about the frequency of this distri­

bution, but it is clear that a large part of the annual accession to 

the "visible" group must come from the "invisible". 

The obvious need here is in some way to provide therapeutic 

intervention before the outward physical, social, or emotional signs 

of his deterioration can no longer be hidden and the separations from 

jobs and arrests by the police occur. 

The Visible Alcoholic 

Death rates in this group are high. (It is to be noted here 

that the Jellinek equation is based upon an observed relationship 

between the number of alcoholic-with -complications and statistics 

on deaths from cirrhosis of the liver.) Prolonged excessive drinking 

has usually led to considerable physical and neurological deterioration. 

Again quoting Cross: "Liver cirrhosis, chronic gastritis, and tremor 

are common symptoms. Peripheral polyneuropathy and temporary psychoses 

such as delirium tremens and alcoholic hallucinosis may develop." 
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"Chronic alcoholics often manifest withdrawal symptoms when their 

intake of alcohol is interrupted. Among these are tremors, extreme 

anxiety, insomnia, inability to concentrate, restlessness, and a 

feeling of weakness. Delirium tremens is a severe withdrawal state ••• 

characterized by acute tremulousness, disorientation, and hallucinosis. 

It is considered to be a medical emergency and is usually easily 

* managed with proper medical care." 

Therefore, in this acute phase, at least, alcoholism is an un-

disputed illness, usually requiring emergency hospitalization, and 

characterized by the physiological concommitants of alcohol over-

use cited above. The sequelae of chronic alcoholism are also distinct 

disease entities, and require medical treatment as urgently as do any 

other physical disorders. 

But these medical aspects are only part of a "multidimensional 

problem", as Eva and Richard Blum, in their standard text on alco-

holism, explain: 

* 

Whether considered as a disease, a reaction, an acting-out 
or a learned addiction, alcoholism in each patient will be ~ 
multidimensional problem which can be defined in a variety 
of ways; that is, economically, criminologically, educationall¥* 
socially, or in terms of public health or psychiatric disease. 

Ibid., p. 52. 

**Alcoholism: Modern Psychological Approaches to Treatment, Eva Maria 
Blum and Richard H. Blum, Josey-Bass Inc., San Francisco, 1969, 

pp. 46-47. 
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B. OTHER SIGNIFICANT INFORMATION 

1. Definition of the Problem 

In Maine as elsewhere there is considerable debate and 

divergence of opinion about what "alcoholism" ~ and ~ !2£!:; 

what "causes" it; and how it can be "treated" or "arrested". Des-

cribing or defining the problem in terms that would be satisfactory 

to everyone concerned with it would seem to be an impossible task. 

There is common tendency to apply the term "alcoholism" to any 

kind of excessive, inappropr~e, or socially unacceptable drinking 

behavior. There is at least one good reason for this: it eliminates 

the need of having to explain precisely what kind or problem drinking 

* one is talking about in any particular context. Many authors, after 

noting their awareness of the many different kinds of drinking andthe 

circumstances connected with each, adopt this kind of shorthand for 

the sake of literary economy. For them to do this, once they have 

made the distinction clear, is of course perfectly acceptable. But 

for the layman and practitioner to resort to this misapplication of 

the label "alcoholism" leads only to confusion a.nd misunderstanding. 

It also represents a considerable barrier to the thinking through 

and subsequent development of appropriate goals and programs in the 

area of alcohol abuse and alcoholism. 

One of the speakers at a regional workshop held in connection 

with the present study commented on this by saying: 

* 

One of the methods people use to solve problems is to 
apply labels. You simply label this person and that 
one (as a problem drinker or an alcoholic) and that 
solves the problem. Well, it doesn't.** 

Eva and Richard Blum, Jay N. Cross, etc., Ibid. 

**Dr. Einer Olsen, at Tri-County Alcoholism Workshop, March 18, 1972. 
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There is common tendency to apply the term "alcoholism" to any 

kind of excessive, inappropr~e, or socially unacceptable drinking 

behavior. There is at least one good reason for this: it eliminates 

the need of having to explain precisely what kind or problem drinking 

* one is talking about in any particular context. Many authors, after 

noting their awareness of the many different kinds of drinking andthe 

circumstances connected with each, adopt this kind of shorthand for 

the sake of literary economy. For them to do this, once they have 

made the distinction clear, is of course perfectly acceptable. But 

for the layman and practitioner to resort to this misapplication of 

the label "alcoholism" leads only to confusion a.nd misunderstanding. 

It also represents a considerable barrier to the thinking through 

and subsequent development of appropriate goals and programs in the 

area of alcohol abuse and alcoholism. 

One of the speakers at a regional workshop held in connection 

with the present study commented on this by saying: 

* 

One of the methods people use to solve problems is to 
apply labels. You simply label this person and that 
one (as a problem drinker or an alcoholic) and that 
solves the problem. Well, it doesn't.** 

Eva and Richard Blum, Jay N. Cross, etc., Ibid. 

**Dr. Einer Olsen, at Tri-County Alcoholism Workshop, March 18, 1972. 
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This points, again, to the widely recognized phenomenon that the 

way a particular set of circumstances is viewed, whether or not it is 

seen as a problem and if so, what particular kinds of recommendatians 

are proposed to deal with it, stem largely from the standpoint of the 

observer. 

Thus from a medical standpoint, especially during the acute 

illness phase, excessive, uncontrolled and uncontrollable drinking is 

seen as a disease entity. 

From a psychological standpoint it may be regarded principally 

as a psychosocial disorder. When viewed in this context, there is 

considerable reluctance to apply the label, since the assumption here 

is that asocial or antisocial drinking behavior is a symptom of an 

underlying disorder. 

Law enforcement officers, the court justice system, and others 

who have responsibility for enforcing social controls, necessarily 

take their cues from the legal statutes by which they operate and both 

consider and treat deviant drinking behavior as a criminal offense. 

This is not to imply that these agents of social control are by any 

means unaware of the vast ramifications of the problems with which they 

are called upon to deal. A succinct expression of their recognition 

of the problem's complexities is to be found in the York County HRS-

ASAP application for a drinking driver's pilot project: 

Behind this is the deeper need of solving the problems of 
family disintegration, unemployment, and poverty which 
breed the drives that create problem drinkers. Treating 
alcoholics is just one segment in a whole effort to help 
York County people develop a more meaningful life style. 
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2. The Disease Concept 

While it may be that these confusions of definition have led to 

an overextension of the disease concept of alcoholism, and consequently 

to the misapplication of both terms, there can be no doubt in any-

one's mind that at certain stages at least, such as the acute illness 

phase, and also in terms of the physiological concomitants of alcohol 

over-use--the acute tremors, liver damage, chronic gastritis, etc.--

the effects of excessive ethanol intake are distinct disease entities 

and should be treated as such. While it may be an oversimplification 

to claim, as some do, that "it isn't any different from cancer, or 

* heart disease, or tuberculosis, or anything else", in a great number 

of cases a medical emergency exists requiring immediate treatment, a 

period of in hospital care, and a program of follow-up. 

Consequently most national health organizations term chronic 

alcoholism at least, as a disease. The American Public Health Asso-

ciation, the National Council on Alcoholism, and the U.S. Department 

of Health, Education and Welfare have done so. Similarly, in 1956 

the American Medical Association and in 1957 the American Hospital 

Association have recognized alcoholism as a disease entity. 

The problem remains, however, of convincing large numbers of 

practicing physicians that excessive alcohol use is in many important 

respects "legitimate", a treatable illness, to be considered the 

same as any other illness for which hos pi taliza tion and subsequent 

aftercare is indicated; that, in other words, it should be accorded 

the same consideration given any other illness which some other 

family member might have. 

* A speaker at the Southern Maine Alcoholism Workshop, April 28, 1972. 
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3. Socioeconomic Aspects 

While it is true that alcohol abuse and alcoholism are no 

respector of persons, and that the highly paid executive is as 

prone as the "l-lelfare recipient, it has been demonstrated that 

socioeconomic factors have a strong bearing on incidence of alcohol 

abuse, as they do on other kinds of psychosocial dysfunctioning. 

The Blums comment on this as follows: 

As one reviews the characteristics of the 'typical' 
alcoholic and finds the profound relationship between 
alcoholism and the other social and physical disorders 
that affect people in disadvantaged groups, one 
concludes that alcoholism is indeed but a symptom-­
not only of individual psychological distress or an 
addictive disease process, but of disordered social 
backgrounds and painful interpersonal experiences 
as well. 

It is believed by some, on the other hand, that problems with 

alcohol are not more prevalent among the drinking poor, but are only 

of a different kind and characterized by different, possibly less 

socially acceptable drinking patterns. It is evidently much more 

visible among the low income population, who can least afford to support 

their drinking habits. Whereas till still employed middle class 

drinker can afford to drink frequently and to excess and to pay for the 

periodic medical attention which his "self-indulgence" requires, 

the already impoverished only become more so and must rely on pub-

lic agencies both for treatment and for the financial support of 

their families. To those who are already unemployed, either because 

they have been unable to find work where none is available, or 

because of a physical or mental disability, the problem--and hence the 

visibility--becomes that much more evident. This socioeconomic aspect 

of the program is again stressed by the Blums when they write: 
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One also ~ees not only that the groups from whom the 
'typical' alcoholic comes share a wide number of dis­
t~essing characteristics-_disease, unemployment, power­
lessness, addiction, criminality--in proportion far beyond 
their due, but also that the individual patient is likely 
to demonstrate these same correlative disorders in his 
life. 

4. Criminological Aspects-The Need for a Uniform Law 

The high incidence of public intoxication and other alcohol 

related offenses on court dockets in Maine, as elsewhere in the 

country, has been a subject of increasing concern. 

The statistic brought out earlier in this report, of nearly 9,000 

arrests for such offenses in Maine during 1970, provides some in-

sight into the scope of the problem, but only a partial one. We 

have no way of knowing, for example, how many other criminal acts 

were committed under the influence of alcohol, or how many of the 

alcohol related offenses were committed by chronic alcoholics. 

Two separate but still closely associated issues arise from 

what evidence is available. One is the need for early detection and 

and therapeutic intervention when it becomes known that pathological 

drinking is at least a concommitant of other forms of sucially deviant 

behavior. The other is that many thousands of taxpayers' dollars are 

being spent annually to arrest, convict, and incarcerate persons whose 

only offense is socially unacceptable drinking. 

Since it has been demonstrated that the persons most likely to 

be arrested, fined and/or confined are those least able to afford 

it, not only from the standpoint of paying the fine but of serving 

time in lieu of payment and risking the loss of their jobs, leaving 

their families destitute, and the rest, this procedure appears to 
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be not only wasteful and ineffective in terms of the drain on the 

state's already overburdened and costly law enforcement and judi­

ciary system, but represents a degree of punishment greatly in excess 

of the crime. 

State and Federal funds spent to enforce public intoxication 

laws have not been available for other uses. Or to put it differently, 

although taxpayers continue to invest considerable sums of money in 

alcohol "control", they have realized no return on their investment. 

As mentioned here earlier, although there have been several 

significant actions taken at both the national and local levels 

to change attitudes concerning alcohol abuse and alcoholism, it 

was not until the mid-1960's that these began to be formally 

structured. One of the most recent and innovative reforms has been 

the drafting of a "Uniform Alcoholism and Intoxication Treatment Act" 

by the National Conference of Commissioners on Uniform State Laws. 

This model legislation has been endorsed by the U.S. Department of 

Health, Education, and Welfare and recommended by the NIMH-NIAAA 

for enactment in all the states. From the time it was first made 

public at the Commissioners' annual conference in August, 1971, it has 

been adopted either in its original or modified form by the legisla­

tures of at least six states, including Massachussetts. 

This model law, which draws heavily on the authoritative re­

commendations of the U.S. and Washington, D.C. Crime Commissions, 

on the District of Columbia statutes, and on model laws drafted by 

the Legislative Drafting Research Fund of Columbia University and the 

Joint Committee of the American Bar Association and the American 

Medical Association, has had an interesting history. 
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The first landmark decisions, issued in the District of Columbia 

in 1966, held that because alcoholism is an illness, a homeless al­

coholic could not avoid being drunk in public and therefore could not 

be punished for his public intoxication. Although two years later 

the U.S. Supreme Court declined to extend this holding to include an 

alcoholic who has a home and family, a majority of the court indicated 

that the punishment of a homeless alcoholic for public intoxication 

would violate the Eighth Amendment to the U.S. Constitution. The 

decision also documented the Court's unanimous recognition that current 

facilities, procedures, and legislative responses to the problem of 

public intoxication were wholly inadequate. 

Reports of the three commissions cited above found that the cri­

minal law was "an ineffective, inhumane, and costly device for the 

prevention and control of alcoholism and public drunkenness". All 

recommended that a public health approach be substituted for current 

criminal procedures. The "Joint Statement of Principles Concerning 

Alcoholism" issued by the American Bar Association and the American 

Medical Association urged State governments to adopt new comprehensive 

legislation in which alcoholism would be viewed as an illness and 

public intoxication would no longer be handled as a criminal offense. 

Within four years after initiative taken by Congress in enacting 

the District of Columbia Alcoholism Rehabilitation Act of 1968 (P.L. 

90-452), Hawaii, Maryland, North Dakota, Florida, and Massachussetts 

have since followed suit. 

This growing awareness and concern on the part of the states 

brought a Federal response. In 1968 Congress passed the Alcoholic 

Rehabilitation Act (P.L. 90-574), the first Federal law dealing 
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specifically with the treatment of alcoholism on a national basis. 

Congress declared in the Act that "the handling of chronic alco­

holics within the system of criminal justice perpetuates and aggra­

vates the broad problem of alcoholism, whereas treating it as a health 

problem permits early detection and prevention of alcoholism and 

effective treatment and rehabilitation, relieves police and other law 

enforcement agencies of an inappropriate burden that impedes their 

important work, and better serves the interests of the public". In 

December 1970 this Federal initiative was substantially expanded with 

the enactment of the Hughes Act and the establishment of the National 

Institute on Alcohol Abuse and Alcoholism. 

The model law proposes as a declaration of policy "that alcoholics 

and intoxicated persons may not be subjected to criminal prosecution 

because of their consumption of alcoholic beverages, but rather should 

be afforded a continuum of treatment in order that they may lead normal 

lives as productive members of society". This policy statement is in­

tended to preclude the handling of drunkenness under any of the wide 

variety of petty criminal offense statutes such as loitering, vagrancy, 

disDurbing the peace, and so forth. As the Crime Commissions pointed 

out, drunkenness by itself does not constitute disorderly conduct. 

For purposes of the Act, "alcoholic" is defined as "a person 

who habitually lacks self-control as to the use of alcoholic beverages, 

or uses alcoholic beverages to the extent that his health is sub­

stantially disrupted." The National Conference of Commissioners points 

out in its supportive rationale for the proposed model law that "The 
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term 'alcoholic' is defined in bJO alternative ways for two different 

purposes". The first alternative is a relatively narrow definition 

based on lack of self control ••• (which) may be manifested either by 

inability to abstain from drinking for any significant time period, 

or by the ability to remain sober between drinking episodes but an 

inability to refrain from drinking to intoxication whenever drinking 

an alcoholic beverage. This relatively narrow definition has been the 

basis for the court qecisions holding an alcoholic not criminally 

responsible for his intoxication. 

"The second alternative definition adopts the World Health 

Organization's broad approach, that alcoholism can be defined as the 

use of alcoholic beverages to the extent that health or economic or 

social functioning, are substantially impaired. The purpose of this 

definition is to make as large a group as possible eligible for treat­

ment for alcoholism and related problems. This broad definition is 

useful in making voluntary treatment available to as large a group 

as possible, but would be wholly inappropriate to define those alcoholics 

who justify civil commitment for involuntaEY treatment. 

"The Act defines 'treatment' broadly to include a wide range of 

types and kinds of services to reflect the fact that there is no 

single or uniform method of treatment that will be effective for all 

alcoholics. The Act provides a flexible approach with a variety of 

kinds of medical, social, rehabilitative, and psychological services 

according to the individual's particular needs." 
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The Model Law, which reinforces and explicates the Hughes Act in 

several important respects, defines the functions and specific duties 

of the designated State agency under the Hughes Act. It also outlines 

the dutifls of the State Ad';jc:ory Council on Alcoholism whose members, 

appointed by the Governor, are to serV8 overlapping terms of three 

years each. In addition, it provides for an Interdepartmental Coor-

dinating Committee to ensure the coordination of , and exchange of 

information on, all programs relating to alcohol abuse and alcoholism. 

A requirement of the Medel L.w as drafted is the development of 

a comprehensive statewide program of treatment services that will 

include: 

(1) Emergency treqtment provided by a facility 
affiliated with or part of the medical ser­
vice of a general hospital; 

(2) Inpatient treatment; 

(3) Intermediate treatment; and 

(4) out-patient and follow-up treatment. 

The commentary to this section notes that "Whether or not the 

director divides the State into regional units for purposes of ad-

ministration, it is desirable that all treatment services be commun-

ity based. Alcoholics and other ill persons are treated more effect-

ively through treatment services in their own communities, located 

conveniently to population centers so as to be quickly and easily 

accessible to patients and their families, rather than in large 

institutional settings ••• 

" •.• Emergency services should be available 24 hours a day and 

readily accessible to those who need this assistance. In addition to 
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medical services, emergency social services and appropriate diag­

nostic and referral services should be included. 

"Inpatient treatment' refers to full time residential treatment 

in an institution. Although alcoholics and intoxicated persons or­

dinarily do not require full time inpatient treatment services, 

such care must be available for those who do need it. Since long-

term inpatient services are inappropriate for (most) alcoholics, in­

patient treatment should be designed to facilitate the patient's re­

turn to his family and the community or to other appropriate care 

services as rapidly as possible. 

"'Intermediate treatment' refers to residential treatment that 

is less than full time and that can be provided in a variety of 

community facilities, such as halfway houses, day or night hospitals, 

or foster homes. 

"'Outpatient and follow-up treatment' includes the same wide 

range of treatment services and modalities offered in inpatient or 

intermediate service settings, but in outpatient treatment, the client 

is not a full or part-time resident of the treatment facility. Such 

services may be offered in a wide variety of settings in the community, 

such as clinics and social centers and even in the patient's own home. 

This section also "requires the department to provide adequate 

and appropriate treatment for all alcoholics and intoxicated persons, 

including both the vast majority of persons who will come to these 

facilities voluntarily and the small minority who may be involun­

tarily committed ••• " (Section 14 of the Act makes it clear that 

involuntary treatment is permitted only in exceptional and very 

clearly prescribed circumstances. The Act stipulates that the 
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facilities voluntarily and the small minority who may be involun­

tarily committed ••• " (Section 14 of the Act makes it clear that 

involuntary treatment is permitted only in exceptional and very 

clearly prescribed circumstances. The Act stipulates that the 
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patient must not be required to agree to "voluntarily" commit himself 

for a specified length of time or to accept any of the other restric­

tions that apply to involuntarily committed persons. The involuntary 

commitment provision "is meant to be utilized only in true emergency 

si tua tions where immediate action is essentiaL •• " This section also 

prohibits "mere custodial care by providing that a person may not 

be committed unless the Division is able to provide "adequate and 

appropriate treatment for him and the treatment is likely to be 

beneficial". ) 

Two sections of the Model Law provide for the repeal of state 

laws that are inconsistent with the Act. Under Section 37, States 

would be expected to repeal all the relevant portions of their criminal 

statutes under which drunkenness is the gravamen of the offense with 

the exception of part (c) of Section 19, which states: 

"(c) Nothing in this Act affects any law, ordinance, resolution, 

or rule against drunken driving, driving under the influence of 

alcohol, or other similar offense involving the operation of a ve­

hicle, aircraft, boat, machinery, or other equipment, or regarding 

the sale, purchase, dispensing, possessing, or use of alcoholic 

beverages at stated times and places or by a particular class of 

persons." 

The Model Law has been quoted here at length for the benefit 

of readers who may not have had access to copies of it, and also 

to point out the similarities between this Uniform Law and the 

requirements of the Hughes Act. 

A major step towards implementing the intent of this Model 

Law was taken by the 105th Legislature, in June 1971, when it enacted 

Public Law 460, "An ACT Relating to Public Intoxication", which amended 
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Title 17 of the Revised Statutes of 1971. In its first draft, it 

amended Section 2001 of this title by deleting "is found intoxicated 

in any streEt, highway, or other public place, or" to read as 

follows: 

Whoever is found intoxicated in a motor vehicle while said 
motor vehicle is in any street, highway, or other public place, 
shall be punished for the first offense by a fine of not more 
than $20 or by imprisonment for not more than 30 days, or by 
both ••. (etc.) • 

The supporting Statement of Fact accompanying the bill, pre-

sented as L.D. 584, and referred to the Committee on Judiciary in 

February, 1971, noted: 

This amendment will eliminate simple public intoxication 
as a crime in Maine. The enactment of this law will help 
relieve law enforcement officers and the judiciary 
of a considerable amount of work and expense in connection 
with the arrest, conviction and commitment of inebriates. 
It will have the societal benefit of emphasizing the health 
and rehabilitation of alcoholism and the recognition of 
alcoholism as fundamentally a disease. 

This bill was later reported from the Committee on Judiciary 

in May, and printed under the joint rules as L.D. 1786. The committee 

restored the words that had been deleted from the original statute, 

but amended the original statute by adding the following new para-

graph: 

Within 18 hours after an accused is taken into custody, 
if it appears that the accused is not a danger to him­
self or others, with the written consent of the accused, 
the accused may be released from custody and no complaint 
shall issue. After such release the arresting officer or 
the officer in charge may, with the written consent of the 
accused, make such arrangements to transport the accused 
to his home or some other suitable place as may be reason­
able under the curcumstances. 

This a mended version was signed into law by Governor Curtis 

on June 17, 1971, and went into effect 90 days later. 
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It is recognized that full implementation of the Model Law 

in anything like its present form will need to be phased in over a 

period of time, since the extensive treatment and rehabilitation 

facilities called for in the Uniform Alcoholism and Intoxication 

Treatment Act are a long way from being accessible to the entire 

population of the State at this point in time. 

C. EXISTING RESOURCES 

Statewide Services 

Until quite recently, services to alcoholics and their families 

have been limited almost entirely to those provided by the Division of 

Alcoholism Services and the Division of Vocational Rehabilitation in 

the Department of Health and Welfare; counseling and therapy services 

provided through the eight community mental health areas and, to a 

more limited extent, the two State Hospitals; Alcoholics Anonymous, 

Al-Anon and Al-Ateen; the Salvation Army in two urban areas of the 

State; Model Cities in Portland and Lewiston-Auburn; Diosecan Bureau 

of Human Relations Services, Inc., and the Alcohol Safety Action 

Program. 

With the increasing attention being given to the coordination 

of health and other human service~ additional State and private 

agencies have entered this field. These include the State Com­

prehensive Health Planning 314 (a) Agency, and the five regional 

314 (b) agencies. More recently the State Planning Office now 

has jurisdiction for a statewide system of eight planning and develop­

ment districts, established by executive order of the Governor in 

January 1972, for the purpose of encouraging Federal, State and local 

comprehensive planning and coordinated development. 
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1. STATE DEPARTMENT OF HEALTH AND WELFARE 

(a) Division of Alcoholism Services 

The client services function of this agency has already been 

described under the State agency section of the first part (Ad­

ministrative Organization) of this State plan. It was noted that 

current operations are channeled through five area Alcoholism Counseling 

Centers located in Portland, Lewsiton, Augusta, Waterville, and 

Bangor. Anyone with a drinking problem can request help at any of these 

offices, and referrals are accepted for all sources--industry, labor, 

government, the professional community, and from the public at 

large. In addition, the Division provides services to the district 

courts; consu]ation to all court personnel about alcoholism, and 

special liaison between court judges and drinking offenders brought 

before them. 

Direct services consist of a first interview, a screening pro­

cedure, a diagnosis, the formulation of a personal recovery plan, and 

counseling for as long as needed. Also, information and counseling 

are made available to the alcoholic's family, his employer, or other 

sponsor. A similar procedure is followed with court referrals, ex­

cept patients have to be interviewed within the custody of the court. 

Those sentenced to jailor other penal insitutions are visited while 

incarcerated to initiate a program to be activated upon their release. 

(b) Division of Vocational Rehabilitation 

This Division administers a program of rehabilitative services 

to men and women handicapped by physical, mental, or psychosocial im­

pairments to prepare for and achieve suitable employment. It is 

concerned with all types of disabilities except those due to visual 

impairment, which are the concern of the Division of Eye Care. It 
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is a State-Federal grant-in-aid program, funded on the basis of $4 

Federal for each State dollar. 

Referrals to this Division increased from 3,319 during 1967-68 

to 4,408 in 1969-70. Cases closed as "employed" increased from 795 

to 1,134. Total caseload at the end of the 1968-70 biennium in­

cluded 1,240 clients who had been found eligible and were recieving 

services, plus 1,700 who had been referred and were receiving ser­

vices, including medical and psychiatric evaluation, to determine 

eligi bi li ty • 

Interestingly--and here again is an instance of the inadequacies 

of the State's present reporting system--out of a total of 1,134 

clients reported "rehabilitated" by the Division for the 1968-70 

biennium, in a listing by disability category, only 9 are reported 

as having a primary diagnosis of alcoholism. This may be comparable 

to the general hospital's practice of admitting a much higher number 

of both rehabilitated clients and those 1,240 still in active status 

were known to their counselors as problem drinkers or alcoholics. 

The same inadequacy of case reporting applies to other operational 

components within the Bureau of Rehabilitation, including its 

Division of Eye Care; Education, Training and Rehabilitation 

specialists, and Social Work program. Although known alcoholics 

have never been specifically excluded from the Vocational Rehabili­

tation program, neither was the referral of such persons encouraged. 

It was not until the passage of the 1965 and 1968 Vocational Re­

habilitation Act amendments cited earlier, and their incorporation as 

policy by the Rehabilitation Services Administration of the Department 
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of Health, Education and Welfare, that alcoholics became officially 

"recognized" as a medically and psychologically eligible "dis-

abi li ty group". 

Prior to that time, also, there were no intermediate caro 

facilities for homeless, jobless problem drinkers and alcoholics. 

Three of the currently existing residential facilities were then 

only in the planning state. Although Milestone, a private facility 

for recovering alcoholics located at Old Orchard Beachffid begun 

accepting clients as early as June 1967, it did not meet requirements 

for state licensing until March of 1969. 

The first major commitment made by the Division to alcoholics 

came in October 1968 with the opening of the State-Federal accredited 

Bangor Halfway House. It waq at this time that the federal grant, 

which the Division had been instrumental inmaking application for, was 

awarded under the Laird amendment of the national Vocational Rehabili­

tation Act. The Division continued to give both direct and indirect 

assistance to this program, principally by assigning one of its 

regional counselors to it part-time. Since then DVR has sponsored, 

for periods of time ranging from a few days to six months, some 130 

clients at this facility, by paying all or part of their room and 

board, and providing other kinds of vocation~ rehabilitation assistance, 

including physical restoration, psychological counseling, job training 

and help in placement, along with other services to return them to 

steady employment. With the opening of the Serenity House in Port­

land a short time later, as well as other facilities for treatment, 
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the number of DVR-sponsored clients has increased accordingly. 

The Division has given strong backing to the halfway house con­

cept of treatment, with its rationale of utilizing a multi­

disciplinary team approach in helping the individual solve his various 

and complex problems, and the advantages this has over a less inte­

grated one-and-one counseling relationship. 

The Division has three basic criteria of eligibility which it 

applies not only to alcoholics but to any handicapped individual: 

(1) there must be a medically or psychologically identifiable handi­

cap, (2) the handicap must be a barrier to obtaining and retaining 

employment for this particular individual, and (3) there must be 

reasonable expectation that the individual will benefit from the 

services available through the Division to the extent that he can 

be fitted for suitable employment. 

Although the individua~s ability to obtain suitable employment 

is the objective of the VR program, it can in some intances be inter­

preted as part-time or even sheltered employment, depending upon 

whatever is reasonable, practical and suitable according to the 

individual's capabilities and limitations. 

Services provided by the Division are wide-ranging and include 

a complete diagnostic evaluation to determine both abilities and dis­

abilities. Eligibility is then largely determined on the basis of 

this medical, psychological and vocational evaluation. Upon acceptance 

into active status, an individual action plan is formulated 

jointly by the client and counselor, and a goal--either a firm goal 

or a tentative goal--is agreed upon that will then determine what 

services should be provided. These generally include counseling and 
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guidance; physical restoration which may involve surgery, if 

n8cessary, to remove cr ame"Lior'lte a physical disability; other 

kinds of medical treatment including medication; purchase of pro­

sthetic devices such as artifical limbs, wheelchairs, braces, 

hearing aids, dentures, etc. Individual or group therapy, physical 

therapy, speech therapy, are also some of the types of services in­

cluded in the broad use of the term "restoration". 

The Division is able to arrange and pay for any type of training 

that seems reasonable for the individual to reach his goal. This 

could run the gamut from four years of college to vocational school 

training, business school training, or on-the-job training. In 

conjunction with these, the Division is able to provide a reasonable 

amount of weekly maintenance to allow the client to subsist while 

undergoing restoration or training or while seeking employment or 

waiting for this first paycheck. 

The same broad range of services is provided to clients of the 

Division of Eye Care, whope pri~ary disability is blindness or a 

visual handicap. 

2. DEPARTMENT OF MENTAL HEALTH AND CORRECTIONS 

This State agency was established in 1939 as the Department of 

Institutional Services, thus removing institutional programs from 

the Department of Health and Welfare. In 1957 it was given its pre­

sent name, and in 1959 the Bur~au of Mental Health was created within 

the department. Until th.;l.t time the mental health services had been 

restricted to those provided in the inSitutions, with limited mental 

health services available in communities through two hospital out­

patient clinics. 
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The Department now has three operating Bureaus: (1) Mental 

Health, (2) Mental Retardation, and (3) Corrections. The most recent 

of these is the Bureau of Mental Retardation which was established 

with its own director in April, 1970. 

(a) The Bureau of Mental Be~lth is responsible for the direction 

of mental health programs in the institutions as well as the promotion 

and guidance of mental health programs within the several communities 

of the state. Its mission is to provide directly or indirectly, a 

comprehensive and coordinated system for care of those with mental 

health or mental health related problems of which alcoholism has 

long been dealt with. Through its Division of Community Services, 

begun as the result of statewide mental health planning and established 

with its own chief in September of 1970, it provides consultation and 

coordination to community mental health clinics and centers through­

out the State. A nine-member Mental Health Advisory Board appointed 

by the Governor assists the Bureau in the development ofpolicy for 

institutional and community mental health programs. 

The Bureau has administrative responsibility for the State's 

two mental hospitals, the Augusta State Hospital and the Bangor 

State Hospital, as well as a unit for emotionally disturbed children 

in the single State retardation facility, Pineland Hospital and Training 

Center in Pownal. These institutions offer short term as well as 

long term care. 

])ivi_stol1 of .Community ~~rvices. References to the eight community 

mental health areas and discussion of their current programs has been 

made in Section I of this report under "Purposes of the Study". These 

will be treated more comprehensively in the regional sections of the 

"Action Plan". 
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(b) The Bureau of Corrections has responsibility for the 

four correctional institutions in the state, as well as the Division 

of Probation and Parole. 

3. ALCOHOLICS ANONYMOUS 

This loosely knit organization of more than 500,000 members and 

16,000 groups in more than 90 countries, has been notable for the 

success it has had with those who have been willing to follow its 

program. According the the World Directory of AA members there are 

75 local groups in Maine. Actually, since there are no dues or fees 

for AA membership, nor is there any way of "signing Up,1I it would be 

extremely difficult to get even an approximate count. Members are 

asked to contribute $2 annually to the General Service Office of AA 

in New York City, and each group's membership is estimated on the 

basis of these contributions. However, some members may not contribute 

anything, while others may give considerably more than the annual 

assessment asked for. Also, there is no definition of "membership" 

in the ordinary sense. No "attendance" is taken, and no distinction 

is made between those who have relapsed and begin the road to recovery 

anew, and those who have maintained an extended length of uninterrupted 

sobriety. 

The organization is described in its basic text, Alcoholics 

Anonymous--nicknamed "The Big Book" by its members--as follows: 

Alcoholics Anonymous is a fellowship of men and women who 
share their experience, strength and hope with each other 
that they may solve their common problem and help others 
to recover from alcoholism. 
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basis of these contributions. However, some members may not contribute 

anything, while others may give considerably more than the annual 

assessment asked for. Also, there is no definition of "membership" 

in the ordinary sense. No "attendance" is taken, and no distinction 

is made between those who have relapsed and begin the road to recovery 

anew, and those who have maintained an extended length of uninterrupted 

sobriety. 

The organization is described in its basic text, Alcoholics 

Anonymous--nicknamed "The Big Book" by its members--as follows: 

Alcoholics Anonymous is a fellowship of men and women who 
share their experience, strength and hope with each other 
that they may solve their common problem and help others 
to recover from alcoholism. 
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The only requirement for membership is a desire to stop drinking. 
AA is not allied with any sect, denomination, politics, organi­
zation or institution; does not wish to engage in any contro­
versy, neither endorses nor opposes any causes. Our primary 
purpose is to stay sober and help other alcoholics to achieve 
sobriety. 

Although having no formal connection with Alcoholics Anonymous, 

the Al-Anon and Al-Ateen groups work in close accord with them through 

their own group membership, both to improve their own understanding of 

the problem as individuals who have a drinking husband, wife, parent, 

relative or friend. By sharing their "experience, strength and hope 

wi th each other" they not only find needed support for their own lives, 

but in doing so are able to effect an improvement in the home environ-

ment which in turn increases the recovering alcoholic's chances of 

staying sober. 

4. SALVATION ARMY 

As one of the early temperance and social reform movements, the 

Salvation Army has traditionally been recognized for its efforts to 

rehabilitate, as well as provide food and shelter, for the homeless 

alcoholic. In Maine the central office is located in Portland at 

p8 Preble Street where the Men's Social Service Center is also. 

5. MODEL CITIES 

Portland Model Cities was approved and funded in November 1967 

and includes an area of the peninsula known as Portland West in-

habited by approximately 15,000 people. This and its more recent 

counterpart in Lewiston-Auburn, which got underway in 1969, are 

the only cities to be authorized in Maine under the Federal legislation 

known as the "Demonstration Cities and Metropolitan Development Act 

of 1966". 
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Both planning efforts have sought and promoted unified action 

by public and private agencies in their respective areas. Among their 

objectives have been t9: 

--Com~t poverty and low income, 

--Provide better education and proper child development, 

--Improve and expan~ preventive and rehabilitative social services, 

--Improve the health of the community, and 

--Reduce the inci~ence of crime and d3linquency. 

More detailed descriptions of these programs will be treated 

under the Southern Maine (Region I) and Tri-County (Region II) 

seQtions of this State plan. 
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6. HUMAN RELATIONS SERVICES, INC. 

Formerly called the Diocesan Bureau of Human Relations, 

Human Relations Services, Inc., is a private, non-profit charitable 

institution incorporated under the State statutes. Its services are 

offered throughout the State and is, in fact, the only voluntary 

statewide health and welfare agency in Maine. 

It is organized geographically into four "divisions". The 

districts correspond to the major geographical divisions of tffiState 

planning agencies, with offices in the following locations: 

District I 317 Congress Street, Portland 

District II 1180 Lisbon Street, Lewiston 

District III - 44 Main Street, Waterville 

District IV 53 Illinois Street, Bangor 

District V 15 Vaughn Street, Caribou 

District VI 9 Alfred Street, Biddeford 

The four divisions are Homemaker Services, Indian Services, Camping 

Services, and Diocesan Child Development Services. Their main function 

is to serve the districts in their area of expertise. 

The agency is governed by a statewide board of directors, and has 

a central office for administration, business management, and program 

development at the Chancery Annex, 519 Ocean Street, Portland. Each 

of the six districts is guided in its operations by a locally re­

cruited board of advisors which assists the district directors and the 

Diocesan Director in policy formulation, identification of regional 

needs, and implementation of district programs. 

82 

6. HUMAN RELATIONS SERVICES, INC. 

Formerly called the Diocesan Bureau of Human Relations, 

Human Relations Services, Inc., is a private, non-profit charitable 

institution incorporated under the State statutes. Its services are 

offered throughout the State and is, in fact, the only voluntary 

statewide health and welfare agency in Maine. 

It is organized geographically into four "divisions". The 

districts correspond to the major geographical divisions of tffiState 

planning agencies, with offices in the following locations: 

District I 317 Congress Street, Portland 

District II 1180 Lisbon Street, Lewiston 

District III - 44 Main Street, Waterville 

District IV 53 Illinois Street, Bangor 

District V 15 Vaughn Street, Caribou 

District VI 9 Alfred Street, Biddeford 

The four divisions are Homemaker Services, Indian Services, Camping 

Services, and Diocesan Child Development Services. Their main function 

is to serve the districts in their area of expertise. 

The agency is governed by a statewide board of directors, and has 

a central office for administration, business management, and program 

development at the Chancery Annex, 519 Ocean Street, Portland. Each 

of the six districts is guided in its operations by a locally re­

cruited board of advisors which assists the district directors and the 

Diocesan Director in policy formulation, identification of regional 

needs, and implementation of district programs. 

82 



Statewide operations are governed by a 15-member Executive Committee 

which meets quarterly. 

Since it was first inaugurated in 1967 on a statewide basis, its 

staff has grown to include over 200 persons. Programs vary from region 

to region depending on district needs as identified by staff and district 

board members. The basic staff in each district office is a District 

Director (MSW or equivalent) and a professional counselor. Other 

staff is determined by the number and size of programs in the region. 

Funding for services is generated by a variety of sources including 

the Catholic Community of Maine, United Fund, Model Cities, Health 

and Welfare (IV-A Funds), and eqdowment resources. 

All distriqt staffs spend a considerable portion of their time 

working with persons whose problems, family or otherwise, are related 

in some way to alcohol use and abuse. The District V office in Cari-

bou, for example, has reported that of "our total counseling caseload 

of 70 within the past year, 14 (or 20%) have been directly concerned 

with the problem of alcoholism. Within our Homemaker Services 

caseloads of 377 cases serviced in the past 12 months, 99 cases have 

* been directly concerned with an alcoholic family member~" 

District I involvement in the problem is reflected in its grant 

application for a special demonstration project to provide comprehensive 

services for alcoholics in conjunction with the Department of Trans-

portation's Alcohol Safety Action Program in Cumberland County. This 

proposed project is described in the regional profiles section of this 

present State plan. 

* Letter from the District V director to the Aroostook Mental Health 
Center director, August 23, 1971. 
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7. ALCOHOL SAFETY ACTION PROGRAM 

An ASAP program, funded in Maine for a three and one-half year 

period under a grant from the Office of Alcohol Countermeasures, 

National Highway Transportation Safety Agency, U.S. Department of 

Transportation, is now operating in Maine under the supervision of 

the State Motor Vehicle Division. At the present time this effort 

is being conducted only in York andCumberland Counties. This 

project and its proposed development is dealt with in the regional 

profile section of the plan. 

8. STATE COMPREHENSIVE HEALTH PLANNING 

This agency's major activities are primarily in the area of 

organizational development and coordina-t,ion of all health program 

components, in order to bring them together within the framework of 

a comprehensive statewide health services plan. The 314 (a) agency 

staff consists of a director, three full time professional staff, 

a part-time education consultant, part-time health services consultant, 

and a secretary. 

During its initial phase of activity, priority was given to an 

education program for health service providers by means of organized 

workshops and conferences, and to developing lines of communication 

between the public and private agencies that have responsibility for 

health and health related activities. The ultimate goal of this 

statewide planning mechanism is the "development of an effi cient, 

acceptable, accessible, and economical delivery system of high quality 

comprehensive health services to the state's population ••• an immediate 

goal is to eliminate the wasteful and ineffectual duplication of health 
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services and competitiveness among health service providers from which 

* the health care system has been suffering". 

The State Comprehensive Health Planning Agency provides its ser-

vices to health or related organizations concerned with developing 

operational service programs for their respective client populations. 

Comprehensive Health Planning 314 (b) agencies concerned with 

area wide planning are: 

Region I Southern Maine Comprenensive Health Planning 
Agency, Portland (includes 4 Community Mental 
Health Areas) 

Region la Pen-Bay Regional Medical Agency, Rockport, (a 
component of Southern Maine Comprehensive Health) 

Region II Tri-County Health PlanninglAgency, Lewiston 

Region III - Kennebec Valley Regional Health Agency, Waterville 

Region IV Penobscot Valley Regional Health Agency, Bangor 

Region V Aroostook Health 1 Services Development, Presque Isle 

Current activities of these 314 (b) agencies as contributing to 

comprehensive statewide planning for alcohol abuse and alcoholism are 

described in the regional profiles. 

* 1968-1970 Biennial Report, Maine Department of Health and Welfare, p. 6. 
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9. STATE PLANNING OFFICE, EXECUTIVE DEPARTMENT 

The Sta ~e system of planning and development di stricts referred to 

in an earlier part of this narrative and established by Executive Order 

of the Governor in January, 1972, has its legal basis in the Act 

Relating to Regional Planning and the Establishment of Regional Councils 

of Governments as codified in Title 30, Chapter 239, Sections 4501-

4503, Maine Revised Statutes. In accordance vJith this Act, and the 

requirement by the Federal Government that states use, insofar as 

possible, coterminous boundaries for planning the various federally 

assisted programs within the states, the eight planning and develop­

ment districts were delineated by the State Planning Office on the 

basis of the physical, economic and human resources relationships 

oxisting within the State. 

The present State plan for comprehensive alcohol abuse and 

alcoholism programs in M9.ine, with its firm commitment to the principles 

of both community b~sed services, and to community responsiOlity 

through direct involvement in the planning and implementation of 

these services, is consistent both with the Planning and Development 

District system and with the eight area system which has been adopted 

by Comml.lni ty Mental Health Servi ces of the Department of Mental Health 

and Corrections. At this intitial stage of planning, however, a regional 

pattern coterminous with that of the State Comprehensive Health Planning 

with its five 314 (bY agencies offered distinct advantages. In the 

first place, though fer-Jer in number, these "B" agencies are not in­

consistent in th8ir boundaries, designation of population centers, 

etc. with the State organizational structure. Although at the present 
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time the staffs of these regional liB" agencies are small, they are set 

up expressly to provide consultative and operational services to just 

such health planning efforts as this present one. (Similarly, al-

though they encompass larger land areas, the four service Regions of 

the Bureau of Rehabilitation are each comprised of ~ State Planning 

and Development Districts.) 

Despite the fewer number of planning regions at this present 

stage of alcohol abuse and alcoholism program planning and develop-

ment, the overall regional organization of this project conforms to 

the requirements of both Executive Order issued by the Governor of 

Maine, and revised Circular No. A-95 of the U.S. Office of Management 

and Budget, issued February 9, 1971. A preliminary draft of the current 

State plan for comprehensive programs of alcohol abuse and alcoholism 

services is now being reviewed by the State Planning Office and other 

State agencies as requested by that Office in accordance with the Cir-

cular A-95 provisions. 

The eleven planning commissions, their planning jurisdictions, 

office addresses, and executive directors, are as follows: 

Regional Planning Commissions in Maine March, 1972 

ANDROSCOGGIN VALLEY REGIONAL PLANNING 
COMMISSION 

James O. Nesbitt, Executive Director 
181 Russell Street 
Lewsiton, Maine 04240 _- Tel. 784-0151 

BATH-BRUNSWICK REGIONAL PLANNING 
COMMISSION 

Dana A. Little, Executive Director 
98 Maine Street 
Brunswick, Maine 04011 Tel. 725-4233 
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Androscoggin District 

Benjamin E. Blackmore, 
Chairman 

Southern part of Mid­
Coastal District 

Harold Leeman, 
Chairman 
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GREATER PORTLAND COUNCIL OF 
GOVERNMENTS 

William Rogers, Jr., Executive Director 
169 A Ocean Street 
South Portland, Maine --Tel. 799-6695 

HANCOCK COUNTY REGIONAL PLANNING 
COMMISSION 

Jackson L. Koon, Executive Director 
Box 608 
Ellsworth, Haine oti605--Te1. 667-5729 

KNOX COUNTY REGIONAL PLANNING 
COMMISSION 

Mrs. Paul Fay, Executive Dir8ctor 
FD Box 664 
Rockland, Maine 048til--Tel. 594-5693 

NORTH KENNEBEC REGIONAL PLANNING 
COMMISSION 

Elery Keene, Executive Director 
173 Main Street 
Waterville, Baine 04901--Te1. 873-0711 

NORTHERK J'ftAINE REGIOKA L PLAlmJJ\JG 
COMMISSION 

James A. Barresi, Executive Dir3ctor 
FD Box 911 
Presque Isle, Maine 04769--T81. 768-5511 

PENOBSCOT VALLEY REGIONAL rLANNING 
COMMISSION 

Talbot Averill, PIRnning Director 
Bangor City Hall 
Bangor, Maine 04401--Tel. 945-5769 

SOUTHERN KENNEBEC VALLEY REGIONAL 
PLANNING COMMISSION 

John B. Forster, Executive Director 
154 State Street 
Augusta, Maine 04330--Tel. 622-7707 

WASHINGTON COUNTY REGIONAL PLANNING 
COMMISSION 

Donald J. Bushey, Director 
FD Box 273 
Machias, Maine 04654--1el. 255-3971 

Cumberland District 

Harold G. Loring 
Chairman 

Hancock County section of 
Eastern Maine District 

Peter L. Young 
Chairman 

Eastern Section of Mid­
Coastal District 

Raymond D. Smith 
Chairman 

Northern part of the 
Kennebec District 

George A. Vigue, Jr. 
Chairman 

Northern Maine District 

Robert G. Soucy 
Chairman 

Penobscot District 

Richard Stratton 
Chairman 

Southern part of the 
Kennebec District 

Paul Hermann 
Chairman 

Washington County section 
of Eastern Maine District 

Edwin Hamm 
Chairman 
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YORK COUNTY REGIONAL PLANNING 
COMMISSION 

Arthur T. Lougee, Executive Director 
County Court House 
Alfred, Maine 04002--Tel. 324-5780 

Southern Maine District 

Fred R. Lane 
Chairman 

The eight planning and development districts as now constitut8Q 

are shown on the following map. 
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2. Facilities 

For purposes of this part, facilities are defined very narrowly 

to include only those residential facilities currently in operation 

that offer not only food and shelter but also focus primarily on the 

needs of alcoholics. They are described here in their chronological 

sequence of establishment, and will be referred to again in the 

region&descriptions of facilities, services and needs. 

Bangor Halfway House 

Incorporated with its own board of directors in 1965, this facility 

at 98 Cumberland Street in Bangor took in its first seven resident 

clients on October 30, 1968, soon after receiving a VRA grant of 

$37,000. This three-year Federal operating grant was supplemented by 

a required $4,200 in local matching funds. 

Accomodations are for 15 men, and for some months now the House 

has been operating at full capacity. Prior to that, the client count 

had been down to as few as 3 or 4, particularly after tbeCounseling 

Center opened its Alcohol Rehabilitation Center at about the same 

time the three-year grant period expired in October, 1971. The 

facility then experienced a financial crisis, but due to community 

fund raising efforts, personnel service contributions from both the 

Community Mental Health Center (The Counseling Center) and the Di­

vision of Alcoholism Services, weekly maintenance paid by the Division 

of Vocational Rehabilitation for its own clients, and room and board 

charges based on weekly earnings, paid by the working residents, the 

House has been able to remain solvent. 
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Serenity House 

The Serenity House, now located at 30 Mellen Street, Portland, 

began its community organizing activity in 1967. Following its in­

corporation as a privat8, non-profit organization, its board of dir­

ectors launched a fund-raising drive in June 1968 to raise $15,500, 

or the 15% required in local effort to qualify for a requested VRA 

grant of $46,000. This drive was successful, and the live-in facility 

with accomodations for 15 men opened at its original location at 127 

Spring Street, the building nor,) occupied by the 24-HouT' Club. 

Since moving into the larger building on Mellen Street, it has 

a present capacity of 30 clients, of which less than one-third are 

females. The staffmnsists of a director, assistant director, secre­

tary and chef on a full time basis. A psychiatrist, psychologist, and 

a social worker are employed as part-time consultants. Residents are 

requested to stay a minimum of 90 days, during which time a program 

of testing and evaluation, individual and group therapy, and occu-

pational counseling and assistance are provided. Residents are ex­

pected to pay all or part of their board and room on a pro-rated 

basis, if employed. Normally about 12 of the individuals in residence 

are Vocational Rehabilitation clients. 

Milestone Foundation 

Incorporated in July, 1968, this facility at Old Orchard Beach 

has living accomodations for 32 men and women. Average census is 

25, and most clients remain from ten days to two weeks. In 1971, 

6,020 patient-days of residential care and treatment were provided. 

Services include those of a general practitioner who visits daily 

to attend to clients' physical problems. Thereare six other paid 

staff members, some of whom have been trained at Rutgers Center of 

Alcohol Studies in techniques of alcoholism counseling. 

92 

Serenity House 

The Serenity House, now located at 30 Mellen Street, Portland, 

began its community organizing activity in 1967. Following its in­

corporation as a privat8, non-profit organization, its board of dir­

ectors launched a fund-raising drive in June 1968 to raise $15,500, 

or the 15% required in local effort to qualify for a requested VRA 

grant of $46,000. This drive was successful, and the live-in facility 

with accomodations for 15 men opened at its original location at 127 

Spring Street, the building nor,) occupied by the 24-HouT' Club. 

Since moving into the larger building on Mellen Street, it has 

a present capacity of 30 clients, of which less than one-third are 

females. The staffmnsists of a director, assistant director, secre­

tary and chef on a full time basis. A psychiatrist, psychologist, and 

a social worker are employed as part-time consultants. Residents are 

requested to stay a minimum of 90 days, during which time a program 

of testing and evaluation, individual and group therapy, and occu-

pational counseling and assistance are provided. Residents are ex­

pected to pay all or part of their board and room on a pro-rated 

basis, if employed. Normally about 12 of the individuals in residence 

are Vocational Rehabilitation clients. 

Milestone Foundation 

Incorporated in July, 1968, this facility at Old Orchard Beach 

has living accomodations for 32 men and women. Average census is 

25, and most clients remain from ten days to two weeks. In 1971, 

6,020 patient-days of residential care and treatment were provided. 

Services include those of a general practitioner who visits daily 

to attend to clients' physical problems. Thereare six other paid 

staff members, some of whom have been trained at Rutgers Center of 

Alcohol Studies in techniques of alcoholism counseling. 

92 



General recovery services, including education and instruction 

regarding the nature of alcoholism and means by which the individual 

can control it; individual and group therapy; as well as family coun­

seling, are component parts of the program. 

AA cooperates with Milestone by holding weekly meetings, and 

pastoral counseling is also available. 

Clients, many of whom have been able to retain their jobs and 

whose families are still intact, pay for resident services, and both 

outpatient and drop-in services are av~ilable. 

The 24-Hour Club 

Located in an old building at 127 Spring Street in downtown 

Portland, this relatively short-term facility has been incorporated 

since 1964. The only agency of its kind in the area with a 24-hour 

"hot line" and a cadre of crisis volunteers ready to serve countywide, 

it can accomodate 12 men, with a current average daily census of 7. 

Along with food and shelter, group and individual counseling and 

various supportive services are provided. There are rooms available 

on the first floor for 24-hour rap sessions, dining facilities, and 

drop-in counseling. AA participation is encouraged. Average length 

of stay in the facility is three to ten days. During the recovery 

period, families are welcomed and group work is available. The 

population served is for the most part the chronic alcoholic whose 

family and employment status has deteriorated. The staff consists of 

a director, cook, and three stewards. The stewards assist in a 

number of ways, such as providing transportation to or from hospitals. 

During January - November, 1971, the Club responded to the call for 
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help of 908 persons who made 6,836 visits to the Club. 491 persons 

remained overnight 1,375 times. Referrals of 60 cases were accepted 

from hospitals, and 36 persons were released from jail custody. 

Salvation Army Social Service Center 

Located at 88 Preble Street, this is the only Salvation Army 

Men's Social Service Center in Maine. It provides resident care, 

activity therapy, personal counseling, and leisure time activities 

for 48 unattached and homeless men, nearly all of whom are alcoholics. 

This facility has referral and other cooperative contacts with numer­

ous agencies and facilities in the Portland area, including the Maine 

Medical Center for both acute emergency care and other forms of 

medical treatment; the Maine Medical Mental Health Center, and other 

agencies that can assist in the program of physical, mental, and 

spiritual regeneration. 

The Social Service Center has becomem many respects a long­

term facility, and most of the present population have been in 

residence from one to two years. 

Work therapy entails operating the fleet of trucks, salvaging 

or renovating the donated articles in the carpenter shop and other 

work rooms for sale in the Salvation Army operated stores. 

The program has been inducive to a comparatively high recovery 

rate, and "old timers" assist the staff in establishing a thera­

peutic environment for the recovery of newcomers. An AA group on 

the premises has been temporarily discontinued, but the men are 

encouraged to attend other group meetings in the neighborhood. Other 

spiritual opportunities are offered through religious meetings, 

instructional classes and personal interviews. 
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Some statistics for the year 1971 are as follows: 

Center occupancy 

Percentage of occupancy 

Meals served 

Lodgings given 

Material assistance 

Chapel services 

Chapel attendances 

Group activities attendances 

Men released to outside 
employment 

Trucks operated 

Thrift stores 

Turnover of men 

95 

48 

89.3% 

46,230 

15,644 

2,479 

3,510 

5,455 

27 

7 

3 

244 
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3. Financial 

Traditionally, legislative spending for alcoholism programs in 

Maine has been modest, to say the least. Evidence of this low prior­

ity dates back to the inception of these services, when the 96th Legis­

lature abolished the state Liquor Research Commission and transferred 

responsibilities of this to the Department of Health and Welfare, an 

action that became effective in August, 1953. Significantly, the fis­

cal transaction that accompanied this transfer repealed Chapter 218 

of the Private and Special Laws of 1951 which had authorized $25,000 

appropriation to the Commission. Instead of transferring the unex­

pended balance of $24,300 to the Department along with the responsi­

bility, a new Section was amended to the Private and Special Laws of 

1953, lapsing this quite considerable sum back into the General Fund. 

An additional Section appropriated $9,000 from the General Fund to 

cover operating costs of the new alcoholism program for fiscal 1953-

54, and an equal amount for fiscal 1954-55. The remaining $6,600 

thus became working capital which could then be expended from the 

general fund for other uses. 

The transfer of the program to the Department of Health and 

Welfare and the minimal appropriation that accompanied it did, though, 

permit the hiring of a full time alcoholism specialist, who worked 

alone in this capacity for the next two years. 

Then in 1955 the appropriation to the Department of Health and 

Welfare for alcoholism services was increased to approximately 

$35,000 for the biennium and an additional person was hired. 
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Two years later the appropriation was again increased to approxi­

mately $70,000 for the biennium. This permitted the hiring of addi­

tional counselors, the same number as now, incidentally, and one 

technical-clerical position. It also extended the agency's geographi­

cal coverage by providing funds to increase the number of regional 

counseling offices from two to five. 

At each of the past sessions of the Legislature, a supple­

mental Part II budget for Alcoholism Services has been submitted to 

the Appropriations Committee, along with the regular Part I budget 

for funds to maintain the Division's current level of operation. 

Each time the Part II budget requests for a moderate extension of 

services, and three additional positions to help implement them, 

have been denied. 

One of the positions that has been requested repeatedly has been 

for a full time alcoholism counselor for AroOstook County, which has 

been without one for several years. Requested also have been an 

education consultant to be responsible for information and preventive 

programs directed at alcohol abusers as well as potential alcohol 

abusers, consultant to develop and implement programs in connection 

with industry and labor, and a court counselor for the Central Maine 

area. 

Contractual services requested have included those in connection 

with an outpatient clinic in the Greater Portland area; a training 

seminar fo~physicians to be held in the Portland area, and scholarship 

grants to enable selected candidates to attend one-week training sessions 

at the New England School of Alcohol Studies at the University of New 
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Hampshire and the six-week training programs at the Rutgers Center 

of Alcohol Studies in New Brunswick, N.J. 

Operating expenditures appropriated to the Division for each 

year of the 1968-1970 biennium were, for 1968-69, $71,507, and for 

1969-70, $78,278. Operating costs for the first year of the current 

biennium were increased to $81,220, and $81,393 for the second, 

an increase of $173. 

As noted earlier, however, the appropriation to the Division 

of Alcoholism Services represents only a portion of total expenditures 

for alcoholism programs in the State. 

The Department of Mental Health and Corrections, especially 

through its Community Mental Health program and state hospitals spend 

considerable funds annually for services to alcoholics and their 

families. As noted in a previous chart, upwards of 1,200 patients 

with alcohol problems were treated at the Bureau of Mental Health's 

eight Community Mental Health Centers and Clinics during calendar 

year 1971. This does not include the wives, husbands, children, and 

other significant individuals who mayor may not have been associates 

of the alcoholic patients but who also received counseling and related 

services. 

More than 500 patients with primary diagnoses of chronic alco­

holism in some form were admitted to the two state hospitals during 

fiscal 1970-71. In addition, it is certain that a large proportion 

of the Bureau of Corrections' current fiscal budget of $650,000 is 

expended for both direct and indirect client services to ex-offenders 

who have problems with alcohol. Each year one officer from the 

Division of Probation and Parole attends the six-weeks training 
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session at the Rutgers Center of Alcohol Studies in New Jersey. 

General psychological counseling at both the Mens and the Womens 

Correctional Centers, as well as at the State Prison at Thomaston is 

carried on by staff members who are trained and experienced in psycho­

social problems related to alcohol abuse and alcoholism. 

In summary, these direct and supportive services related to 

problems of alcohol use and abuse have claimed an increasingly larger 

share of the Department's total fiscal 1971-72 budget of $24,166,040, 

of which $10,813,966 is being expended for the state hospitals 

while $266,000 is being expended for community services. In addition 

to these expenditures, the department has shown its commitment to 

community mental health services by using an additional $101,100 

in 314D funds and $523,794 from the Mental Health Improvement Fund 

(MHIF) to improve community services. 

Federal support for community mental health services in Maine 

totalled nearly $1,600,000 in fiscal 1971. Of this, $1,382,015 was 

awarded for staffing grants and $217,923 for construction grants. 

The largest single Community Mental Health Center staffing by NIMH 

for a comprehensive alcoholism program in theState of Maine was made 

in that year in the amount of $360,514 to The Counseling Center in 

Bangor. 

Involvement of the Bureau of Rehabilitation in treatment and 

restorative services for alcoholics has been described. An analysis, 

however, of expenditures by other Bureaus within the Department of 

Health and Welfare would reflect proportionate amounts expended for the 

families of persons whose problems include excessive or pathological 

drinking behavior. As an example, Aid to the Aged, Blind and Dis­

abled rose from $9,110,000 in 1968 to $12,308,900 in 1969 and rose 

again to $12,766,000 in 1970. 
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4. Personnel 

Because of the present time limitation and particularly in the 

absence of any standardized or reliable system of case reporting, 

it would be extremely difficult if not impossible to obtain valid 

estimates of the numbers of persons even directly involved in the 

development and implementation of service delivery systems for pro­

blem drinkers and alcoholics,- together with family members and others 

in the State of Maine. For one thing, current role definitions and 

responsibilities at this stage reflect principally the great variability 

in adequacy and scope of current delivery systems. They provide only 

limited information about percentages of time spent by individuals in 

this particular activity. 

On the one hand the State has a five-county geographic area of 

some 12,000 square miles, inhabited by some 209,000 persons and 

designated as Area II of the State Mental Health Plan, in which there 

is now a comprehensive community alcoholism services program that em­

ploys more than 60 professional and technical personnel. To the west 

of that region is a tri-county area of some 3,700 square miles, in­

habited by 151,000 persons, where there are only two full time alcoholism 

workers, one of whom is a counselor for the Division of Alcoholism 

Services, and the other a full time alcoholism counselor employed by 

one of the community mental health area clinics. 

Again to the north is Aroostook County. a land mass of 6,500 

square miles and 106,000 people, where there are no full time pro­

fessional alcoholism personnel at the present time, although consider­

able interdisciplinary cooperation has been evidenced in the region's 

necessarily limited attempts to serve this handicapped group. 
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Considering the variety of disciplines involved in some way in 

delivering services to this segment of the population, under the 

sponsorship of a variety of governmental agencies as well as private, 

non-profi t organi:z,a tions, an assement of actual "man hours" devoted to 

problems of alcohol abuse and alcoholism and expressed in terms of 

"workers" will be a considerable undertaking. However, it will also 

be an essential one. This kind of analysis will be necessary to 

identify the kinds of services being provided, in which areas they are 

and are not available, how comprehensive or superficial they are at 

present, and what and where are the major areas of unmet need. It 

will also be of prime importance in defining roles and areas of 

responsibility as well as determining personnel needs regionally and 

statewiqe. 

Much of th~s has already been done and has been made available 

to the present statewide study in the form of local and regional 

grant applicatiohs, community sponsored studies, and other printed 

materials developed prior to this current planning effort. Infor­

mation pertaining to staffing needs, along with documented needs for 

specific kinds of facilities and services, have been abstracted from 

these documents and incorporated in the regional descriptions to be 

found in the following section of this report. 
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D. SURVEY OF NEED 

1. Determining Extent of the Problem and Needs by Region 

During the course of this planning a number of approaches have 

been utilized in arriving at a preliminary assessment of regional and 

statewide needs for alcohol abuse and alcoholism problems. These were 

seen to include needs for the continuance and development of existing 

programs, as well as the establishment of new programs where none now 

exist. 

Many of the needs that have been identified are in some respects 

the problems that created them. They exist in varying degrees; as for 

example, among certain segments of the population which are recognized 

as more vulnerable than others. 

The needs vary most noticeably by region. Not that it has been 

shown, at least not at this present stage of planning, that some loca­

lities have more numerous or more severe problems than do others. Only 

that some localities in Maine have taken the initiative to launch programs 

for the amelioration of alcohol and alcohol related problems, while others 

have not. Or at least not at this point in time. 

Areas of need are therefore both geographic and generic. Among 

the latter are the universally expressed needs for new and/or expanded 

services and facilities; for new and/or additional personnel; and, most 

emphatically of all, for new and more adequate and more reliable funding 

mechanisms. 

The methods 1Jsed to obtain a consensus of universally expressed 

needs, as well as to identify and describe the particular needs of 

specific regions, were essentially these: 
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1. Review of programs in progress, especially as these are do­

cumented in written reports, including grant applications for 

continuance and/or expansion. 

2. Review of planYling studies, surveys, task force reports, etc., 

cont~ining proposals not yet initiated or funded but addressed 

either directly or indirectly to problems in which alcohol abuse 

or alcoholism were seen as contributing, or, in some instances, 

as precipitating factors. Documents such as Initiation and 

Development grant applications and similar requests for funding 

of programs having a specific or implied alcoholism component, 

were reviewed with particular interest. 

3. Personal interviews and small group meetings with a number 

of community care givers who represented a cross section of dis­

ciplines and viewpoints. These key individuals provided valuable 

information concerning present and projected programs and needs. 

4. First priority was given to a means of obtaining community 

involvement and early planning input. It was felt that here, at 

the local level, is where the most knowledgeable, realistic, and 

concerned participation in human services development and imple­

mentation takes place. 

While the language of the Hughes Law and the guidelines for planning 

furnished by the National Institute of Alcohol Abuse and Alcoholism do 

not suggest exactly hO~rJ the planning process must be conducted, whether 

emphasis should be on a statewide program regarded as a total entity, or 

on regional or even more local components, it is very clear and precise 

in its community emphasis. This is consistent with all state planning 
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in Maine for health and other services, and a framework for planning 

had already been developed both by the Comprehensive Health Planning 

Agency and the State Planning Office. For technical planning purposes 

we are using the approved State Planning scheme which delineates 8 

districts. 

As explained in an earlier section, it was decided at the outset 

that the Comprehensive Health Planning system, with its five major 

population areas, was the one most suitable for practical needs assess­

ment in alcoholism and accordingly was adopted for this purpose. (see 

map on next page) 

a) Regional Workshops 

Within this framework, a series of five regional workshops were 

held during the month of March, 1972, in each of the key population 

centers of these regions. With one exception, when a severe blizzard 

made attendance impossible for almost everyone except those in the 

immediate neighborhood, each of the workshops was attended by upwards of 

40 people. They included not only persons working directly in alcohol 

related fields, but also a variety of other community representatives and 

laymen. Among them were representatives of labor and industry; law 

enforcement and the court justice system: medical, paramedical, and 

mental health specialists; clergymen; educators; members of Alcoholics 

Anonymous recovering alcoholics with no particular identification with 

any organized treatment approach; members of Al-Anon and Al-teen; 

officials of State and private agencies, including elected office­

holders; students; housewives; and other interested laymen. 
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The revised schedule and dates of the regional Alcoholism 

Planning workshops were as follows: 

Tri-County 
Alcoholism Control 
Planning Workshop 

(Region II) 

Aroostook County 
(Region V) 

Penobscot and 
Eastern Maine 
(Region IV) 

Kennebec Valley 
(Region III) 

Southern and 
Mid-Coastal Region 
(Region I) 

Holy Family Church 
Sabattus St., Lewiston 

Northeastland Hotel 
Presque Isle 

Baldacci's Restaurant 
Bangor 

Silent Woman 
Waterville 

Eastland Hotel 
Portland 

Sa t., March 18, 
9:00 a.m. 

Thurs., March 23, 
8:30 a.m. 

Fri., March 24, 
8:30 a.m. 

Monday, March 27, 
8:30 a.m. 

Tuesday, March 28, 
8:30 a.m. 

Each session began with an explanation and general discussion of 

the Hughes Act provisions, particularly in regard to developing a State 

plan for comprehensive alcohol abuse and alcoholism services.* Attendees 

then chose which of four work groups they wished to take part in, making 

their decision on the basis of their particular interest or discipline. 

In these special interest groups, as well as in the general reporting 

and open discussion session that followed later in the day, each parti-

cipant had an opportunity to express his or her own opinions and re-

commendations, and to project these within a group setting. 

The four special interest or "work groups" at each regional 

workshop were: 

1. Education, prevention, and early intervention, 

2. Treatment functions of hospitals, mental health clinics, 

and other medical and paramedical personnel. 

* See letter of invitation and workshop agenda in Appendix. 
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3. Rehabilitation functions of mental health clinics, private 

efforts, Alcoholism Services, other counseling services in-

cluding local employment offices, employers and personnel 

managers, etc. 

4. Management, administration, and planning for alcohol abuse 

and alcoholism programs, either directly or indirectly. 

The current methodology for the State plan itself emerged pri-

marily through these regional meetings, and the recommendations and 

priorities which, despite a considerable amount of variation in 

detail, were nonetheless characterized primarily by their commonality 

of concern, and an unmistakable consensus regarding which areas of 

need should be given most emphasis in the ongoing process of planning~ 

These can be summarized as follows: 

1. A formally structured regional system for ongoing planning, 

implementation, and evaluation. 

2. Establishment of a comprehensive and coordinated alcoholism 

services program within each region to include at least these 

essential components: 

(a) 24-hour emergency treatment affiliated with or 
part of the medical service of a general hospital, 

(b) Inpatient treatment, 

(c) Intermediate treatment, 

(d) Outpatient services, 

(e) Vocational services, 

(f) Follow-up and aftercare treatment 
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3. A skillfully organized and implemented community education 

program to bring about urgently needed attitudinal changes 

on the part of virtually every element of society including 

taxpayers, service providers, community guardians, lawmakers 

and opinion moulders, families and associates of problem 

drinkers and alcoholics, and, by no means least, problem 

drinkers and alcoholics themselves. 

A more detailed description of these general priorities, along 

with the more specific ones, will be found in section III of this 

report, the Action Plan. 

2. DEMOGRAPHIC CONTEXT: REGIONAL PROFILES 

In outlining services which deal with alcoholism in a particular 

area, it is impossible to make a sharp demarcation between those agencies 

that deal directly with the problem and those on the periphery that are 

effected by various consequences of alcohol abuse. This situation is an 

aspect of the ubiquitous effects of the problem on society as a whole, 

from the social dirnker involved in a traffic accident to the skid-row 

derelict. When the far-reaching effects of alcohol abuse are considered, 

as they must be, there are few organizations or professions that are not 

touched by the problem in some way. 

In the following descriptions of regional characteristics and 

available services dealing with alcohol abuse and alcoholism we have had 

to be somewhat arbitrary in including some agencies and not mentioning 

others s!,ecifically. The reason is that these descriptions are intended 

to give some indication of the demographic differences which pertain 

among the different regions, and describe some of the unique local cir­

cumstances out of which a_.(,ruly comprehensive service delivery system 

must necessarily evolve. 
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ALCOHOLISM PLANNING REGION I 

Southern Maine Region 

This region corresponds with Comprehensive Health Planning Region 

I and the'State Planning and Development Districts for Southern Haine. 

* (York County, Cumberland County and the Mid-Coastal area) It en-

compasses the Rehabilitation Bureau's Region I (Cumberland and York 

. Counties) and the southeastern portion of the Bureau's Region II, 

which corresponds to the Mid-Coastal area. 

This planning region is quite diverse, both in its demographic 

and socioeconomic characteristics. ·For the sake 'of clarity, the 

following description of the region is comprised of. three subsections: 

1. York County, the southern most end of the State 

2. The Portland-Cumberland County area,which also contains 

a small segment of Oxford County, and 

3. The Mid-Coast area, which includes the northeastern corner 

of Cumberland County, all of Sagadahoc, Lincoln and Knox 

Counties, and most of Waldo County. 

* . See map 
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* YORK COUNTY 

A. !)e$cirt~tive StatistiQS 

1. Demographic pa~ 

Although in land area York County is the sixth sIniillest in 

the state, it$ 1970 population of 11,576 was the third highest. 1\lso, 

its population growth between 1960-1970 of 12.2% topped that of any 

other cou,nty in Maine and was in marked QOQ:,rast with Maine. s oVE;lra;n 

** increase pf 2.4% for the period. 

The Q~>unty' contains two cities - Saco and Biddeford - ,and 26 

towns GOY~!Iing an area of 989 square JI1iles, Rural n(;m-.farm req:i,depts 

Gomprise 41. 0% of all inhabi tanh. The Maine Turnpike enters the ' 

state at l{itterY. The area is most heavily pnp1,llated in suwm~r,when 

tourists flock to the Qoastal communities for antiques, ~rt, S~er 

theatre ~nd aquatic recr~ation. 

Persons of french-Canadian descent comprise tqe major cultUral 

gJ;lOUP, and the Catholic faith is the one most strongly represented, 

Bilingual residents are estimated at about 80 ~ercent for ~idqeford 

and 60 percent for Sanford. 

Persons aged 65 years and over comprise 25.4% of the county's 

total population, compared, with 27.4% for, tp,e State as a whole. 

* 

** 

Adapted by permission from an alco~olism grant application $~b~ittad 
by the york County Community Counseling Service, un~er Seqtion 246 of 
P.L. 91-211, on February +6, 1972, 

Calculated by the Maine State Planning Office from 1970 census figure~. 
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Median school years completed by York County residents 25 years 

and older was 12.1, which is identical with that for the State. 

2. Socioeconomic Data 

A large proportion of the work force are in manufacturing, 

with transportauon equipment, leather, and textiles being the largest 

employers. 

Median family income is $8,495 per year, which is somewhat higher 

than Maine's family median of $8,205, but much less than Cumberland 

County's $9,289. 

The Biddeford-Saco area was formerly an important textile manu­

facturing center. In recent years, however, it has been seriously 

affected by the shifts of this industry to the South. Although this 

shift was especially felt during the 1940's and 1950's, the community 

has recovered somewhat. Currently, the major economic contr~butors 

are the Saco-Lowell Division of Maramount Corporation, and Pepperell 

Mills, a textile plant. 

Until recently, the Portsmouth-Kittery Navy Yard has played a 

vital role in the region's economy--so much so that few attempts were 

made to broaden the area~ industrial resources. With the declining 

importance of shipbuilding as a government-sponsored industrial ac-

tivity, the industrial future of this area appears to be somewhat 

uncertain. 

Sanford, as well as Saco-Biddeford, was affected badly by the 

shift of the textile industry to the South. However, it rallied. its 

forces and now has a varied industrial complex of plastics and light 

industry. 
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B. Existing Resources 

1. Services 

York County Counseling Service 

Following the approval of a mental health staffing gr~nt to 

the Maine Medical Center three years ago, York County was design~ted 

a ,separate Mental Health Catchment area, and plans were d~veloRed for 

the York area to have a Center program of its own. These plans are 

nearing completion; York County Cou,nseling Servic;e, Inc., isnpw 

QP!3ra ting a clinic in a separate facility adjacent to Webben HQspi ta;L 

in Biddeford, with branches in Kittery and Sa.pfo~. 

At present the clinj,c has working arrangement9 with local poJ.,ice, 

other jurisdictional and social agenOies concerned with problems of 

aloohoJ,isrn, and with local A~A. rnemberq who serve as reflerral SOUrQ9s 

apd provide supportive services, 

At this writing, York County Cou,ns!3lin~ Service has j~st tleoeived 

the first allottment of NIMH staffing funds for clevEllopment of qom­

prehensive community mental health services. Iq addition, York County 

Counseling Service has pending a grapt applioation to NIAAA for staff 

personnel to handle the treatment phase c;>f the York County Alcohol, 

. Safety Action Program (ASAP). This proposa.l provides for a sta.ff of 9 

professionals to deal with alcoholism and related Problems. The staff 

would function as a regular part of York Coupty Counseling Center's 

l]1ental health services, but would carry a priority commitment for 

treating persons referred from ASAP. 

Aloohol Safety Action Program 

During the past initial three months of operation the ASAP 

program in York County has been run as an extension of the Cumberland 

County ASAP program. (See description in following sUbsection) 

112 

B. Existing Resources 

1. Services 

York County Counseling Service 

Following the approval of a mental health staffing gr~nt to 

the Maine Medical Center three years ago, York County was design~ted 

a ,separate Mental Health Catchment area, and plans were d~veloRed for 

the York area to have a Center program of its own. These plans are 

nearing completion; York County Cou,nseling Servic;e, Inc., isnpw 

QP!3ra ting a clinic in a separate facility adjacent to Webben HQspi ta;L 

in Biddeford, with branches in Kittery and Sa.pfo~. 

At present the clinj,c has working arrangement9 with local poJ.,ice, 

other jurisdictional and social agenOies concerned with problems of 

aloohoJ,isrn, and with local A~A. rnemberq who serve as reflerral SOUrQ9s 

apd provide supportive services, 

At this writing, York County Cou,ns!3lin~ Service has j~st tleoeived 

the first allottment of NIMH staffing funds for clevEllopment of qom­

prehensive community mental health services. Iq addition, York County 

Counseling Service has pending a grapt applioation to NIAAA for staff 

personnel to handle the treatment phase c;>f the York County Alcohol, 

. Safety Action Program (ASAP). This proposa.l provides for a sta.ff of 9 

professionals to deal with alcoholism and related Problems. The staff 

would function as a regular part of York Coupty Counseling Center's 

l]1ental health services, but would carry a priority commitment for 

treating persons referred from ASAP. 

Aloohol Safety Action Program 

During the past initial three months of operation the ASAP 

program in York County has been run as an extension of the Cumberland 

County ASAP program. (See description in following sUbsection) 

112 



Police officers from York County have been included in the ASAP training 

program and a few individuals now receiving counseling services are 

from this area. 

Development of a local ASAP unit in York County is primarily 

contingent upon implementation of treatment services through York 

County Counseling Center. 

Diocesan Bureau of H'11l1an Relations Services 

The Diocesan Bureau of Human Relations Services in Biddeford 

offers counseling and assistance to individuals and families in problem 

situations. The two principal components of existing services are a 

counseling unit for individual and family problems and a homemaker 

assistance program for disrupted families. Present staff includes 

one director, 2 caseworkers, 12 homemakers who directly assist troubled 

families, and one mental health aide. The Diocesan Human Relations 

Bureau coordinates services closely with York County Counseling Ser­

vices. The Human Relations Bureau will staff two programs as part of 

the Mental Health Center's comprehensive community services. 

1. A community outreach program which will focus particularly 

on identification and delivery of services to underpriviledged 

families. 

2. A consultation ar,d education assistance program for community 

service groups such as police and teachers. 

The latter program should be a particularly effective ~ehicle 

for disseminating information on alcoholism and how these service 

groups can relate to the problem. 
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Division of Alcoholism Services 

Alcoholism counselors from this State agency serve the York 

County area from a Portland office. For a description of services 

offered, refer to Portland-Cumberland County subsection. 

2. Facilities 

General Hospitals 

Biddeford Webber Hospital (202 beds) 
Association 

Kittery Tri-County Hospital (40 beds) 

Sanford Henrietta D. Goodall (82 beds) 
Hospital 

York York Community Hospital (39 beds) 

Private physicians can admit their patients with alcohol 

problems to these hospitals at their discretion. 

Milestone Foundation in Old Orchard Beach is an intermediate care 

residential facility, drawing clients from throughout the State as well 

as the immediate area. For a more detailed description of this facility 

refer to the section on Facilities under State Survey. 

PORTLAND - CUMBERLAND COUNTY AREA 

A. Descriptive Statistics* 

1. Population Data 

Cumberland County extends. from Scarboro in the southwest to 

Brunswick in the northeast and to Bridgton in the northwest. The 

distance from Scarboro to Brunswick (the easterly border of the 

County along the coast) is approximately 40 miles. The distance inland 

from Portland to Bridgton (the northwestern border) is 45 miles. 

*Adapted from the narrative section of a Demonstration Grant appli­
cation submitted to the National Institute of Alcohol Abuse and Al­
coholism by the Bureau of Human Relations, Inc., Portland. The grant 
request is for a three-year pilot project, proposed for September 1, 
1972 through October 31, 1975, which was submitted to NlAAA for its 
consideration on January 31, 1972. The project would provide compre­
hensive services for problem drinking drivers in conjunction with 
Cumberland County's Alcohol Safety Action Program. 
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The northwestern end of this area includes a small section of Oxford 

County which in turn is adjacent to the New Hampshire border. Although 

it is geographically within Cumberland County, Brunswick is included 

in the next area subsection called the Mid-Coast Area. 

The population of Cumberland County in 1960 was 182,800 and in­

creased in 1970 to 192,528. The City of Portland decreased in popu­

lation in the same period, but the adjacent municipalities increased: 

Gorham, Scarboro, Cape Elizabeth, Falmouth, Yarmouth, and Freeport. 

Public transportation is available by bus from north to south; 

but is less available as you travel west. The area to be described 

includes the heaviest concentration of the population of the State 

and has the greatest potential for economic growth. There are two 

major population groupings in this area: the Greater Portland area 

and the Bridgton-Fryeburg area. 

The Greater Portland area is also the largest of Maine's two 

Standard Metropolitan Statistical Areas. (The other is Lewiston-Auburn.) 

Although this Metropolitan area reflects the State's highest income per 

capita and per household, according to 1970 census data, it also has 

the highest concentration in numbers of people who are below the 

poverty level. 

Similarly, while the area's median of schodyears completed is 

11.9, well above the State level, it also has the largest number of 

school dropouts. 

The Greater Portland area is the most densely populated in the 

State. It has the largest shopping center north of Boston and addi­

tional major ones distributed throughout the County. It offers 

essential services to most of Cumberland County, the northern part 

of York County, and the southern part of Oxford County. It is a 

major seaport serving primarily ocean tankers which discharge large 
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quantities of crude oil to the Portland Pipeline Corporation, a major 

supplier of crude oil to eastern Canada. 

2. Socioeconomic Data 

A substantial portionof the population earns its living from 

fishing and the processing of sea products. Recently there has been 

an expansion of industry with major national firms establishing them­

selves in the area. Both Sylvania and Fairchild have developed semi­

conductor plants and the General Electric Corporation is conducting 

a major expansion program. The American Can Company has had a large 

plant as well as several steel fabricating organizations. The S.D. 

Warren Company is a major employer, and other processors of paper 

products are notable in the economy. 

The Bridgton-Fryeburg area is primarily known for and dependent upon 

recreation, both summer and winter. The area has a large number of 

lakes, md its rolling hills are ideally suited for skiing. In addition, 

there is some light industry, as well as lumbering and agriculture. 

Much of this area supplies the Boston market with a variety of agri­

cultural products. 

Statistical data prepared by the U.S. Census Bureau show Cumber­

land County as having the highest divorce rate in the State: in 1969, 

there were 721 divorce and annulments for 1,949 marriages, a ratio 

of 37%. The Maine Department of Mental Health and Corrections has 

reported that in fiscal 1969 there were 333 admissions to the state 

hospitals, and that 213 teenagers and youths were committed to the 

juvenile institutions or placed on probation. 
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For some years now, Portland has been in the process of developing 

an extensive urban renewal program, with prime focus on the "inner 

city". 

Approved and funded in November 1967, Portland's Model Cities 

project, the flrst to be funded in Maine (later followed by a second 

Model Cities in Lewiston), has succeeded in bringing about many social 

improvements in an area of the peninsula inhabited by some 15,000 

generally low-income people. 

Model Cities has addressed itself to a score of objectives and 

programs aimed at combatting the depressive effects of poverty and low 

income on individuals and families, improving and expanding preventive 

and rehabilitative social service, improving the physical and mental 

heath of the West-End community, and reducing its incidence of crime 

and delinquency. 

B. Existing Resources 

Compared with other parts of the state, (with the exception of 

the Bangor-Brewer area, where the Counseling Center is already con­

ducting a comprehensive alcoholism services program) the Southern 

Maine alcoholism planning region would seem to be quite well endowed 

with most of the components necessary for an effective and areawide 

prevention, treatment and rehabilitation service network. 

1. Services 

The Western Maine Counseling Service began operating in July 

1969. It provides mental health services to 19 towns with a total 

population of over 16,000 people. WMCS is located in Bridgton, 45 

miles from Portla nd. Staff consists of three full time counselors 

and a psychiatrist hired for two days a week. The range of services 
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includes evaluations, counseling, and psychotherapy with individuals, 

couples, and families. Mental health consultations are available to 

school, clergy, law enforcement offioers, and other agencies. 

Maine Medical Center Mental Health Center 

A full range of routine and specialized health care services are 

available in Portland at the Maine Medical Center which houses the 

Mental Health Center. This is a comprehensive Community Mental Hea~th 

Center with NIMH funds for staffing and construction. Services in­

clude psychiatric evaluation, medication, therapeutic cou~seling for 

clients and their families, and involvement in the partial hospitali­

zation program when the primary problem is psychiatric. In addition, 

a psychiatric internship program at the Center provides an extra 

resource of skilled professionals. 

The direct working relationship between mental health and general 

medical services at Maine Medical Center allows for flexibility in 

treating patients with alcohol related problems. Emergency inpatient 

care may be handled in either a medical or psychiatric ward, depending 

upon the individual~ condition. 

At the other end of the treatment spectrum, Maine Medical engages 

a vocation~l rehabilitation counselor with responsibilities for liaison 

and referral and follow-up of cases as well as direct counseling. 

Maine Medical Center Mental Health Center is currently negotiating 

to assume responsibility of the Western Maine Counseling Service in 

Bridgton. 
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The Community Counseling Center 

The Community Counseling Center is an independent non-profit 

social casework agency located in Portland, serving the Greater Port-

land area. There are ten professional (MSW) staff members who counsel 

those who come to the Center in individua~ marital, family, or group 

modalities. Recently a merger was accomplished with the Traveler's 

Aid Bureau and the Unmarried Parents Service. 

Division of Alcoholism Services 

The two full time Alcoholism Counselors who serve Portland and 

the Southern Maine area maintain a close working relationship with 

other area agencies concerned with problems relating to alcoholism, 

particularly the Community Counseling Center. In addition to direct 

counseling services, duties include interagency referral contacts and 

court counseling for alcohol related offenses. 

Southern Maine Comprehensive Health Planning Agency 

This agency, located in Portland, includes all of Alcoholism Plan-

ning Region I in its catchment area. 

Within the past year, SMCH commissioned a study on alcoholism 

* services in Southern Maine. The study was a survey of existing re-

sources with some recommendations for service development. This agency 

has recently taken the initiative in the formation of a Southern Maine 

Coordinating Council for alcoholism services. 

The Diocesan Bureau of Human Relations Services, Portland office, 

runs a number of community service projects in the Greater Portland 

and Cumberland County area. Among these are a troubled families 

homemaker service and a community outreach program coupled with an 

* "Alcoholism in Southern Maine", 1971. A study by N.C.A. 
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information and referral service. These community based programs are 

of particular note in relating to persons and families with alcohol 

problems. The Homemaker Program is the largest in the state with a 

staff of 36. 

The Portland office of the Bureau of Human Relations has developed 

a grant proposal to NIMH-NIAAA to provide comprehensive services for 

alcoholics in conjunction with the Alcohol Safety Action Program in 

Cumberland County. This proposal is a reflection on a local level 

of an agreement between the Federal Department of Transportation and 

the Department of Health, Education, and Welfare whereby H.E.W., 

through its institutes of mental health and alcoholism, would provide 

funding for the treatment component of Alcohol Safety Action Programs. 

As mentioned above, this grant proposal is intended to be comprehensive, 

providing for interagency coordination and liaison. In some instances 

direct staffing assistance for other agencies will be provided. The 

program will utilize existing local facilities for treatment as much 

as possible. The administrative and counseling staff of the proposed 

project will be composed of 12 professionals and para-profession~. 

The Alcohol Safety Action Program fpr Cumberland County has 

been operating in its initial phase since February, 1972. This first 

phase of the program has focused on initiating a training program 

in alcoholism countermeasures for 25 police officers in Southern 

Maine. Although this phase is primarily concerned with law enforce~ 

ment as related to traffic alcohol offenses there has been an initiative 

to assist in the treatment of alcohol offenders following court action. 

At present two ASAP court counselors are working within the judicial 

system, plus conducting counseling sessiQns for 15 clients now inthe 

treatment phase of the program. The treatment component of ASAP in 
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the Cumberland County area cannot be fully implemented until more 

personnel are added through the staffing proposal submitted by the 

Diocesan Bureau of Human Relations Services. 

There is a provision for ongoing evaluatimDf both the 

Cumberland and York County ASAP programs over a three yeqr period. 

This evaluation project is being conducted by Social Systems Research 

Inc. of Bangor. 

2. Facilities 

Medical Facilities 

Portland - Cumberland County Area 

Portland 

Portland 

Portland 

Bridgton 

Westbrook 

Maine Medical Center 

Mercy Hospital 

Portland City Hospital 

Northern Cumberland 
Meworial Hospital 

Communi ty Hospital 

(565 Beds) 

(180 Beds) 

(162 Beds) 

(34 Beds) 

(30 Beds) 

Within the past year, Mercy Hospital has conducted a training 

program for hospital professionals and para-professionals to increase 

knowledge of alcoholism control and treatment. 

Westbrook Community Hospital has an emergency treatment program 

with a special follow-up component for alcoholics who are still in a 

viable position in the community. 

At Maine Medical Center, emergency care fits in with treatment 

services for alcoholics offered through the Maine Medical Center Men-

tal Health Center. (See description of Mental Health Center in this 

section.) 
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There are three centers of population concentration: Bath, Brunswick 

arrl Topsham - 31,732; Rockland, Thomaston,Rockport and Camden -

17,333; and Belfast - 5,957. Offshore islands in the area have a 

permanent population of 2,134. The remaining residents in the area 

are spread quite evenly between inland rural communities and small 

coastal towns, During the summer months, particularly July ~d 

August, many of the coastal and island communities experience an in-

flux of tourists and summer residents that mu~tiplies the~r population 

twice to several fold. 

The population of the Mid-Ooastal Area is primarily white and 

Protestant. The French-speaking population makes up only 2% of the 

total, which is the lowest percentage for any area in the state •. 

Most of the small non-white resident population is composed of service-

men and their families at the Brunswick Naval Air Station. 

Median school years completed in the entire area is 12.2, compared 

to a statewide median of 12.1~ This figure does not reflect .the fact , 

that opportunities for cpntinuing education within the area are ex-

tremely limited. Bowdoin College in Brunswick is a liberal arts 

school with a long tradi Uon, but it is not the type of i nsti tution that 

can be expect~d to include a proportionately larger enrollment from 

its immAdiA.te area. In Knox and Waldo counties the University of 

Maine offers some extension courses at local high schools. 

2. Socioeconomic Factors 

The economic picture of the Mid-Coastal Area can be broken 

down into four basic Components: 

123 

There are three centers of population concentration: Bath, Brunswick 

arrl Topsham - 31,732; Rockland, Thomaston,Rockport and Camden -

17,333; and Belfast - 5,957. Offshore islands in the area have a 

permanent population of 2,134. The remaining residents in the area 

are spread quite evenly between inland rural communities and small 

coastal towns, During the summer months, particularly July ~d 

August, many of the coastal and island communities experience an in-

flux of tourists and summer residents that mu~tiplies the~r population 

twice to several fold. 

The population of the Mid-Ooastal Area is primarily white and 

Protestant. The French-speaking population makes up only 2% of the 

total, which is the lowest percentage for any area in the state •. 

Most of the small non-white resident population is composed of service-

men and their families at the Brunswick Naval Air Station. 

Median school years completed in the entire area is 12.2, compared 

to a statewide median of 12.1~ This figure does not reflect .the fact , 

that opportunities for cpntinuing education within the area are ex-

tremely limited. Bowdoin College in Brunswick is a liberal arts 

school with a long tradi Uon, but it is not the type of i nsti tution that 

can be expect~d to include a proportionately larger enrollment from 

its immAdiA.te area. In Knox and Waldo counties the University of 

Maine offers some extension courses at local high schools. 

2. Socioeconomic Factors 

The economic picture of the Mid-Coastal Area can be broken 

down into four basic Components: 

123 



1. Manufacturing industry in and near the three 

sections of population concentration mentioned 

previously~ 

2. Fil3hing, lobstering, and summer tourism along the 

immediate coasi{. 

3. Farming, dairying and povltry rai~~ng in inland 

rural areas, and 

4. Commuter jobs in Portland, /l.ugUl3ta, Waterville, 

and Bangor. 

Recently the Mid-Coastal Area has had two major e~onomic set­

backs. The Bath Iron WQrk~, a shipyard which for some years has been 

Bath's principal employer, lost .~ bid for a lucrative defense oontract 

to build destroyers. A. more .subtl~ put pot€)ntial:,Ly damaging develop­

ment has been the steady decrease in lobster oatchesover t~e pas~' 

decade. Lobstering isa direct means of 1~ve4hood for many Micl.­

Coastal residents and is an important factor in maintaining the 

tourist trade. 

Within the area, the percentages of families living below the 

poverty level are: SagadahoG County, 10.8%; Lincoln County, l2.0%; 

Knox County, 11.3%; Waldo Oounty, 12.1%; and 10.6% for the town of 

Brunswick in Cumberland County. 

Although it is located in a geo~raphically central portion of the 

state, the Mid-Coastal Area is off to the south of Maine's population 

and industrial corridor, which runs up from Portlq.nd to Lewil3ton, 

Augusta, Waterville, and Bangor, roughly paralleling Interstate ~oute 

95. Consequently, area residepts h~ve had to travel to one of these 
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five urban areas for many specialized social and health care 

services. 

B. Existing Resources 

1. Services 

The Bath-Brunswick Mental Health Clinic, located at the Bath 

Memorial Hospital, has a full time staff consisting of an executive 

director, and a counseling psychologist. 

In addition, the Mental He~lth Center and its affiliate branches 

in the outlying Wiscasset-Boothbay-Damariscotta area, which is comprised 

of 14 communities, have the part-time services of three social workers, 

a psychiatric consultant, and a clinical psychologist. 

During the past year, the Center has supplied treatment to 26 

problem drinkers and alooholics, 16 of which were subsequently 

admitted to the Augusta State Hospital. It is recognized, however, 

that deviant drinking behavior is a significant problem for many 

other patients who come tothe plinics for help. 

Although it is usually not possible for the clinic to provide 

direct service to mil~tary personpel, the Bath-Brunswick Mental Health 

Association has noted the high incidence of problem drinking among 

the military stationed at the Brunswick Naval Air Station and has 

made overtures toward assisting in setting up an AA group at the 

base or developing some program of direct service through the clinic. 

There had been a conspicuous lack of referrals from the courts 

and local law enforcement officials of persons with alcohol related 

offenses. Similarly, few contacts with the Alcoholism Services coun­

selor for the Region or with Southern Maine Comprehensive Health 

Planning personnel. 
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The Mid-Coast Mental Health Clinic in Rockland offers individual 

counseling to area residents. Alcoholism is reported as a primary dis_ 

ability in at least 8% of cases seen, and is a related problem in a 

number of other cases. Psychiatric bed space will soon be available 

to the Clinic at Knox County Hospital in Rockland. This inpatient 

capability will give the Mental Health Clinic more flexibility in 

treating cases of alcoholism and alcohol abuse. 

Close working re~ionships have been established between the 

clinic and the various Health and Welfare services in th~ area. Two 

persons on the staff of the Rockland Health and Welfare office work 

with the Mid-Coast Mental Health Clinic on referrals and interagency 

treatment programs. 

On an individual case basis, the clinic has contacted local em­

ployers for job placement of clients with alcohol abuse problems. The 

Division of Vocational Rehabilitation has worked closely with the Mid­

Coast Mental Health Clinic toward this end, although no special em­

ployee alcoholism program exists as such in the ar~a. 

The Mid-Coast Mental Health Clinic has developed a staffing grapt 

application to NIMH. Funding would allpw the clinic to expand into 

comprehensive mental health services. 

Information and Referral 

The Pine Tree Society for Crippled Children and Adults, Inc., also 

in Bath, provides service to all inquiries for information with con­

cern for health and welfare problems and related services on a state­

wide basis. 
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State Health and Welfare Programs 

The Department of Health and Welfare maintains district offices 

in Bath and Rockland which includes both a social service unit and 

income maintenance unit. Alcoholism, general vocationa rehabilitation, 

eye care, and social worker services are offered through the Bureau 

of Rehabilitation, and come within the province of the Bureau's Re­

gion II rehabilitation team structure, which currently has its Region 

II headquarters in the Bangor Health and Welfare building. 

Alcoholics Anonymous 

Weekly AA meetings in the Knox and Waldo County area are held 

at Belfast, Rockland and Thomaston State Prison. 

The Waldo County Social Action Committee, a Community Action 

Program based in Belfast, has recently become involved with the pro­

blems of alcohol abuse within Waldo and Knox counties. The program 

at present is aimed at identifying and contacting persons with alco­

hol problems within the community and offering consultation and re­

ferral services. Contacts are usually made through an outreach staff 

who serve on the agency's other Community Action projects and have a 

close working knowledge of area social problems. This program also 

concentrates on working with police, courts and parole counselors in 

the special problem area of the alcoholic offender. 

Two overall goals are community acceptance of the problem of 

alcoholism and follow-up with job placement for the recovering alco­

holic. 

The Waldo County Social Action Committee is concerned with de­

veloping interagency coordination in the area and has scheduled a 

preliminary meeting to bring in various disciplines that deal with 

the problems of alcoholism. 
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2. Faci li ties 

General Hospitals 

Bath Bath Memorial Hospital 

Damariscotta - Miles Memorial Hospital 

Rockland - Knox County General Hospital 

Belfast - Waldo County General Hospital 

Camden Community Hospital 

(96 beds) 

(42 beds) 

(89 beds) 

(60 beds) 

(33 beds) 

Knox County General Hospital and Camden Community Hospital are 

now affiliated in the Fenobscot Bay Medical Center. The Medical 

Center will be building a new centralized facility in Rockport 

within one and a half to two years. 
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ALCOHOLISM PLANNING REGION II 

Iri-County Region 

The area and boundaries of this three county region are 

identical with those of the Androscoggin V~lley State Planning Dis-

trict, and also of Comprerepsive Health Planning District II. 

A. Descriptive Statistics 
i 

1. Population Data 

Situated in th\"l (3Outhwestern part of the State, the Tri-

County Region of Androscoggin, FrGlnklin apd Oxford Counties 

represents an area of 4,263 square mileq (approximately 13% of Maine's 

total land mass of 30,920 square miles), It is bounded on the north 

by the Canadian prov:i,nce of Qu,e'bec, on the east and south by the 

Maine counties of Somer~et, Ke~nebec, Sagad,ahoc and Cumqerland, and 

on the west by New Hampshire. 

Its combined 1970 P08vlation of 157,180 is about 16% of the 

State total. This represent$ a modest 5.2% increase over the 1960 

census figures. 

Within the region is one Standard Metropolitan Statistical Area 

which includes the cities of Lewiston-Auburn plus the satellite town of 

Lisbon. Together these co~unities had a 1970 population of 72,474 or 

nearly 50% of the people living in the entire region. They account 

for Androscoggin County's comparatively high population density of 

192.6 per mile, second highest in the State and exceeded only by 

Cumberland County to the ~outh. 

l29 

ALCOHOLISM PLANNING REGION II 

Iri-County Region 

The area and boundaries of this three county region are 

identical with those of the Androscoggin V~lley State Planning Dis-

trict, and also of Comprerepsive Health Planning District II. 

A. Descriptive Statistics 
i 

1. Population Data 

Situated in th\"l (3Outhwestern part of the State, the Tri-

County Region of Androscoggin, FrGlnklin apd Oxford Counties 

represents an area of 4,263 square mileq (approximately 13% of Maine's 

total land mass of 30,920 square miles), It is bounded on the north 

by the Canadian prov:i,nce of Qu,e'bec, on the east and south by the 

Maine counties of Somer~et, Ke~nebec, Sagad,ahoc and Cumqerland, and 

on the west by New Hampshire. 

Its combined 1970 P08vlation of 157,180 is about 16% of the 

State total. This represent$ a modest 5.2% increase over the 1960 

census figures. 

Within the region is one Standard Metropolitan Statistical Area 

which includes the cities of Lewiston-Auburn plus the satellite town of 

Lisbon. Together these co~unities had a 1970 population of 72,474 or 

nearly 50% of the people living in the entire region. They account 

for Androscoggin County's comparatively high population density of 

192.6 per mile, second highest in the State and exceeded only by 

Cumberland County to the ~outh. 

l29 



While no significant percentage of racial minority groups reside 

within the region, there is an exceedingly high percentage of poor 

people who, indeed, constitute a significant minority group. 

2. Socioeconomic Data 

According to the Maine Office of Economic Opportunity, fami­

lies with less than $3,000 annual income in 1970 were Androscoggin, 

18.5%; Franklin, 19.6%; and Oxford, 19.6%. Each of these was consid­

erably higher than the Maine average of 16.4%, which in turn was 

higher than all other New England states except Vermont. 

The economy of the area has depended for many years on the 

textile, leather and wood products industries. This narrow economic 

base and the low wages traditionally paid by these industries have 

contributed to the unusually high ratio of women in the work force. 

The ratio of production workers in these manufacturing industries 

is 46% male to 54% female, while the national ratio is 62% male to 

38% female. 

The twin cities of Lewiston-Auburn, located in the southern­

most part of the region on opposite banks of the Androscoggin River, 

serve as the region's major urban center and provide a number of 

significant regional functions. Overall the area is 120 miles north 

to south and 60 miles east to west. This dispersement of people, 

coupled with inadequate public transportation, represents a major 

barrier to the accessibility to adequate medical care as well as 

other important services. 

In the early 1960's the region faced a serious threat when 

several of the major textile operations closed down, and again in 

the late 1960's when many of the shoe factories did likewise. Since 

then a number of new industries, including chemicals, rubber, plastics, 
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and food processing, have made their appearance and it is hoped that 

these will expand and serve to diversify the economic base. Outside 

the metropolitan area, a large paper processing plant in Franklin County 

has improved the economic picture. However, the development of highly 

mechanized processes in manufacturing have made drastic reductions in 

employment. For example, the large paper mill in Rumford, representing 

that town's only industrial mainstay, has automated so extensively 

that an alarmingly high unemployment rate has resulted and population 

has plummeted since 1960. Further evidence of this continuing decline 

is to be found in a comparison of revised estimates of non-agricul­

tural employment infue Lewiston-Auburn Standard Metropolitan Statis­

tical Area for 1970 and 1971. These annual summary tables show a 

decline in employment of 1,400 industrial and manufacturing workers 

during the 12-month period from December 1970 to December 1971, and 

an overall decline for both manufaGturing and non-manufacturing of 

1,000 workers. 

B. Existing Resources 

l. Services 

The Tri-County Mental Health catchment area is identified 

geographically with the Tri-County Health Planning Region and the 

Tri-County Regional Planning and Development District. 

Until recently, the Mental Health centers in this region, while 

devoting a large percent of their efforts to cases in which alcoholism 

is a prominent factor, have not been equipped to provide alcoholism 

counseling per ~. However, in December 1971 the Franklin County 

Counseling Service, utilizing the Emergency Employment Act, employed 

a full time alcoholism counselor. 
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Construction of the building in Lewiston which now houses the 

regional planning staff as well as the clinic of Child and Family 

Mental Health Services, Inc., was begun in 1966 under a Community 

Mental Health Center construction grant, and was completed in 1967. 

A~MH staffing grant was awarded in 1967 and the center became op­

erational in November of that year. 

Child and Family Services in Lewiston serves as the core agency 

for mental health services in the Tri-County Area. Although no specific 

alcoholism program exists at Child and Family Services at this time, 

several particular service components facilitate treatment of clients 

presenting alcoholism or alcohol related problems. 

Child and Family Services staffs a psychiatric ward at St. Mary's 

hospital in Lewiston. Over the past year admissions for alcoholism 

as a primary or secondary problem have constituted 40 to 50% of the 

total. This in-patient psychiatric unit is presently designed for 

short term care and deals mainly with emergency treatment and any 

acute psychological symptoms that may be presented by the alcoholic 

patient. Following discharge, follow-up is provided through outpatient 

counseling at Child and Family Services. 

Contact between Child and Family Services and the local police 

has been good. Alcholics apprehended intoxicated are usually brought 

either to the C.F.S. offices or direct to the psychiatric unit at st. 

Mary's in more severe cases. 
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Child and Family Services would like to expand into more compre­

hensive services for alcoholism including a system whereby the courts 

could refer certain alcoholic offenders to the Mental Health Center. 

Child and Family Services maintains close contact with other a­

gencies dealing with the problem of alcoholism. In particular, there 

is an ongoing consultation program with the Bureau of Social Welfare, 

Department of Health and Welfare. Initiative has been taken to include 

the Division of Vocational Rehabilitation in this consultation program. 

A counselor from Child and Family Services meets regularly with the 

Rural Community Action Ministry. 

Health and WelfareServices - Division of Alcoholism Services 

The Bureau of Social Welfare, and the Division of Vocational 

Rehabilitation maintain district offices in Lewiston. DVR has three 

counselors in this office who serve the Western Maine Tri-County Area. 

The Division of Akoholism Services has one. Consultation linkage with 
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The Rural Community Action MinistEY, an interdenominational 

council of rural parishes, is concerned with various social problems 

within the eastern half of the Tri-County Region. Alcoholism is a 

significant factor in so many instances where ministers do counseling 

for family and individual troubles that Rural Community Action 

Ministry has placed particular emphasis on this problem. 

Tri-County Alcoholism Control, Inc. 

In February, 1972, this non-profit interdisciplinary committee 

incorporated to coordinate the activities of various agencies dealing 

with alcoholism and plan development of services in the region. 

T.A.C. is an independant organization but it is also intended to func­

tion as the alcoholism planning arm of the Tri-County Health Planning 

"B" Agency. 

Some of the projected activities of T.A.C. relating to planning 

and development of services are: 

--A surv~ utilizing questionnaires and personal interviews 

to elicit both objective and subjective information on alcoholism 

from a cross-section of the Tri-County community. 

--Compiling a detailed profile of area needs for alcoholism 

services, 

--Fostering coordination and involvement between professionals 

and lay groups that deal directly with or are interested in 

problems relating to alcoholism, and 

--Optimal utilization of existing resources. 
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The Tri-County Health Planning Agency serves the Tri-County 

Region from a headquarters in Lewiston. This agency has been instru­

mental in the formation of Tri-County Alcoholism Control Inc. Affilia­

tion of T.A.C. with Tri-County Health Planning Agency is intended to 

allow T.A.C., which represents both consumer and health care interests, 

extra flexibility in planning for and assisting in the development 

of alcoholism services. Tri-County Health Planning is now in the 

process of submitting a grant proposal for planning funds to NIMH­

NIAAA on behalf of T.A.C. 

2. Facilities 

Farmington 

Lewiston 

Norway 

Rumford 

General Hospitals 

Franklin County Memorial Hospital 

Central Maine General Hospital 

St. Mary's General Hospital 

Stephens Memorial Hospital 

Rumford Communi~ Hospital 

135 

(50 beds) 

(269 beds) 

(233 beds) 

(41 beds) 

(97 beds) 
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ALCOHOLISM PLANNING REGION III 

Kennebec Valley Region 

Comprised of two counties, Kennebec and Somerset, this 

Kennebec Valley Region is coterminous with the Kennebec State 

Planning and Development District and Comprehensive Health Planning's 

Region III. 

A. DESCRIPTIVE STATISTICS 

1. Population Data 

With a population of 95,247, Kennebec County ranks fifth 

among the 16 counties. Somerset ranks eighth with a population of 

40,597. Kennebec, in the southern part of the region, is largely 

urban, with population concentrations inthe Waterville-Fairfield­

Winslow area (31,175), Augusta-Hallowell-Farmingdale area (27,182), 

and the Gardiner-Randolph compact (8,426). 

Skowhegan, with a population of 7,601, is the largest community 

in Somerset County. It has one shopping center and a general hospital. 

Of the 135,844 inhabitants of the two counties, 135,401 are whites, 

75 are blacks, 134 Indians, 96 Orientals, and 94 representing other 

racial groups. 

The following additional five outlying communities in the Mid­

Coast area which orient toward the Kennebec Valley region for many 

social services, report the following (1970) populations: 
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Unity 1280 
Palermo 645 
Somerville 
Plantation 215 
Whitefield 1131 
Richmond 2168 

TOTAL: 5439 

The economic, educational, and social structure of these communities 

are compatible with the total catchment area. The towns are rural in 

nature, with the residents looking to Augusta and Waterville for em-

ployment, purchasing of major items, and health care. There are no 

major industries in these communities. 

2. Socioeconomic Data 

In Kennebec County, 13% of all families have incomes less 

than $3,000; in Somerset County, 18.4%. In the total catchment area, 

median family income, however, is $8,185, only slightly less than the 

state median of $8,205. 

Rate of unemployment among the civilian population statewide 

for February 1972 was 8.8%. The regional breakdown on unemployment 

was 6.0% for Kennebec County and 14.9% for Somerset. 

In Kennebec County the median school years completed is 12.2. 

In Somerset County the figure falls off to 11.6 years with the State 

figure put at 12.1. 

There are five institutions of higher learning in Kennebec 

County: the University of Maine at Augusta, Colby and Thomas Colleges 

in Waterville, Unity College in Unity, and Gates Business School in 

Augusta. Preparatory schools include those at Kents Hill, Maine Cen-

tral Institute, and Oak-Gr0ve Classical Institute. The Maine School 

of Practical Nursing is in Waterville. 
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In Waterville the three major industrial employers are Scott 

Paper Co., Keyes Fibre Co., and C.F. Hathaway Shirt Company. To­

gether they employ approximately 3,000 people. In Augusta the ~jor 

employers are the Federal and State governments with 10,000 employees, 

and Bates Manufacturing Company, which employs 960 men and women. The 

area also relies extensively upon pulp and paper, textile and apparel, 

poultry processing and leather and shoe industries. 

The northern half of the region is primarily woodlands and pulp 

and paper industries are prevalent. This area is considered not only 

of aesthetic value, but of economic importance to the State. The 

southern half of Somerset County is devoted to farming, dairy cattle, 

and light industry. The St. John, Penobscot and Kennebec Rivers 

flow through Somerset County, assuring ample water supply for in­

dust~, recreational facilities, and community needs. 

B. EXISTING RESOURCES 

1. Services 

Kennebec Mental Health Center 

Though it has no specially instituted alcoholism program as 

such, the Center now provides individual and family therapy in this 

area. Industrial and business referrals made by employers or employer 

representativ~ to the center are reported to be on the increase. 

Especially in the case of one large paper mill in the Waterville area, 

these referrals of problem drinking employees have become a matter 

of recognized operating procedure. 
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The Kennebec Mental Health Center has an excellent working 

relationship with the Division of Alcoholism Services Counselor 

for the Kennebec Valley Region whose office is in downtown Waterville. 

This relationship involves consultations on individual cases between 

the Alcoholism Counselor and members of the Mental Health Center staff 

and ajoint effort to deal with the client's problems. At the present 

time a new facility for the Kennebec Valley Mental Health Center* 

is under construction on a site adjacent to Thayer Hospital in 

Waterville. When this facility is operational, the Division of 

Alcoholism Services Counselor will have an office within the Center. 

The Kennebec Mental Health Center has also been approved for an 

NIMH staffing grqnt and is now awaiting funding. When this grant 

is implemented, the Center will initiate and extend services through-

out the region. Notable among new services will be community based 

outreach workers who sho~ld be able to playa significant role in 

identification and referral to the Center of persons troubled by 

alcoholism or alcohol related problems. 

The Diocesan Bureau of Human Relations conducts several programs 
I 

in the Kennebec Valley Region that bear upon individual and family 

problems related to Alcoholism and Alcohol AbUse. On-going programs 

include a homemaker service with a staff ofl6 that assist families 

*Note that reference is made here to Kennebec Mental Health Center and 
Kennebec Valley Mental Health Center. When this agency has imple­
mented both building and staffing grants, it will officially be a 
Community Mental Health Center offering comprehensive services through­
out the region. Hence the name change from Kennebec to Kennebec 
Valley, 
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where the mother is disabled or family life is seriously disrupted by 

a crisis situation. This program is an extension of general family 

counseling services offered through the Waterville office of the Bureau 

of Human Relations. In addition, this agency is about to extend services 

through two programs that coordinate closely with other regional 

agencies. 

--A program involving the State Department of Health and Welfare, 

the State Department of Mental Health and Corrections, and the 

Kennebec Valley Mental Health Center entitled Comprehensive 

Aftercare and Preventive Services for Families Undergoing 

psycho-social Disruption. One target group in the program 

is 500 discharged patients from Augusta State Hospital living 

in the Kennebec Valley Region. Among this group of former 

patients is a sizeable percentage with alcohol abuse problems. 

This aftercare and follow-up service is projected to be im­

plemented by July 1, 1972. 

--The Diocesan Bureau of Human Relations will provide the staff 

and coordinate the Community Outreach Program of the Kennebec 

Valley Mental Health Center. This outreach program is a com­

ponent of the Kennebec Valley Mental Health Center's approved 

staffing grant proposal to NIMH- which is now awaiting funding 

(see description of Kennebec Valley Mental Health Center, this 

section) • 
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Regional Health Agency - Upper Kennebec Valley 

Until recently, this organization was not a designated Compre­

hensive Health Planning "B" agency. As a result, initiative in 

planning for alcoholism services, and some other areas of health care 

has not been possible. This agency has expressed an interest in in­

cluding planning for alcoholism services wi thin the scope of its ne1;v 

activi ties as a liB" agency, and in assisting coordination of alcoholism 

services in Region III. 

Bureau of Rehabilitation 

This regional alcoholism counselor functions as one of the Bureau 

of Rehabilitation's Region III team, under the supervision of a director 

stationed in Augusta. Closely allied in function therefore, is the 

general vocational counselor (Division of Vocational Rehabilitation). 

This worker's active caseload includes a number of individuals whose 

primary disability has been diagnosed as alcoholism, with its concom­

mitant handicaps to personal and social functioning. 

Alcoholics Anonymous meets in the following communities in Region III: 

Augusta, Gardiner, Fairfield, Skowhegan, Togus V.A., Waterville and 

Pittsfield. Meetings are held in Augusta and in the Waterville area 

three or more times a week. AA conducts weekly meetings at Togus V.A. 

Hospital and provides transportation so that Togus patients can attend 

meetings in nearby communities. There are Al-Anon family group meetings 

in Augusta, Waterville, Skowhegan, Pittsfield and Winslow. 

The Maine Christian Civic League, with headquarters in Waterville, 

offers educational and informational material'on alcohol and drug abuse 

to public schools and to organizations having an interest in these pro­

blems. For a number of years the League has been in support of legis­

lation to direct a portion of state revenue from the sale of alcoholic 
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beverages into services that provide for the prevention and treatment 

of alcohol abuse and alcoholism. 

2. Facilities 

Augusta --

Gardiner --

Pittsfield 

Waterville 

Skowhegan 

General Hospitals 

Augusta General Hospital (183 beds) 

Gardiner General Hospital (52 beds) 

Sebasticook Valley Hospital (33 beds) 

Thayer Hospital (175 beds) 
Seton Hospital (150 beds) 
Waterville osteopathic Hospital (78 beds) 
Fairview-Reddington Hospital (85 beds) 

The Togus U. S. Veterans Administration Hospital runs a Compre-

hensive Alcoholism Treatment Program. Elements of the program include: 

1. Acute emergency care and inpatient treatment. 

2. Individual and group psycho-therapy and counseling, 
Educational and informational presentations are included 
in this service element. 

3. An array of rehabilitation services offering physical 
therapy, vocational evaluation and vocational counseling 
with assistance in job placement and phased adjustment 
to an independent status in the community. 

4. A pilot project to bring in wives of hospitalized 
alcoholics for bi-weekly discussion groups. 

5. A research component involving compilation of statistical 
data plus a special research project to test and evaluate 
the effectiveness of lithium carbonate for patients mani­
festing chronic alcoholism and depression. 

All patients admitted to the Neuropsychiatric Section at Togus 

with a primary diagnosis of alcoholism or an alcohol-related problem 

are eligible for the program. Admissions to the program are by 

voluntary consent of the patient. If there are attendant medical 

problems the patient is first sent to the General Medical Section until 

his condition is stabilized. The program can accomodate 90 patients 
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in two special wards, plus a ten bed detoxification section. 

The Togus V.A. Hospital is also in the process of developing 

a counseling program for any of its ~lployees with alcohol problems. 

This program is being run in conjunction with the Division of Al­

coholism Services. The first phase is a familiarization course for 

supervisors in the hospital, to lay a groundwork of trust and understand­

ing. 

Augusta State Hospttal 

The effect of the policy, adopted recently by the Department of 

Mental Health and Corrections, of not accepting as pati~nts at the 

Augusta and Bangor Hospitals persons whose primary diagnosis is acute 

alcoholism per se, has been particularly felt in Region III, where 

the Augusta State Hospital is located. 

In a larger sense this policy change is an aspect of the pre­

vailing emphasis on community-based mental health services, Community­

based services, whether they be inpatient or outpatient, are seen as 

a much more viable approach to treatment than hospitalization in a 

statewide institution. 

In the past, Augusta State Hospital and its Bangor counterpart 

have been chronically overcrowded and understaffed, with the result 

that many patients received little more than custodial care. Con­

sequently, it is hoped that expansion of local mental health resources 

will permit a more favorable patient-to-staff ratio, and that the 

quality and scope of treatment for hospitalized patients will markedly 

improve. 

A recent restructuring of both physical facilities and patient 

services has entailed the "unitization" of the Augusta State Hospital 
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into geographic units corresponding to a broad configuration of mental 

health areas in the State. In this way the treatment teams in each 

unit who work with patients during their hospitalization are able to 

follow through and coordinate their efforts with those of staff mem­

bers in the local mental health clinics who handle post-release care. 

Through this greater utilization of mental health centers, the 

advantages of community-based patient services are expected to become 

much more apparent. Duration of inpatient hospitalization can be 

shortened, thus reducing the undesirable effects of prolonged insti­

tutionalization. The system is expected to result not only in more 

effective but economical programs. The Commissioner of Mental Health 

and Corrections has pointed out that whereas it costs about $6,000 

annually to keep a patient in the Augusta State Hospital, community­

based services through mental health centers can be provided for 

about 10% of that amount. 

Fairfield Institute, Inc. 

This 60 bed inpatient facility licensed as a private hospital 

by the Department of Health and Welfare in January 1972, was established 

for the express purpose of caring for persons in the acute stages of 

alcoholism. All admissions are voluntary or by physician referral. 

Length of stay, depending upon the patient's condition, varies in most 

cases from five days to two weeks. The Bureau's alcoholism rehabilita­

tion counselor in Waterville is available to interview and counsel 

patients. In addition, the Institute works closely with local A.A. 

groups and encourages its patients to attend local meetings. The 

Institute has a medical staff of three attending and five consulting 

physicians. In addition to 24-hour medical coverage, there is an 
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attending physician either on the premises or immediately available 

each weekend. The Institute supplies 24-hour registered nursing 

service seven days a week. supplemented by a trained auxiliary staff 

including orderlies, aides, and volunteers. 

Routine laboratory services are provided each patient by a regis­

tered technician upon admission, with specialized laboratory procedures 

available through agreements with local hospitals. Dental services 

are also available on the premises. Blue CrOSS/Blue Shield and private 

insurance companies recognize the Institute's rate structure for reim­

bursement purposes. 
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ALCOHOLISM PLANNING REGION IV 

Eastern Maine Region 

This planning region, comprised of Hancock, Washington, Penob-

scot, and Piscataquis Counties, is coterminous with the Eastern Maine 

Mental Health Area II. With the important exception of not including 

a part of Waldo County, it otherwise corresponds to Comprehensive 

Health Planning Region IV, and at least demographically, combines the 

Penobscot and Eastern Maine State Planning and Development Districts. 

A. Descriptive Statistics 

1. Population Data * 

This land area of nearly 12,500 square miles, is the largest 

single planning region in the State. It is bounded on the north and 

east by Aroostook County and the Province of New Brunswick, on the 

south by the Atlantic Ocean, and on th West by Somerset, Kennebec, and 

Waldo Counties, and Penobscot Bay. The 1970 population was 206,127.** 

The primary population concentration is in the Penobscot River 

Valley where 85,000 live near the Bangor area. There is a seasonal 

summer influx of nearly 77,000 persons for the entire region, where 

the normal population density is 16.6 persons per square mile. Over 

80 percent of this permanent population lives in rural areas. 

*For the most part, descriptive information in this section has 
been used by permission from two major sources: (1) the original 
Staffing Grant Application for a Comprehensive Community Alcholism 
Services Program developed by the Counseling Center in Bangor, 
June 1970, and (2) State of Maine Community Mental Health Center 
Surv§y, Planning and Program Development, Department of Mental 
Health and Corrections, Fiscal Year 1970 , pp. 65-75. 

** u.S. Census Bureau, General Population Characteristics of Maine, 
1970, Table 34. 
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Population concentrations occur in the north and northwest around 

Millinocket and East Millinocket, 10,309; Lincoln, 4,759; Dover-Fox-
I 

croft, 4,178; and Milo, 2,572. In the south and southeast these popu-

lation centers are around Ellsworth, 4,603; Bar Harbor, 3,716; Bucksport, 

3,756; Machias, 2,441; Eastport, 1,989; Calais, 4,044; and Lubec, 1,949. 

In the south and southwest they are Newport, 2,260 and (actually in 

Waldo County but very close to Bangor) Winterport, 1,963. The region 

surrounding these pockets of population is a sparsely settled farm area 

of diminishing productivity, in combination with forest covered wiLder-

ness. 

The population is predominantly White and Protestant, with these 

denominations comprising about 74 percent of the total. Th~ remaining 

26 percent of Catholic faith are for the most part of either French-

Canadian or Irish descent. A significant minority are the 1,232 Maine 

Indians of the Penobscot and Passamaquoddy tribes. The 1970 census 

counted only 479 blacks. 

2. Social-Economic Data 

The economy depends primarily on pulp and paper manufacture, agri-

culture, and small industvial enterprises. Shoes, textiles, pottery, 

furniture and wood products are the leading manufactured products. A 

major though seasonal industry is tourism. Minimum wages tend to pre-

vail in those areas not touched by the large paper manufacturing indus-

tries, and the entire region has been designated a 90 percent poverty 

area for Comprehensive Alcoholism Services planning by the u.S. 

Department of Health, Education and Welfare. 
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According to the 1970 census, Washington County had the highest 

percent of families with incomes below the poverty level than any other 

county in Maine. This percentage figure, along with those for the other 

three counties in the region, follows:* 

Washington 
Hancock 
Piscataquis 
Penobscot 

19.0% 
12.0 
10.6 

9.9 

The Maine Employment Secunty Commission reports the annual averages 

for total unemployment for the same year (1970) as shown here: 

Table I - Total Unemployment, Annual Average, 1970 

Washington 

Hancock 

Piscataquis 

Penobscot 

11.8% of labor force, with a high of 
16.8 in January and a low of 5.3 in 
September. 

6.7% with a high of 12.5 in February and a 
low of 1.6 in Septemberv 

6.6% with a high of 12.5 in February and a 
low of 1.6 in September. 

4.9% with a high of 5.4 in both March and 
May, and a low of 4.1 in January. 

Along the coast, small boat manufacture is carried on by skilled 

craftsmen who receive low wages. Fishing for lobster, herring, mackeral 

and shr~imp contributes to the economy. This entails hard work and long 

hours, often under dangerous conditions and with small financial return 

for th e effort, investment, ani risk. 

In many ways the area is self-contained, with Bangor-Brewer ., 

serving as the commercial hub for distribution of goods and services to 

eastern and northern Maine. It is also the major center for financial, 

*General Social and Economic Characteristics, 1970, U.S. Bureau of 
the Census, 1972. 
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medical, social welfare and educational programs and services. As 

the third largest city in Maine, Bangor with its population of 33,168 

has a trading population of 360,000. The twin cities, Bangor and 

Brewer, have a combined population of 42,468. Within a 25 mile radius 

live 98,000 people, and within a 50 mile radius, 135,000. 

During the 19th century and into the present one, Bangor esta-

blished its supremacy as a world famous lumbering center. Although 

40 miles from the ocean, it is on tidal waters of the Penobscot River, 

and coastal shipping comes into Bangor from the Atlntic Ocean. 

Although 12 institutions of higher learning are situated within 

the region, only 6 percent of its present adult population over 25 

years of age have had one to three years of college or other post-high 

school education. The area also has a high dropout rate from high 

school, with many students not entering high school after finishing 

the eighth grade. 

B. Existing Resources 

1. Services 

The Counseling Center's Alcoholism Services Program* 

In the past year and a half the cluster of services available to 

combat alcoholism and alcohol related problems in Region IV have in-

creased several fold with the introduction of the Comprehensive Community 

Alcoholism Services Program by the Counseling Center. The Counseling 

* The following description of this areawide comprehensive program's 
major elements has been adapted in part from the Counseling Center's 
second year continuation grant application. 
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Center had previously provided general mental health services for all 

sectors of Region IV, and with the implementation of this program moved 

into services adapted to the particular needs of clients with alcoholism 

and alcohol related problems. Although the program size and funding 

base of the Counseling Center alcoholism program exceeds the present 

assets and capabilities of all other agencies and services in the area, 

the prevailing climate has been one of coordination rather than domi-

nation, with the Counseling Center working jointly with other agencies. 

By means of a NIMH staffing grant approved and funded in January 

1971, the Counseling Center has developed and implemented the only 

Comprehensive Alcoholism Services Program in the State, and the only 

one in New England to be accredited by NIMH-NIAAA. It employs a staff 

of over 60 professional and technical personnel, and provides the 

following services: 

Inpatient 
Outpatient 
24-Hour Emergency 
Rehabilitation 
Consultation and Education 
Intermediate Care 
Training 
Research and Evaluation 
Partial Hospitalization 

(a) Inpatient Element 

In its original application, the Counseling Center proposed to 

furnish inpatient services for alcoholics and problem drinkers in a 

~new specialized treatment program" which was to be established at the 

Bangor State Hospital. Arrangements for this detoxification and in-

patient service element had been worked out with the Hospital's 

superintendent, and it was believed that the hospital would not only 

continue to be the major provider of inpatient services for alcoholics 
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in the acute phase, but would mobilize its resources to handle a 

larger number of such emergency admissions. 

As it turned out, however, at about the same time the application 

grant was approved and funded, the administration at the hospital under­

went a change, a new superintendent was appointed, and a new policy 

was adopted which denied further admission of non-psychotic, chronic or 

acutely ill alcoholics. As an alternative solution, arrangements were 

made to provide this acute inpatient service through the psychiatric 

inpatient facility at the Eastern Maine Medical Center in Bangor. To 

facilitate this, The Counseling Center revised its original staffing 

plan, and through a cooperative arrangement with EMMC, five additional 

full time physicians were employed during 1971 to staff the emergency 

room. In so doing, the attitude and treatment of alcoholics at the 

hospital not only improved, but it made EMMC the only hospital in the 

catchment area where a physician is on duty 24 hours a day. 

From this emergency room a patient may be treated and sent home, 

admitted as a patient to a medical ward by his own physician, or 

admitted to the psychiatric unit at EMMC (C-3). 

Chiefly through the public relations efforts of the Alcoholism 

Services specialists, The Counseling Center's Alcoholism Services Ad­

visory Committee, State Alcoholism Services counselors, and a significant 

number of private citizens concerned about the problem of acute treat­

ment for alcoholics, other general hospitals in the Bangor area, in­

cluding St. Joseph's and the Bangor Osteopathic, have modified their 

admission policies accordingly. 

In addition to these, the other general hospitals in Region IV 

provide emergency inpatient services if recommended by a staff physician, 
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though attitudes toward this particular issue, especially in regard 

to the uninsured and indigent patient, varies from one institution to 

another. 

Approval of the Counseling Center's staffing grant made possible 

the hiring of 12 Alcoholism Service Specialists, who serve as a prime 

source of help to the alcoholic in gaining admission for inpatient 

care. He accompanies the patient to the hospital, assists in the 

admitting procedure by furnishing personal information about the pa­

tient, and establishes himself with the patient, the hospital staff 

and accompanying persons as a person to assist in the patient's care. 

Once the patient has become stabilized, further treatment and re­

habilitation plans are then initiated with him as his individual needs 

may require. This continuity of care is again provided by the Alcoholism 

Services Specialist who arranges with the patient for whatever follow up 

after inpatient treatment may be appropriate in his particular case. 

This may consist of outpatient counseling, or admittance to an inter­

mediate care facility. 

(b) Outpatient Services 

The 12 alcoholism services specialists serve another important 

function, that of outpatient counselor. One of the basic goals of the 

Counseling Center has been the provision of counseling services within 

a 50 mile radius of all persons residing within the mental health 

catchment area. Consequently the satellite branches consist essentially 

of clinical teams, with an alcoholism specialist serving on each team. 

These specialists, while serving in their outpatient capacity, provide 

both group and family counseling, as well as individual counseling, for 

their clients. They serve also as client advocates, seeking job oppor­

tunities, working with police departments and the court system, -with 
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community action agencies, and any others that may be a direct or 

indirect source of help to the client and his family. 

(c) 24-Hour Emergency Service 

The Counseling Center, since July 1969, has operated a 24-hour 

emergency phone service, but it was not until the comprehensive alco­

holism program got underway and a much-publicized "Dial HELP" system 

was put into effect in February 1971 that it became the important entry 

point into the ~stem that it is today. With phone linkages to the EMMC 

emergency unit and psychiatric unit, to area hospitals, the ARC, alco­

holism services specialists, community representativ.es and other elements 

within the network, the worker on duty can receive an incoming call 

directly, on both a WATS line and local lines, and also on an extension 

from the Center switchboard. Again the alcohol specialist, on 24-hour 

duty, seven days a week, plays a key role. It is usually he or she that 

the volunteer worker summons to provide crisis intervention, and to 

intercede for the patient in the hospital .emergency room. 

(c) Intermediate Care and Rehabilitation 

Alcohol Rehabilitation Center (ARC) 

The ARC facility, located on the grounds of the Bangor State Hospital 

in a large one-story brick building formerly used for the treatment of 

tuberculosis patients, incorporated many of the therapy programs which 

were originally intended for the Counseling Center's inpatient element 

into an expanded intermediate care and rehabilitation element. These 

adaptations have been designed to strengthen the alcoholism services 

program by placing within one facility a continuous program from re­

habilitative therapy to vocational rehabilitation. 
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Now that those who have taken initial responsibility for the 

treatment of the chronic or acutely ill alcoholic have some place to 

refer him, the ARC has greatly improved the chances of alcoholic ad­

missions to area hospitals because these hospitals now know they will 

not be stuck with the patient. The State Hospital's position regarding 

emergency treatment for alcoholics in the acute phase had been reflected 

to the smaller hospitals, since each had expected to be inundated with 

alcoholics unable to pay for their treatment and nowhere to go once this 

treatment had been supplied. 

The ARC has been a jointly sponsored activity of both the Coun­

seling Center and the Bangor State Hospital. It is set off and apart 

from the main complex, and the building, all utilities, maintenance, 

supply of services, dietetics, etc., are contributed to the program 

by the hospital. As part of this cooperative working relationship, 

all patients admitted to the ARC are informally admitted to the 

hospital. Under such arrangements patients are free to leave the 

ARC at their own discretion. 

Since the first week of July 1971, the ARC has operated at 90-100 

percent of capacity (31 patients), and most of the time has several 

names on its waiting list. Its staff consists of a full time director, 

full time assistant director, one registered nurse, three licensed 

practical nurses, a vocational rehabilitation counselor, a social 

worker, two part-time alcoholic service specialists, one part-time 

psychiatrist, a receptionist, a full time Stanford Research Institute 

(SRI) research assistant, and six full time psychiatric aides. Ad­

ditional staff include a part-time psychologist two days a week, a 

part-time pastoral counselor, and a complement of 5 to 15 volunteers 

and/ or students. 
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An intensive therapeutic regimen is maintained, along with rehabi-

litation and vocational support, for a period of 90 days.* 

(d) Industrial Prevention 

Until recently the Counseling Center had been operating a residential 

facility in East Millinocket providing a three-week course of counseling 

and treatment for employed alcoholics. 

Although results with the few drinkers participating in the 

program were encouraging, referral response from industry was lacking 

and the facility was closed for lack of clients. Emphasis has been 

shifted to establishing industrial consultation programs, and developing 

communication and understanding of the program in cooperation with 

union as well as management. 

(e) Counseling and Education 

The Counseling Center has conducted over two hundred sessions on 

alcohol abuse in schools, produced five T.V. programs on alcohol and 

six radio programs. 

(f) Research and Education 

The Counseling Center carries on a program aimed at the development 

of information systems for both management and evaluation of problems 

relating to alcoholism. Its data processing department has integrated 

the Stanford Research Institute ATC system with thealready existing 

patient record system. 

New programs now under way or under development at the Counseling 

Center: 

1. An Industrial Alcohol Program for the Bangor area, aimed at 

intervening in the destructive alcoholism process. The program will 

* See appendix for 1971 admission statistics, Alcohol Rehabilitation 
Center, reproduced from the Counseling Center's continuation grant 
application for alcoholism services. 
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hopefully be funded through the Bangor Youth Center. 

2. To locate a day-treatment center within one hour's drive of 

everyone in the catchment area. 

3. Conversion of Industrial Alcohol intermediate care center in 

East Millinocket to a Halfway House. The house will accommodate eight 

clients and a resident manager. 

4. A funding proposal to assist Indians of Eastern Maine in 

developing alcoholism services within the tribal community. 

5. Enlargement of the Community Representative Program. This 

program provides community-based outreach workers who can respond on 

the spot to crises and emergencies. 

Bureau of Rehabilitation 

As noted earlier, the Bureau of Rehabilitation maintains a 

regional office at 117 Broadway in Bangor, with each of the three 

Divisions represented by two workers. One of the two Alcoholism Reha­

bilitation Counselors, who functions also in the capacity of court 

representative, covers a geographic area that extends considerably 

beyond the two counties. The alcoholism counselor who is in charge 

of the Alcoholism Division's regional Counseling Center in the building 

also carries a caseload that includes persons in Penobscot and Pisca­

taquis counties. However, he finds it necessary to devote the major 

portion of his time to work activities in the urban Bangor-Brewer area 

and its neighboring communities. Both these counselors coordinate many 

of their work activities with those of the area mental health center's 

Alcoholism Services staff. This Alcoholism Services component of the 

regional mental health center includes not only the personnel who work 

out of the Counseling Center in Bangor, but also those in the Center's 

branch offices at Ellsworth, Millinocket, Machias, Bar Harbor, Dover­

Foxcroft, and Calais. 
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In regard to their affiliation with the Counseling Center's 

Alcohol Services Program, for example, the State Division's alcoholism 

counselors, perform these functions, among others:* 

1. Conduct group and individual counseling at ARC, 

2. Assist in the cooperative development of specific alcoholism 
programs for schools, 

3. Provide the Center's Alcoholism Program with a movie pro­
jector to be used in the presentation of information about 
alcoholism to various groups, 

4. Provide liaison between ARC and the Bangor Halfway House, 

5. One counselor provides conjointive therapy with the Counseling 
Center's alcoholism therapists for individuals leaving the 
State correctional system and entering either the ARC or the 
Halfway House. 

6. One counselor serves as a member of the Center's Alcoholism 
Services Committee. 

The two State alcoholism counselors attached to the Bureau's 

Division of Alcoholism Services also contribute substantially to the 

program at the Bangor Halfway House, a private non-profit corporation 

with its own Board of Directors that has ties of affiliation with the 

Counseling Center. They also cooperate with a number of other community-

based programs that are either directly involved or otherwise concerned 

with alcohol related problems. 

At the present time one of the Vocational Rehabilitation Counselors 

in the Bangor Office has clients in his active caseload who are receiving 

intermediate care at both the ARC and the Bangor Halfway House. In 

* Cf. "Alcohol Staffing Grant (Continuation)," The Counseling Center, 
submitted March 27, 1972, by Executive Director Richard T. Lamping 
to the National Institute of Mental Health. 
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addition to these, he has a number of other clients with alcohol 

related problems who do not require this domiciliary type of care, 

but who are receiving some other combination of diagnostic, restora-

tive, vocational, and supportive services through the Division. 

Alcholics Anonymous 

Alcoholics Anonymous has chapters in a number of communities in 

Region IV and holds meetings several times weekly in the Bangor-Brewer 

Area, including a Sunday morning group at the Halfway House and 

Tuesday evening group at the Alcohol Rehabilitation Center. Other 

communities with active A.A. groups are Dexter, Mattawankeag, Machias, 

Dover-Foxcroft, Ellsworth, Millinocket, and Indian Island. There are 

Al-Anon groups in Bangor, Ellsworth and Millinocket. 

Diocesan Bureau of Human Relations Services 

This agency maintains a regional office in Bangor located within 

the Counseling Center's facility. The Bangor office runs an information 

and referral service for social problems which links up with the Coun-

seling Center's I & R network. In Washington County the Bureau of 

Human Relations conducts a crisis intervention family homemaker service 

with a staff of 16. 

2. Facilities 

General Hospitals 

Bar Harbor 
Blue Hill 
Calais 
Castine 
Dexter 
Dover-Foxcroft 
Eastport 
Ellsworth 
Lincoln 
Machias 
Millinocket 
Milo 

Mt. Desert Island Hospital (93 beds) 
Blue Hill Memorial Hospital (23 beds) 
Calais Regional Hospital (71 beds) 
Castine Community Hospital (16 beds) 
Plummer Memorial Hospital (35 beds) 
Mayo Memorial Hospital (36 beds) 
Eastport Memorial Hospital (29 beds) , 
Maine Coast Memorial Hospital (60 beds) 
Workman Hospital (25 beds) 
Down East Community Hospital (38 beds) 
Millinocket Community Hospital (36 beds) 
Milo Community Hospital (19 beds) 
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The above listed hospitals provide emergency alcoholism treat­

ment in their respective localities. Admissions policies may vary 

from one to the other. 

In addition four hospitals in the Bangor area provide detoxifi-

cation. These are~ 

1. J. A. Taylor Osteepathic Hospital (98 beds) 

2. St. Joseph's Hospital (130 beds) 

3. Eastern Maine Medical Center (322 beds) runs a unit 

(C-3) that is an affiliate of the Counseling Center's 

Comprehensive Alcoholism Services Program. 

4. utterback Private Hospital is a 26 bed facility. 

The Bangor Halfway House, a residential intermediate care 

facility, is described under Facilities in the State Survey section 

of this report. 
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Alcoholism Planning Region V (Aroostook County) 

This land area is in all important respects coterminous with 

Comprehensive Health Planning Region V, Mental Health Are~ 1, and the 

Northern Maine State Planning District. It comprises approximately 

one half of the Bureau of Rehabilitation's Region IV, which also in­

cludes Penobscot and Piscataquis counties. 

A. DESCRIPTIVE STATISTICS 

1. Population Data 

Northernmost of Maine counties, Aroostook's 6,453 square miles 

represents a land mass larger than the States of Connecticut and Rhode 

Island combined. Although on its 4t million acres of cleared land 

the inhabitants grow potatoes at the rate of a packed carload every 

ten minutes, day and night, from May to October, it is 80% forests, 

mountains, rivers and streams, and remains one of America's great 

wi~derness areas. It is bounded on the north and northwest by the 

Canadian Province of Quebec, on the northwest and east by the Province 

of New Brunswick and on the south and southwest by the Maine counties 

of Washington, Penobscot, Piscataquis and Somerset. 

Its population of 94,078, of which 7,881 are servicemen stationed 

at Loring Air Force Base in Limestone, is concentrated in the eastern 

section of the area along a line from south to north near the New 

Brunswick border. This is the great agricultural region in which there 

are about 1,400 square miles of cultivated fields. The remaining area 

of about 5,400 square miles is largely wilderness, dotted with lakes 

and streams, through which runs the newly-created Allagash Wilderness 

Waterway, flowing north to join the St. John River that forms the 
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United States-Canadian border. Within this tract are the limits of 

the Appalachian Mountain Range. 

The area is 640 miles from New York City, 425 miles from Boston, 

325 miles from Portland, and 160 miles from Bangor, Maine, the nearest 

metropolitan trading and banking center. 

The principal communities in the area are Houlton, the county 

seat which is situated in the southern section, with a population of 

8,111; in the east central area, Presque Isle, 11,452; Caribou, 

10,419; Fort Fairfield, 4,859; and Limestone, the location of Loring 

Air Force Base, with a civilian and military population of 10,300. 

To the northeast lie the towns of Van Buren, 3,971; Madawaska, 5,585; 

and Fort Kent, 4,575.* There is no Standard Metropolitan Statistical 

Area within the region or within 150 miles of it. 

The popUlation density in the area is about half that of the 

State: 11.8 per square mile, as against 32.1 inhabitants per square 

mile for Maine. Of the people in the area, 49.4 percent live in urban 

areas (towns and places of 2,500 or more) and 50.6 percent in rural 

areas.** 

* General PopUlation Characteristics: Maine; U.S. Department of 
Commerce, Bureau of the Census, August 1971. 

** ~, U. S. Census Bureau 
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During and after World War II, when several military installa-

tions were functioning there, Aroostook County's population showed 

a decided increase. This was then followed by an even larger decrease 

in the 1960's when all but one of these bases were closed. This 

12,000 decrease in population is shown below: 

TABLE I 

Population of Aroostook County by Census Year. 

1940 

94,436 

lli.Q 

96,090 

1960 

106,064 

Despi te having the highest outmigra tion, Aroostook also has- ,the 

highest birth rate in the state: 23.2 births per thousand population 

compared with the state's 19.9 (The large proportion of French-

Canadian settlers have tended to have larger families than the other 

ethnic groups. Also, the young servicemen and their wives have con-

tributed to the higher rate.)* 

In 1970, the non-white population of Aroostook was 1,415, or 

1.5 percent of the population. Many of these (760) were servicemen 

and their dependents stationed at Loring. The remainder is accounted 

for by the estimated 436 Maine Indians living throughout the County 

and 219 persons of other non-white races. There are no Indian 

reservations.** 

* Fertility ratio for Loring Air Force Base and its environs is given 
in the Census report as 539 children under 5 years of age per 1,000 
women 15 to 49 years, compared with the County's ratio of 414 and 
the overall State ratio of 376. 

**u.S. Census Printout, 1970, Maine State Library, and 
General Population Characteristics: Maine, p. 86 

162 

'". 

During and after World War II, when several military installa-

tions were functioning there, Aroostook County's population showed 

a decided increase. This was then followed by an even larger decrease 

in the 1960's when all but one of these bases were closed. This 

12,000 decrease in population is shown below: 

TABLE I 

Population of Aroostook County by Census Year. 

1940 

94,436 

lli.Q 

96,090 

1960 

106,064 

Despi te having the highest outmigra tion, Aroostook also has- ,the 

highest birth rate in the state: 23.2 births per thousand population 

compared with the state's 19.9 (The large proportion of French-

Canadian settlers have tended to have larger families than the other 

ethnic groups. Also, the young servicemen and their wives have con-

tributed to the higher rate.)* 

In 1970, the non-white population of Aroostook was 1,415, or 

1.5 percent of the population. Many of these (760) were servicemen 

and their dependents stationed at Loring. The remainder is accounted 

for by the estimated 436 Maine Indians living throughout the County 

and 219 persons of other non-white races. There are no Indian 

reservations.** 

* Fertility ratio for Loring Air Force Base and its environs is given 
in the Census report as 539 children under 5 years of age per 1,000 
women 15 to 49 years, compared with the County's ratio of 414 and 
the overall State ratio of 376. 

**u.S. Census Printout, 1970, Maine State Library, and 
General Population Characteristics: Maine, p. 86 

162 

'". 



Maine has one of the highest percentages of population over 65 

in the nation, with 11.6 percent in this group: Aroostook has only 

8.5 percent, the State's lowest. 

The median age of 24.3 years (in 1970) is below state and 

national averages, a statistic accounted for in part by the Loring 

population. 

2. Socioeconomic Data 

(a) Unemployment 

According to statistics of the Maine Employment Security Commission, 

unemployment is higher in Aroostook County than in any other county in 

the State. Ir. July of 1971 Aroostook County, with a work force ~f 

38,100, had 7,200 unemployed and an unemployment rate of 18.9 percent. 

For the same period the State of Maine, with a work force of 429,000 

had 38,700 unemployed and an unemployment rate of 9.0 percent. Thus, 

Aroostook County's unemployment is more than twice that of the State 

as a whole.* 

(b) Family Income 

A study of Maine families in 1968 shows that of the 26,000 

Aroostook County families in 1967, 5,642 (21.7 percent) had annual 

incomes of less than $3,000. Another 5,200 families (20 percent) 

had annual incomes of between $3,000 and $5,000. In other words, 

41.7 percent of Aroostook County families in 1967 had annual incomes 

of $5,000 or less. Considering the median size of Aroostook families 

*Demographic descriptions and the rationale for proposed services 
in this section have been adapted by permission from a staffing 
grant application for a comprehensive community alcoholism ser­
vices program submitted in September, 1971, under the auspices 
of the Aroostook Mental Health Services, Inc., Fort Fairfield. 
This application for $345,056 in staffing funds has since been 
approved by NIMH but not yet funded. 
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(4.27 persons per household and the highest in the State) this puts 

an extremely high proportion of families in the poverty bracket. 

The usual definition of poverty is a family income of less than $3,000 

per year. However, an income between $3,000 and $5,000 may be grossly 

inadequate for a family that is large or facing problems of health. 

This then is another reason why Aroostook families must make their 

income go further than most other families in Maine and the U.S. 

Maine had 3.34 persons per household and the United States 3.29.* 

When applied to median family income, this means that Aroostook County 

families had only $1,039 per household member whTle Maine had $1,459 

and the United States $1,720 in 1960. In using the Poverty Area 

Primary Designation method for Mental Health Catchment Areas, the State 

Mental Health Authority con~luded that Mental Health Area I, Aroostook 

County with 26.4 percent of its families having incomes less than 

$3,000, ranks number 1 on its Poverty List by regions. Poverty in 

Aroostook is 'exceeded only by that in Washington County, where 28 

percent of all families are so designated. 

As already noted, the economic base of Aroostook is largely 

centered in potato growing. This agricultural industry fluctuates 

widely from year to year, depending on the overall national 

economy and a complex of other factors, not least of which is the 

weather. Thus, it is never stable and it would appear that undue 

reliance has been placed on potatoes as the one staple crop. As 

prices fluctuate with supply and demand, the economic well-being of 

* I2i£,(from Poverty in Maine, researched and prepared for the Maim 
Office of Economic Opportunity by ARCO, Inc., Augusta, Third Edition, 
1968, pp. 21-132.) 
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the whole area fluctuates accordingly, with depressed conditions 

often occurring even when the rest of the country is experiencing 

prosperity. Attempts to alleviate these wrenching shifts in economic 

well-being have been made by introducing some diversification of 

commercial crops. Along with this, the development of larger, 

corporate-owned and/or supported farms selling produce at stable 

prices is attempting to steady the economy. As it stands at present, 

a good year for the farmer puts a fair amount of money into the 

region's economy, while a bad year has far-reaching and depressing 

economic effects. Thus banks often have to carry Aroostook farmers 

through a second and third season and make additional loans which cuts 

sharply into the supply of available money. 

The economic problems of rural farm-based families, particularly 

in this potato growing area are further influenced by the fluctuations 

in personal income from farming. Despite greatly increased costs of 

living, costs of production, and other inflationary factors that have 

drastically reduced dollar value, Maine total cash farm income in 
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in attracting industries to industrial park developments. Presque 

Isle has converted a former Air Force Base to a "Skyway Industrial . 
Park" now housing several important industries including Aroostook 

Shoe Company, Converse Rubber, International Paper, and Indian Head 

Plywood. Allied Houlton Footware Corporation has come to Houlton, 

and other emerging industries have provided employment to more than 

3,000 men and women in the area. 

Loring Air Force Base in Limestone, Maine, with a population of 

10,300 servicemen and their dependents, contrubutes substantially to 

the regional economy. 

The country is also beginning to take advantage of its unparalled 

opportunities for developing a major recreation industry. Aroostook 

claims one of the most beautiful parks in the nation, and its natural 

terrain and climate offers all the advantages of a Vacationland 

throughout the four seasons of the year. Ski slopes are being developed, 

and snowmobiling has become especially popular. Not only because of 

its unlimited potential for attracting outdoor recreation and sporting 

enthusiasts in search of unspoiled country, but also for the benefit 

of its own residents, this recreational development has both economic 

and social importance. Although some sports such as skiing and 

snowmobiling are comparatively expensive and therefore beyond the 

reach of many wage-earners in the county, in an area with as long 

and confining a winter as Aroostook, this aspect of expanding its 

wintertime recreation resources is of considerable importance. 
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B. Existing Resources 

1. Services. 

In its staffing grant app~cation cited at the beginning of 

this section, the Aroostook Mental Health Center commented on its 

research findings that revealed great discrepancies between the sur-

vey it conducted of existing resources and its survey of need, in the 

following statement: 

'Recognizing that poverty, economic fluctuations, and un­
certainties, and the pressure of large families and lack 
of education place unusual demands upon individuals, it 
is apparent that high quality mental health services are 
needed in the area. Low income is usually accompanied by 
dropping out of school, and therefore, inadequate education, 
vocational skills not commensurate with abilities, unemploy­
ment and under-employment, substandard housing, food, cloth­
ing, medical and dental cafe, a low level of social and 
civic participation, lack of mobility and loss of motivation, 
hope, and incentive for oneself and one's family. When these 
things occur, all the emotional and mental health problems 
associated with feelings of worthlessness and inadequacy 
arise. ' 

As part of its survey, the Aroostook Mental Health Center reviewed 

both its inpatient and outpatient admissions to determine the percentage 

of services being provided to alcoholics. In the three month period 

April through June of 1971, 18 of 165 individuals admitted as outpatients 

were given a primary diagnosis of alcoholism. This represents 10.9 

percent of the total admissions. The Center was therefore providing 

345 hours per week of outpatient services. This 10.9% represents 37.6 

hours per week of outpatient services related to alcoholics. 

During a five month period from January through May of 1971, the 

inpatient service admitted 53 patients with a primary diagnosis of 

alcoholism out of a total of 195. This represents 27 percent of the 

admissions to that unit. Of the 360 hours per week of inpatient service, 

27 percent represents 97.2 hours of service provided. The Center was 
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thus providing at the time of its grant application a total of approxi­

mately 134.8 hours of inpatient and outpatient services to alcoholics 

per week. 

In preparing its application, the Center reflected its current 

volume of man-hours for maintaining this level of effort by showing that 

7 of the 14 part-time positions requested in its staffing grant proposal, 

and 1 of the 28 full time positions, were "old services" now being 

performed. The one full time position (40 hours per week) is that of 

Psychiatric Aide. The Executive Director, Program Director, Budget 

Counselor, and two psychologists have been devoting at least half of 

their time to this work, and the Inpatient Social Worker devotes 8 

hours per week for a combined total of 156 hours. 

In addition, this Center, as well as the outpatient clinics in 

Houlton and Fort Kent are supplying numerous other direct and supportive 

health services to their clients. 

Association of Aroostook Indians 

The Association of Aroostook Indians has received an Alcoholism 

Grant of $25,000 from the Office of Economic Opportunity for the period 

of September 1, 1971 through August 31, 1972. The program was designed 

for the purpose of bringing Indian people in contact with quality ser­

vices related to the problem of alcoholism. It represents an outreach 

program into the Indian community, staffed by Indians in the service 

of Indians. 

Central Aroostook Action Program Alcoholism Services 

Central Aroostook Action Program submitted a proposal for alco­

holism services to provide counseling to alcoholics and to encourage 
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them to participate in AA efforts. The grant was funded for two 

years at $25,000 a year. When the grant was returned from D.E.D. 

it stipulated that counseling services should not be the main focus 

of the program. As a result of this grant, however, both the pro­

gram director and assistant director have been enabled to attend and 

complete the six-weeks training course at the Rutgers School of 

Alcohol Studies, in New Jersey. 

Under their direction, the CAAP Center functions primarily as an 

information and referral service. As such it has established highly 

effective working relationships with all of the human services agencies, 

not only in the Central Aroostook area, but in Northern and Southern 

Aroostook as well. Consequently, the staff has been making progress 

in coordi nating services. 

2. Facilities 

The following general hospitals have entered into Agreements of 

Affiliation with Aroostook Mental Health Service to work together in 

providing services for the alcoholic, contingent upon funding of the 

NIMH-approved proposal for a Comprehensive Community Alcoholism Ser­

vices Program in Aroostook County: 

Community General Hospital, Fort Fairfield (a 65 bed facility) 

Arthur R. Gould Memorial Hospital, Presque Isle (81 beds) 

Van Buren Community Hospital, Van Buren (30 beds) 

Peoples Benevolent Hospital, Fort Kent (70 beds) 

Each of these area hospitals have agreed "to admit alcoholic 

patients for emergency medical care consistent with accepted medical 
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standards." Each has further agreed "to refer the patient to the 

Aroostook Mental Health Center at or near the time of admission." 

The Center on its part has agreed "to accept such referrals and 

respond by seeing the patient and assisting in the development and 

implementa tion of an appropriate post hospital plan." Exchange of 

information and records as needed is further agreed" between 

member-parties. 
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3. Special Needs of Specific Groups 

A. Indians 

Maine's Indian population is a distinct minority group with par­

ticular needs in service design. Maine Indians are the last group of 

native Americans in the northeastern part of this country who have 

retained a good measure of cultural distinctiveness and been able to 

resist homogenizing assimilation into the pervasive life style of 

predominantly European descendants. As with Indians in other parts of 

the country, this straddling of two cultures points up various social 

problems, particularly poverty and alcoholism. Alcoholism and alcohol 

abuse have a high incidence among Maine Indians, and form a reciprocal 

relationship with other problems besetting this group. 

Indian life style is based on a different world view than that of 

European descended whites. An Indian's relation to his environment is 

one of integration, with a pronounced respect for natural order. In 

contrast, the prevailing world view in western civilization and among 

white Americans has been to dominate and "conquer" the environment. In 

this view man and nature are seen as distinct, unreconcilable entities. 

In many ways the "conquest" of nature has been carried ad absurdum, hence 

the current attention to ecology - a distinctly Indian trait. The 

transplanted American cultural tradition as a corollary to its concept 

of man and nature, stresses individualism, competitiveness and the 

attainment of success in a chosen field. The Indian sees no great merit 

in financial and material attainment for its own sake, and has often 

been characterized as "lazy" because of this. Possibly, if ecology 

becomes a functional part of this nation's cultural and economic life 
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rather than a public relations catchword, the Indian's problem of 

adjustment to the dominant culture will be lessened. Until such time, a 

goal in planning services for alcoholism and any other societal problems 

among the Indian population should be the delivery of social services 

through the Indian cultural structure. 

Maine's statewide Indian population is approximately 2600. Of 

this population 75% live in Penobscot, Washington and Aroostook Counties 

which comprise the eastern and northern quadrants of the state. Within 

the sector are three reservations and three urban areas with a signifi­

cant Indian population. 

Washington County: 

Pleasant Point Reservation and vicinity - 400 

Indian Township Reservation and vicinity- 300 

Penobscot County: 

Indian Island Reservation and Old Town - 350 

Bangor and vicinity - 150 

Aroostook County: 

Houlton and vicinity - 250 

Caribou and vicinity - 250 

The state Department of Indian Affairs has submitted a grant 

proposal for planning funds to NIMH to help create "an alcoholism 

program for Indians in Maine designed to fit the unique cultural and 

social parameters of Indian life." Both the Counseling Center in 

Bangor and Aroostook Mental Health Center have agreed to coordinate 

with this study and work with its research investigator. 
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On a regional basis The Counseling Center has sent a grant pro­

posal to NIMH for development of an Indian Alcoholism Program within 

the eastern Maine region. This program calls for services that will 

be structured primarily within the tribal communities. Included is a 

provision for "mini halfway houses" run by Indian families and a treat­

ment staff of four Indian Alcoholism Liaison personnel functioning under 

a Program Coordinator. Linkages with other general service components 

of the Counseling Center's Community Alcoholism Services Program will 

be utilized whenever they appear to be beneficial for the individual 

Indian client. 

Development of effective indigenous Indian alcoholism services 

will require a large amount of input from and attention to local tribal 

councils as well as coordination between the agencies delivering ser-

vices. 

B. Troubled Employee Programs 

Employed alcoholics and problem drinkers on the job constitute a 

group that offers a special challenge to various treatment resources 

in the state. Here, we can deal with persons manifesting alcohol 

problems who are not yet debilitated to the extent where a total reha­

bilitative effort is necessary. Also, among employed problem drinkers 

are those who may never develop chronic alcoholism symptoms, but will 

continue on in a difficult state of marginal adjustment. In this 

context, employee alcoholism programs are preventative as well as 

treatment oriented. The principal effort is to intervene in the des­

tructive alcoholic process before such assets as job, family, friends 

and social standing are lost. 
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Alcoholism is, of course, a segment of an interrelated array of 

individual and social problems that may beset the work force in a given 

industry. As such, a comprehensive approach to employee alcoholism is 

a~eved by treating this problem within the larger scope of a troubled 

employee's occupational health program. Within such a program however, 

specific services for alcoholics and alcohol abusers should be available. 

Development of a troubled employee's program may proceed from 

several agencies offering coordinated services to the employer, or from 

a single agency that is capable of delivering a number of services. 

Following are some important elements of a troubled employee program 

that includes services for alcoholism and alcohol abuse: 

1. Groundwork; where representatives from the service agency(ies), 

management and unions meet to define objectives. 

2. Establishm8nt of trust; workers must be sure that they are not 

being subjected to a "shake down". 

3. Internal capacity for identification and referral of troubled 

employees; the cooperation and understanding of a foremen and 

supervisors is essential to insure the referral of employees for 

the program to operate. Particularly in the case of alcohol pro­

blems where an employee's job may be at stake, foremen are often 

loath to identify someone with such a problem. 

4. Within the factory, business or organization group discussions 

on alcoholism and other employee problems can be encouraged to 

complement counseling services extended by the assisting outside 

agencies. 

5. Recognition by insurance companies as third party payers of 

alcoholism as a treatable illness. 
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c. Educational and Preventative Programs for Youth 

Educational and informational programs concerning alcohol use and 

abuse vary greatly from one school system to another throughout Maine. 

Many schools limit mention of the subject to a yearly assembly presenta­

tion on "Temperance DaY", while others incorporate information and 

discussion of alcoholism as a part of the curriculum in health classes. 

Educational approaches vary not only in the method of presentation, but 

also in regard to the content and thrust of the information presented. 

Too often total abstinence is stressed as the only way of adjusting to 

the question of alcohol usage, while in fact our society tlsells" alcohol 

consumption as an important social function. The disparity between what 

society actually accepts and encourages and the content of many school 

alcohol education presentationSis so great as to render them virtually 

ineffective. The first step in developing educational programs is to 

insure that they reflect the prevailing attitudes in society at large. 

There is a need for flexible curriculum guidelines in alcohol 

education that all schools in the state can utilize. Assembly presen­

tations have some value, but emphasis needs to be laid on continuous 

exposure to the material in the classroom where opportunity for discussion 

and feedback from the students is possible. Following are some particu­

lar areas of attention in the development of such a curriculum. 

1. Moral stigma against alcohol use should be avoided, and 

particularly the alcoholic should not be characterized as one 

who has "fallen into evil ways". 

2. Reoognizing that alcohol usage is condoned by the majority 

of society, preventative education should show how alcohol abuse 
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is a convenient but dangerous reaction to various problems 

that may confront a person during his lifetime. It should be 

stressed that susceptability to alcohol addiction and resultant 

alcohol dependence and addiction can be presented and pupils 

told where they can turn for help should they perceive such a 

pattern developing. 

3. Alcohol abuse and alcoholism needs to be compared and related 

to other forms of drug abuse. Abuse of addictive drugs is currently 

a high visibility issue and offers a natural approach to the subject 

of alcoholism and alcohol abuse which is our number one drug abuse 

problem. 

4. Attention should be paid to the child who is being adversly 

effected by a family situation involving an alcoholic parent. 

Outside agencies such as Alateen and the Community Mental Health 

Centers work in this area but involvement of the schools has been 

incidental. An alcoholism education curriculum can be designed to 

provide help for a student in such a situation by describing and 

promoting discussion on the effects of alcoholism on the family 

as a whole and telling the student where he can turn for further 

assistance. 

The University of Maine should develop training programs on alcoho­

lism for teachers who are responsible for health instruction in the 

schools. Most teachers prepared in the State have never been exposed to 

a unit on alcohol use and abuse. This is true at both elementary and 

secondary preparation levels. Instructional resources need to be pulled 
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effected by a family situation involving an alcoholic parent. 

Outside agencies such as Alateen and the Community Mental Health 

Centers work in this area but involvement of the schools has been 

incidental. An alcoholism education curriculum can be designed to 

provide help for a student in such a situation by describing and 

promoting discussion on the effects of alcoholism on the family 

as a whole and telling the student where he can turn for further 

assistance. 

The University of Maine should develop training programs on alcoho­

lism for teachers who are responsible for health instruction in the 

schools. Most teachers prepared in the State have never been exposed to 

a unit on alcohol use and abuse. This is true at both elementary and 

secondary preparation levels. Instructional resources need to be pulled 
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together and made available to both teachers in preparation and 

those in the field. Summer workshops on alcoholism and alcohol abuse 

for teachers, administrators and public service workers would equip 

out school systems with educated personnel able to approach the subject 

on a more objective basis. 
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III. ACTION PLAN 

A. PLAN 

1. Recommendations Based Upon Survey of Need 

Earlier in this study it was reported that the Division of Al­

coholism Services, basing its estimate on the Efram and Keller figure 

which in turn is derived from the Jellinek formula, generally considers 

that 25,000 persons of drinking age in Maine are "alcoholics". The 

Division uses this term in reference to persons in the early~ incipient 

stage of alcoholism and on through to the late, chl"fmio-acute stage. 

Another estimate~ suggested by the State Bureau of Mental Health, and 

derived from the formula: 993 9 663 total population times 5%, yields an 

estimate nearly twice that, or 50,000. Somewhere in the middle is the 

suggestion by the National Highway Traffic Safety Ailininistration, that 

some 7% of any state's driving population are alcoholics. Applied to 

Maine, this would be approximately 28,000 men and women. 

(1) Uniform Data Collection and Reporting System 

One of the most evident needs to emerge from the survey· was for 

some uniform system of reporting and recordkeeping that would permit 

the State and the regions to become much better informed concerning 

the numbers of persons they are currently providing services to; how 

many persons in each of the specific target groups - for example,pro­

blem drinking drivers; underage am hence "illegal" problem drinking 

youth; "closet drinkers", etc., they should be planning £2£; and. also 

to be able to project these estimates for purposes of planning and 

financing needed programs. It is recommended, therefore, that: 
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The designated State agency should take the initiative in adopting 

and encouraging statewide use of a unifonn system for keeping statistical 

information by public and private agencies, organizations, and insti­

tutions that already maintain records in some form as part of their 

standard operating procedure. 

More specifically, it is recommended that the designated agency 

develop or adopt such a system which will utilize a common data base, 

in cooperation with other bureaus and divisions within the Department 

of Health and Welfare; with the Department of Mental Health and 

Corrections, and particularly that Department's Community Mental Health 

Services component; with the Secretary of StateQs Motor Vehicles Division 

which administers the Alcohol Safety Action Program; the Maine Hospital 

Association and all others as appropriate. 

Law enforcement and medical psychological treatment data will be 

especially important information sources. In the case of the latter, 

such information should include numbers of persons treated, frequency 

of admission and readmission, and duration of treatment. Court records 

and hospital patient discharge summaries obviously contain this infor­

mation. In their present form, however, neither of these sources 

provide a reliable index of alcohol related cases. 

At the local and regional level, responsibility for such data 

collection and utilization should be assumed as a major function of each 

regional alcoholism planning and implementation unit. 

2. Utilizing Existing Resources Through Comprehensive Community 

Programming 

A prerequisite for a comprehensive community alcoholism services 

program is the mobilization of all eri sti ng resources, defined in the 
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broadest sense to include current services, facilities, professional 

and nonprofessional personnel, community support, and both actual and 

potential sources of funding. This is of particular importance in those 

regions of the State characterized by scarce, fragmented services, and 

undocumented community attitudes. 

The major recommendation of this plan, therefore, and the one 

given the highest priority, is that: 

The Division of Alcoholism Services shall administer the 

State plan through a gYstem of regional planning organizations. 

The primary charge of each of the regional planning bodies will be 

directed toward the examination and discovery of local needs as a basis 

for determining how resources can best be mobilized and allocated to meet 

those needs. Implicit in this charge will be the objectives of esta­

blishing, maintaining, coordinating, and evaluating projects for the 

development of more effective prevention, treatment, and rehabilitation 

programs to deal with alcohol abuse and alcoholism. 

It is evident that the extent of the problems must first be measured 

to determine the kinds and extent of resources available to meet them. 

There already exists in each of the regions--but in a widely varying 

distribution-- a number of institutions and agencies that are already 

providing or that have the potential to provide some aspect of a broad 

range of programs to these target populations. It then becomes essential 

to assess the capabilities of these existing resources in terms of the 

numerical incidence and special needs of the various groups which have 

been identified. It is expected that the regional planning organizations, 

once established, will address themselves to:(l) collecting and analyzing 
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data and research results, (2) evaluating current programs in light of 

this data, (3) implementing a regionwide education and information 

program, and (4) assuring adequate involvement of organized professional 

and lay groups in the development of a comprehensive program. 

3. Planning and Implementing a Broad Range of Services 

The components of a comprehensive service delivery program have 

already been cited: a major recommendation of this state plan, and also 

of top priority, is that: 

An areawide comprehensive alcoholism service system should be 

established and/or expanded in each of the alcoholism planning 

regions. 

A model for the comprehensive service system recommended here is 

the one developed under the auspices of the Counseling Center in Bangor, 

which is the Comprehensive Mental Health Center for the Eastern Maine 

Mental Health Area (Area II). Its several components are geared to 

meeting needs by means of Prevention; Outreach and Referral; Treatment 

and Rehabilitation; and Aftercare. 

It should be noted in this context that the proposed regional 

planning organizations will not ordinarily engage in the direct provision 

of services, although they will be incorporated bodies. They will pur­

sue their objectives of promoting the development of comprehensive 

services through influencing other organized groups and agencies that do 

have operating responsibilities to adapt or modify their activities for 

the purpose of implementing this overall objective. 

The goals toward which the regional alcoholism planning organiza­

tions will direct their activities, therefore, will be: 
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(1) Compl'eheQ~.iveYle§Ji (services having the capability to meet 

the differential problems of alcohol abuse and alcoholism) 

(2) Community centeredness (services operating in and designed 

for local areas) and 

(3) Coordination (so as to assure a sufficient array or 

continuum of services to meet various needs). 

4. Meeting Local Needs 

It is believed that the most effective method of meeting local 

needs is through the direct involvement of services providers and local 

citizens in the formation of these regional alcoholism planning organi­

zations. It is recommended that: 

Regional alcoholism planning organizations should develop 

their own area plans on an ongoing basis, with the full 

cooperation of those governmental or private agencies, 

organizations 01' institutions whose assistance they may 

wi sh to engage. 

5. Meeting Needs of Specific Groups 

Most problem drinkers and alcoholics, though they may not acknowledge 

their problem, are already in contact with one or more major helping 

agencies such as welfare agencies, general hospitals, mental hospitals, 

community mental health centers, or family service agencies. Provision 

of comprehensive services, therefore, involves much more than responding 

to the needs of self-identified alcoholics and obvious alcohol abusers. 

To be sure, this aspect of service is of prime importance. It is also 

these groups which, in the past ha ve constituted almost the entire clientele 

of alcoholism service agencies. But at least of equal importance is the 
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intercepting and identifying of alcoholism problems among those indi­

viduals already known to community agencies for other problems. It is 

in this context that an operational system of uniform reporting will 

be most meaningful to helping agencies, and will provide the opportuni­

ties for offering therapeutic intervention to persons whose alcohol 

connected problems heretofore have gone unrecognized and untreated. 

B. ACTIVITIES IDENTIFIED 

1. Activities of the Designated Agency 

(a) Maintain, as an ongoing activity, a continuing survey of need 

for the prevention and treatment of alcohol abuse and alcoholism, 

including a survey of the facilities needed to provide services 

for alcohol abuse and alcoholism and an ongoing plan for the 

development and distribution of such facilities and programs 

throughout the State, 

(b) Provide for the administration of the plan through the system 

of regional planning organizations proposed in the foregoing re­

commenda tion, 

(c) Provide such reports as may be required or requested by the 

Secretary of Health, Education, and Welfare through his designated 

authority, the National Institute of Alcohol Abuse and Alcoholism 

in the National Institute of Mental Health, 

(d) Submit modifications am amplifications of this present State 

plan at any time upon request of the Institute, and at least annually, 

(e) Provide assurances, as specified in Part VIII (Assurances) of 

this State plan, 

(f) Make contracts and/or agreements necessary or incidental to the 

performance of its duties and the execution of its authority, in-
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cluding contracts and/or agreements with public and private 

agencies, organizations, and individuals, 

(g) Coordinate its Statewide administrative functions with the 

activities of the regional alcoholism planning organizations, and 

with all other State, local, or private agencies, organizations, or 

institutions concerned with alcohol abuse and alcoholism prevention, 

treatment, and rehabilitation programs, and assist in the advance­

ment of such programs, 

(h) Act as the State clearinghouse for alc0holism education and 

training. As such, the agency will be responsible for designing 

innovative training materials for lay and professional workers 

in the field of alcoholism on a statewide basis. It will also be 

responsible for preparing and disseminating educational materials 

for the general public and potential service beneficiaries on the 

subject of alcohol abuse and alcoholism, describing what service 

resources are available in the State, and how these services may 

be obtained, 

(i) Organize and sponsor training programs for all persons concerned 

with these problems, including both professionals and laymen, 

(j) Design an overall evaluation system which can be used by the 

regional planning organizations in evaluating local programs. This 

effort should allow objective decision-making both with respect 

to existing programs and those programs which may be proposed, 

(k) Sponsor and encourage research studies both for statewide program 

planning and implementation, in cooperation with other interested 

parties, and also design specific research studies in consent with 

regional planning organizations. The latter will ordinarily be 
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focused on specific issues indigenous to the local areas, and 

will be conducted essentially by the regional organizations, 

their consultants, aides, community representatives, and volunteers, 

(1) Assist in the development of and cooperate with alcohol 

education and treatment programs for employees of Federal, state, 

and local governments, and with businesses and industries in the 

state, 

(m) Exert leadership in promoting State legislation for the funding 

and development of alcoholism program in Maine. 

2. Activities of the State AdvisoEY Council 

Functions and responsibilities of this official advisory body, in­

cluding such duties as advising the official agency, reviewing certain 

grant applications as these relate to the State plan and particularly 

as they relate to the provisions of the Hughes Act, recommending priori­

ties, and encouraging public understanding and support of the alcoholism 

program, have been described in Part I (C) of this State plan in the 

words of Governor Curtis. 

3. Activities of the Regional Alcoholism Planning Organizations 

Regional planning organizations will include both service providers, 

public and private, and other representatives of organizations, agencies, 

institutions and interested groups, and at least equal numerical repre­

sentation of consumer interest groups and individuals. It is recommended 

that each planning organization be composed of at least 51% consumers, 

including recovered alcoholics. 
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Each regional planning organization will be staffed 
by a full-time planning coordinator whose salary will 
be paid from the State's formula grant allocation. 

The regional coordinator's function will be to assist in the 

development and coordination of an areawide comprehensive alcoholism 

system. It will be his responsibility to assure that areawide parti-

cipation in the planning organization is representative of the broad 

spectrum of present and contemplated alcoholism and alcohol related 

services. 

Specific responsibilities of the regional planning organizations 

will include: 

(a) Developing, encouraging and fostering regional and local plans 

and programs for the prevention of alcohol abuse and alcoholism. 

Each region will develop a plan of services based upon a study of 

need. Priorities emerging from these plans will provide the basis for 

encouraging service development. The process of developing plans and 

priorities will be emphasized in order to assure the dynamic, ongoing 

nature of regional program assessment and development. 

(b) Coordinating programs within a service system designed to meet 

the criteria of comprehensiveness and insure continuity of care. 

Coordination will be fostered through (a) representation in the 

regional planning organization, and (b) through a regional review and 

comment procedure relating to grant proposals originating in the region 

and proposed by groups and individuals for funding under provisions 

of P. L. 91-616. 

(c) Reviewing and commenting on alcohol related grant applications. 

The review and comment function at the regional level will be 

consistent with the State plan process for setting priorities and upon 
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other criteria developed tw t.he regional planning organization. 

Applications will then be referred to the state Advisory Council for 

review and comment. 

(d) Evaluating programs for alcohol abuse and alcoholism preven­

tion, treatment, and rehabilitation. 

Preliminary criteria, subject to further review and refinement, 

are set forth in Part IV, B (2) of this plan. These evaluation 

cri teria will add another dimension to decision making at the local 

level. It is expected that these may be modified to fit the specific 

goals and objectives of particular programs at the local level. 

(e) Functioning as an initiator and clearinghouse for alcohol 

rela ted information. 

This function will include referral to and development of community, 

State and Federal resources for alcohol abuse and alcoholism programs. 

Information and education programs of various kinds, designed for a 

variety of target groups, may be expected to include media campaigns, 

utilizing printed resources, radio, television, audio-visual materials, 

etc.; speakers bureau, conceived of as a coordinated effort in cooperation 

with individuals such as A.A., Al-Anon, and Al-Ateen members, alcoho-

lism counselors and specialists, vocational rehabilitation counselors, 

etc.; youth campaigns, with local school systems, colleges and universi­

ty, vocational-technical institutes, etc., as primary targets; programs 

for business, labor, and industrY, and professional education, with a 

coordinated effort to educate and enlist the help of employers, union 

officials, and the entire spectrum of professionals including medical 

personnel, mental health, educators, clergy, social service, legal, law 

enforcement, and others. 
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(f) Engaging in resource development. 

A prime function of these regional organizations will be to 

endeavor to generate local financial and other resource contributions 

to support a system of "community services" in the most literal sense. 

Legislative action is also an important element of resource development 

which is best addressed at the "grass roots" local levels. 

The structure of the regional planning organizations will be 

consistent with the requirements for incorporation. Beyond this 

necessary structure, by-laws, committees, work groups, etc., will be 

determined by the organization members. 

4. Activities of the State Alcoholism Planning Coordinator 

In addition to the five regional planning coordinators, it is 

proposed that: 

A State-level alcoholism planning coordinator be engaged whose 

salary will be paid from the State's formula grant allocation. 

This State alcoholism planning coordinator will serve as assistant 

to the Division Director of Alcoholism Services. He will function as a 

secretary to the State Advisory Council, as well as in a liaison capacity 

with the Department of Mental Health and Corrections and other major 

appointments at the State level. In addition he will serve as the 

overall coordinator for the regional and State alcoholism planning 

effort. Among his duties will be the establishment and maintenance 

of uniform reporting, research, evaluation, education, and training 

designs. 
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4. Activities of the State Alcoholism Planning Coordinator 

In addition to the five regional planning coordinators, it is 

proposed that: 

A State-level alcoholism planning coordinator be engaged whose 

salary will be paid from the State's formula grant allocation. 

This State alcoholism planning coordinator will serve as assistant 

to the Division Director of Alcoholism Services. He will function as a 

secretary to the State Advisory Council, as well as in a liaison capacity 

with the Department of Mental Health and Corrections and other major 

appointments at the State level. In addition he will serve as the 

overall coordinator for the regional and State alcoholism planning 

effort. Among his duties will be the establishment and maintenance 

of uniform reporting, research, evaluation, education, and training 

designs. 
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5. Activities of the Regional Alcoholism Planning Coordinators 

The regional planning coordinators, functioning as staff agents 

for the regional planning organizations, will assist them in their 

efforts to carry out responsibilities. 

Specifically, the regional coordinators will: 

(a) Provide technical assistance to the planning organization and 

other agencies and groups. 

(b) Oversee and monitor research and evaluation efforts generated 

by the planning organization and aid in the analysis of the 

results of such efforts. 

(c) Exert leadership in organizing activities at the community 

and local level. 

(d) Stimulate coordination of existing services and the development 

of services for which a need has been seen to exist. 

(e) Coordinate, in conjunction with the planning organization, 

all planning efforts in the region concerned with alcoholism 

and alcohol abuse. 
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C. PRIORITIES 

1. As noted, the overriding objective of this State plan, and the 

one given highest priority, is the establishment of a statewide net­

work of comprehensive alcohol abuse and alcoholism programs available 

to every recognized or potential user of these services throughout 

the State. These encompass the broad area~ of prevention, treatment, 

and rehabilitation, and are to be made available not only to those 

persons who themselves have an alcohol problem, but also to their 

significant associates including family members, employers, and others. 

Each region, therefore, will be encouraged to proceed with plans 

for implementing an areawide system that meets the criteria for com­

prehensiveness and continuity of care. Each regional system will be 

desi gned to: 

(a) Offer alternative levels of care for both males and females 

of all ages. 

(b) Be accessible and responsive to the needs of client and family 

regardless of ability to pay. 

(c) Be free of unnecessary duplications and/or gaps in service, 

manpower, and facilities. 

(d) Be integrated into the total spectrum of health, education, 

and welfare services. 

(e) Coordinate planning, implementation, and evaluation with 

existing regional, State-Federal, and private non-profit 

agencies, organizations, and institutions. 
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Clearly, to achieve these goals it will be necessary to draw 

upon all available resources at the community, State, and Federal 

levels. A concerted effort will be required to obtain adequate 

funding from every available source, particularly at State and local 

levels. 

Effective leadership and planning, development of resources, and 

coordination of present and proposed programs are seen as the prime 

means of attaining this objective. 

2. Equal priority is given in this plan to the proposed statewide 

and regional mechanism for"'designing and implementing this statewide, 

comprehensive pattern of care. All of the components described in the 

preceding section--establishm~nt of regional planning organizations, 

each having a full-time coordinator, and the full-time employment of a 

planning coordinator at the State level to provide assistance to the 

regional planning efforts--are seen as essential in carrying out this 

State plan. 

3. Also essential to the implementation of this comprehensive 

plan will be the funding of specific grant applications, some of which 

have already been submitted to NIMH-NIAAA and approved but not yet funded; 

some have been submitted and are awaiting approval, and others are still 

at the stage of being drafted. 

Among these priorities are: 

(a) Funding of the Counseling Center's Alcoholism Services Program 

continuation application. 

(b) Funding of the Counseling Center's expansion grant application 

for an Alcoholism Services Program for Indians of Eastern 
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Maine, which will be part of the Center's Comprehensive 

Alcoholism Services Program. 

(c) Approval and funding of a grant application for a Maine 

Indian Alcoholism Field Survey submitted by the State 

Department of Indian Affairs. 

(d) Approval and funding of an Initiation and Development grant 

application, awaiting (at the time of this writing) endorse­

ment under Circular A-95 provisions, which will launch a 

Tri-County program, under the joint auspices of the Tri­

County Alcoholism Council and Tri-County Health Planning 

Agency, leading to the planning and implementation of a 

regional program as recommended in this plan. 

(e) Funding of an already NIMH-approved staffing grant application 

to launch a Comprehensive Alcoholism Services Program in 

Aroostook County. 

(f) Funding of two grant applications in connection with ongoing 

ASAP programs in York and Cumberland Counties, for Comprehen­

sive Services for Problem Drinking Drivers. 

(g) Other grant applications, now being prepared and subject to 

revision in connection with programs at Milestone Foundation, 

Inc., Serenity House and 24-Hour Club in the Southern Maine 

Region, which will contribute to the development of a com­

prehensive service delivery system. 

Criteria for Priorities 

Stated in their simplest terms, the general criteria for esta­

blishing priorities for the above recommendations, and those to follow, 

have been: 
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(1) In what way does the service component contribute to 

meeting the ~ needs of the individual and his family? 

(2) In what way does it contribute to meeting the total needs 

of the community? 

Individual needs are seen as including:* 

--Better physical and mental health, 

--Better functioning as a person, as a family member, 

and as a contributing member of society. 

Community needs include:* 

--Reduction of economic loss due to alcohol abuse and alcoholism, 

--More healthful social climate for the whole community, 

-- Reduction of "revolving door" demands on scarce and costly 

community resources (health, social, legal, penal, etc.) 

--Effective use, through joint planning, coordination, and 

mutual cooperation, of scarce community resources, facilities, 

and personnel. 

Axiomatic to these are the criteria: 

(3) It is, or does it promise to be, a productive, well-integrated 

element within the total community context of local health, 

education, and welfare resources? In other words, has it shed 

any notion of being a "specialized" service, and fullfilled 

its role within the total community service network? 

As noted above, the designated agency, with assistance from the 

State Advisory Council and the regional planning organizations, will be 

designing a formalized evaluation system with specific criteria for 

determining priorities for existing and proposed programs. Grant 

applications will be reviewed at the local level by the regional planning 

*Developing Community Services for Alcoholics: Some Beginning Principles, 
National Institute of Mental Health, p. 32 
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organizations, and at the state level by the Advisory Council and 

the State Planning Office, before their final endorsement by the 

designated agency for approval and funding by the Federal agency. 

D. PROJECTION OF AMOUNTS FOR ACTIVITIES 

1. Formula Grant Funds 

The budget for administering the State plan is as follows: 

Personal Services: 

Central planning coordinator 

Five (5) Regional planning coordinators @ 10,941.00 

Six (6) clerical positions @ 4,795.00 

Capital Equipment: 

Professional 

Clerical 

Miscellaneous: 

Travel - all personnel 

Clerical and Professional supplies 

Duplication, computer time, postage, etc. 

Rent 

Council and Planning Organization Expenses: 

Sta te Council 

Total 

Total 

Total 

Five Regional Planning Organizations @ 1,500.00 

Total 

Consultation: 

Research Education and Training Total 

11,492.00 

54,705. 00 

28,770.00 

$ 94,967. 00 

8,160.00 

5,910.00 

$ 14,070•00 

15,000.00 

1,260.00 

5,000.00 

5,520.00 

$ 26,780 •00 

3,000.00 

7,500.00 

$10,500. 00 

$38,683.00 

GRAND TOTAL $185,000.00 
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2. Other Funds 

As shown on the attached "State Health Plan Budget or Expenditure 

Report", State public funds appropriated to the Division of Alcoholism 

Services for current operating expenditures totalled $81,220 for the 

fiscal year ending June 30, 1972. 

No statistical breakdown of financing is currently available from 

the State Department of Mental Health and Corrections for services to 

alcohol abusers and alcoholics through its community mental health 

centers, state hospitals, probation-parole activities, and other current 

services. Neither are similar fiscal data available from the other 

State Department of Health and Welfare divisions which provide such 

services, such as the services to the children of alcoholics served by 

the Division of Child and Family Service through its Aid to Families 

with Dependent Children Program; for example, the Division of Adult 

and Financial Services, for example, this division's programs of Aid to 

the Aged, Blind and Disabled, as well as programs of General Assistance; 

Division of Community Services, which administers Services for the 

Aging, with its homemaker and volunteer services; or the Bureau of 

Medical Care, through its Medical Assistance Unit (Medicaid). 

(a) Federal 

Alcohol abuse and alcoholism prevention, treatment and rehabili-

tation programs currently receiving Federal funding include the 

following: 

NIMH 

Comprehensive Alcoholism Program, 
The Counseling Center, Bangor • 
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OEO 

Central Aroostook Alcoholism Action Program •• $25,000 

Association of Aroostook Indians. • • . • • •• 25,000 

Waldo County Social Action Committee. • • 25,000 

CURRENT TOTAL $435,515 

Projection of Federal Funds Currently Being Requested from 

NIMH-NIAAA, and/or Alcoholism Grant Applications Now Being 

Drafted for Submission to Federal Agency 

Comprehensive Alcoholism Services Program 
The Counseling Center, Bangor ••••• $445,366 

Alcoholism Services for Indians of Eastern 
Maine, The Counseling Center, Bangor. • 91,767 

Department of Indian Affairs Research Grant 36,157 

Comprehensive Alcoholism Services Program 
Aroostook Mental Health Center 402,895 

Tri-County I&D Alcoholism Grant Application 48,164 

Comprehensi ve Services for _Problem Drinking 
Drivers, Bureau or Human Relations 
Services, Portland. • • • • • • • 191,043 

Comprehensive Services for Problem Drinking 
Drivers, York County Counseling Services, 
Biddeford •• •••••• • • • • • 160,133 

Troubled Employee Program, "Behavioral Program 
Control: Business-Industry-Labor," 
Milestone Foundation, Inc., Old Orchard 
Beach • • . . . . . . . . . . 

Special Occupational Alcoholism Programs 
Department of Health and Welfare, 
Bureau of Rehabilitation, Division 
of Alcoholism Services, Augusta • • 

TOTAL PROJECTED NIMH 
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240,460 
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$1,709,198 

OEO 

Central Aroostook Alcoholism Action Program •• $25,000 

Association of Aroostook Indians. • • . • • •• 25,000 

Waldo County Social Action Committee. • • 25,000 

CURRENT TOTAL $435,515 

Projection of Federal Funds Currently Being Requested from 

NIMH-NIAAA, and/or Alcoholism Grant Applications Now Being 

Drafted for Submission to Federal Agency 

Comprehensive Alcoholism Services Program 
The Counseling Center, Bangor ••••• $445,366 

Alcoholism Services for Indians of Eastern 
Maine, The Counseling Center, Bangor. • 91,767 

Department of Indian Affairs Research Grant 36,157 

Comprehensive Alcoholism Services Program 
Aroostook Mental Health Center 402,895 

Tri-County I&D Alcoholism Grant Application 48,164 

Comprehensi ve Services for _Problem Drinking 
Drivers, Bureau or Human Relations 
Services, Portland. • • • • • • • 191,043 

Comprehensive Services for Problem Drinking 
Drivers, York County Counseling Services, 
Biddeford •• •••••• • • • • • 160,133 

Troubled Employee Program, "Behavioral Program 
Control: Business-Industry-Labor," 
Milestone Foundation, Inc., Old Orchard 
Beach • • . . . . . . . . . . 

Special Occupational Alcoholism Programs 
Department of Health and Welfare, 
Bureau of Rehabilitation, Division 
of Alcoholism Services, Augusta • • 

TOTAL PROJECTED NIMH 

196 

240,460 

46,620 

$1,709,198 





E. USE OF FUNDS CONSISTENT WITH STATED PRIORITIES 

It is believed that all of these funding requests are essential 

to the development of a statewide comprehensive alcoholism services 

program in the State of Maine. They do, in fact, represent only a 

beginning of what must be done if this broad objective is to be achieved. 

At the present time Federal assistance is an obvious necessity for 

initiating alcoholism programs in regions where few if any now exist, 

and for continuing those in regions, and for significant target groups, 

which have already demonstrated their effectiveness. This is particu­

larly true in those regions of the State, such as the northern region, 

and the coastal area, where local resources for development and support 

of such services, at the present time at least, are -virtually non­

existent. 

One of the imperatives in regional and statewide planning over the 

next ten years is to generate State and local funding to provide back-up 

for these initial Federal investments in alcohol abuse and alcoholism 

programming. This has already been defined as a major recommendation 

with top priority in this present State plan, and the mechanism by which 

this will be done has been described. This activity will take the form 

not only of urging more adequate State and local government expenditures 

through a coordinated and comprehensive educational effort to engage the 

support of the general public and its legislators and other change 

agents in the community, but it will also explore all possible sources 

of revenue from the private sector through a similar education and pro­

motion effort. 
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To cite an example, Maine is a monopoly state and realizes 

an annual revenue in excess of $20,000,000 from the State sale of 

alcoholic beverages and from li~ense fees paid to the State by private 

retailers of wines and malt beverages. At present this $20 million 

net profit goes into the State's General Fund. Over the past several 

years an attempt has been made at each legislative session to have a 

portion of this revenue earmarked for alcoholism treatment and reha­

bilitation programs and each time it has failed. Aside from its 

sponsorship by the "militant drys" it has created little if any 

public support. In fact, it is now regarded by many, including legisla­

tors who have heard the arguments for it several times, as a "sin tax" 

which legislators are reluctant to support, and who point out that 

this would represent a form of "dedicated revenue" which is contrary 

to the State's fiscal policies. (The only dedicated revenue now per­

mitted by the legislature is a gasoline tax to support the State's 

share of the State-Federal highway program, and the revenue from hunting 

and fishing licenses, which is received directly by the Department of 

Inland Fisheries and Game to support that. department's operations and 

to promote the conservation of the State's natural resources.) 

It is envisioned, however, that the stigma which has accompanied 

this heretofore unsuccessful proposal can be removed through an intelli­

gently conceived and executed educational campaign. Once the information 

and education function, as described in this State plan, becomes opera­

tional, the bill can and should be appropriately modified and reintroduced 

at one of the next legislative sessions. 
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PROORESS REPORT 

During the past year the Division of Alcoholism. Services (DAS) has 

begun its process of taking the initiative in organizing, coordinating, 

and planning alcoholism services in the state. Positive action has been 

taken in almost all of the areas outlined in the initial state plan, 

despite problems with the state's persormel system. Considerable progress 

has been made in 

developing uniform data and evaluation systems 

outstationing regional planning coordinators 

coordinating state level alcoholism planning activities 

- furthering interorganizational relationships 

sponsoring training programs 

developing an active state Alcoholism Advisory Council 

participating in site visit teams 

dealing with problems of Indian Alcoholism 

dealing with problems of industrial alcoholism 

supporting alcoholism legislation 

1 • Uniform Data 

One of the first needs pointed up in the initial plan was for a uniform 

data collection and reporting system that would permit the state and the 

regions to become better informed concerning the numbers of persons being 

served and how many persons are in specific target groups; and, to be able 

to project these estimates for purposes of planning and financing programs. 

In looking at this issue the recognized uniform data collection and record 

keeping as part of a larger issue. The State Plan calls for the develop­

ment and implementation of a comprehensive system for the prevention, 
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treatment and rehabilitation of alcohol abuse and alcoholism. Each of the 

five planning regians will develop its own program based on locally deter­

mined need, but all will be committed to the four elements of canprehensin­

ness, viz: 

1. Prevention 

2. outreach/Referral 

3 • Treatment/Rehabilitation 

4. Aftercare 

This scheme implies the existence of three target groups, i.e., alcoholics, 

alcohol abusers, and potential members of these two groups. There is the 

task, therefore, of 1) estimating the extent of the regional problem not 

only in terms of the target groups, but also in terms of the correlative 

social factors, problema and resources germane to the problem, 2) of estimat­

ing the necessary comprehensive effort to adequately meet the needs of these 

groups and 3) to assess the effectiveness of the effort. 

With respect to the first point it is worth pointing out specifically 

that the extent of the problem is partly determined by attitudes towards 

alcoholism and alcohol abuse and public support of the comprehensive plan 

is virt.ually mandatory if success is to be achieved. It would therefore be 

wise to conduct a base line survey of attitudes of the community-at-large 

and of sub groups such as doctors, lawyers, judges, service clubs, etc. 

tOl~ards the problem drinker as such and the social problems associated with 

his pathological drinking. 

The latter two points need elaboration to clarity the distinction between 

effort and effectiveness. It is theoretically (but not practically) possible 

to bring appropriate comprehensive treatment to every potential or actual 

target individual. It. this were to be the case, the program would be 100% 
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effective in terms of response to the need situation. But just to apply 

preventive, treatment, or rehabilitation measures says nothing about the 

impact of the measures on the problem behavior, i.e., the success or failure 

of the measures in reducing or eliminating the problem. Hith this distinction 

made it. may be said that three int.erdependent data systems must be developed: 

1. Community Monitoring System 

2. Program Monitoring System 

3. Assessment of Effectiveness 

This tripartite system must be compatible with existing federal and 

state systems and be standardized for state wide use in the five regions. 

In sum, then, we will have a design that will continuously monitor 

significant variables in each region. Such information will enable the 

regional organizations to develop and apply the elements of the comprehen­

sive models on the basis of local need. The actual application of the 

elements of the program in quantitative terms, e.g., number of persons con­

tacted by outreach, number of persons in treatment, etc., will be the 

measure of the program effort in response to the empirically determined need. 

The impact of the program elements 'till be measured in terms of changes in 

the extent of the problem in the region-at-Iarge and changes attributable 

to treatment procedures on the variously defined target populations. Lastly, 

impact effectiveness will also be subjected to cost benefit analysis. 

Social Systems Research Corporation was awarded a contract to design 

and implement the systems outlined above. We are fortunate that circum­

stances are such that the development of monitoring and evaluation systems 

can run conjointly with the development of comprehensive planning and 

coordination functions. Maximum compatibility between objective information 

and sound decision making is thereby assured. 
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Since the Department of Mental Health and Corrections is developing a 

statewide information system, a liaison has been developed between the DAS 

and the Department to insure compatibility and non duplication of effort. 

Compatibility with the SRI information system being used by mental health 

centers will also be assured. 

2. Regional Planning Coordinators 

Prior to receiving approval of the initial State Plan the mechanics of 

creating a classification for Regional Planning Coordinator was begun. The 

characteristics of planning, community organization, managerial, and evaluation 

expertise were unique in the Department of Health and Welfare. Creating a 

suitable. classification and finding suitable people to qualif.y were difficult 

and time consuming tasks. It was, therefore, late in January 1973 before 

a full complement of planning coordinators was hired. 

Since that time the four planning coordinators have been trained and 

are effectively outstationed in the four northern regions of the State 

(Regions II - V). Since the Comprehensive Health Planning Agency in the 

southern region (Region I) made excellent progress in organizing a 

representative group of people during the first half of the year, the Division 

of Alcoholism Services gave a grant for the support of that group. The 

group incorporated as the Southern Regional Alcoholism Council (SHAC) and 

with the grant has hired a planning coordinator and an assistant. SRAC in 

its justification of planning, structure, personnel, etc., also committed 

itself to adhering to the mission set forth for all regional planning bodies 

and to full cooperation with the activities of state agencies. 

Although the regional planning coordinators in the other regions are 

state employees, they and their regional councils will be affiliated with 

agencies in the regions which have the proven capacity to aid planning and 

coordination efforts. This type of affiliation should afford maximum 
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potential for unified efforts between state and local community in dealing 

with problems of alcoholism. 

The regional planning coordinators have been trained, have introduced 

themselves into the regions, and have begun to assess the exist.ing planning 

and service resources and to organize regional planning councils. l~e expect 

that councils will be operational by the end of this fiscal year and that 

regional plans will begin to emerge during the next year of funding. Out 

of this process will emerge the activities of coordination, review and com­

ment, resource development, monitoring and evaluation and public information. 

3. Coordinating State Level ALCoholism Planning Activities 

The State Alcoholism Planning Coordinator has assumed her responsi­

biUties. She is effectively managing the activities of the regional 

planning coordinators, acting as liaison with State agencies, functioning 

as assistant to the Division Director, formulating policy guidelines, and 

planning for the implementation of alcoholism legislation. She helped 

design and participated in the training curriculum for the regional staff, 

and is coordinating their continuing training. She is· also monitoring the 

development of the alcoholism data systems. 

As the data systems and regional plans devel9P,and as the Division 

assumes its leadership role in alcoholism, the State Coordinator's activities 

will expand accordingly. In conjunction with the Division Director, the State 

Coordinator will effect the administration of the system which will provide 

for the development of area wide alcoholism treatment. 

4. Interorganizational Relationships 

The most encouraging area in which positive relations between organizations 

have been established is with the Bureau of Mental Health (BMH). Based upon 

the initiative of BMH, the Division of Alcoholism Services has over the past 
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year maintained a close working relationship with that Bureau. Mutually 

agreeable goals and objectives have been negotiated into an operational 

plan which assures close coordination at the state level and also at the 

regional level through the Mental Health Centers. The State Coordinator 

also sits on the Steering Committee of a group established through the 

Bureau of Mental Health which provides close cooperation with the Federal 

establishment around mental health related problems. A list of goals 

and objectives for alcoholism and the agreement between the Department of 

Health and Helfare and the Department of Mental Health and Corrections is 

included in the.agreements section. 

Close cooperation with the Maine Commission on Drug Abuse is also being 

maintained. With increasing acceptance of the notion that alcohol is the 

most misused drug in our society, the Division of Alcoholism Services is 

becoming involved in the planning process around drug abuse. As the State 

Plan for Drug Abuse emerges from the regions, the Alcoholism Regional 

Planning Coordinators will playa role in its development. 

The opportunity for input is made easier because the Drug Abuse State 

Plan development is coming through mental health centers in the northern 

part of the State and thr0Ugh the comprehensive health planning agency 

in the southern part. The Division of Alcoholism Services, having good 

working relationships with these agencies, will be able to build upon and 

strengthen those relationships in the drug abuse planning effort. 

With the controversy and apprehension over future funding of alcoholism 

services in mind, stronger liais.on with the Bureau of Social Welfare has been 

developed. Since alcoholism and drug abuse remain allowable categories of 

services under revenue sharing and welfare guidelines, we are exploring the 

possibility of using Title IV-A funds for alcoholism services. Despite the 

fact that Social Welfare's funding regulations are in a state of flux at 
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this time, we are hopeful that they will be able to take up some of the 

shifting gaps in alcoholism service funding. Our relationship will be 

strengthened here for both purposes of increased funding and improved 

provision of social services already available through Social Welfare's 

own offices. 

In addition to Mental Health and Social loJelfare at the state level, 

we are expanding coordination with Comprehensive Mental Health Centers. 

In the two regions where CMRC's have alcoholism staffing grants, either 

ongoing or in application, our regional coordinators are being housed in 

those facilitie~. It is hoped that this joint housing will assure 

cooperation and mutual support of common objectives. 

In two other regions with strong Comprehensive Health Planning "B" 

AgenCies we also have good working relationships. In southern Maine, 

for example, the regional alcoholism council is affiliated with the "B" 

Agency and derived much of its impetus for developing from that agency. 

A strong and close affiliation, therefore, exists. In other regions where 

"B" Agencies have done work in alcoholism planning and programming, we hope 

to build upon a solid base that already exists. 

5. Training Programs 

The Division has purchased from the American Hospital Association a 

packaged, two-day conference on alcoholism and the responsibilities of the 

general hospital and the community in the care, treatment, and fol101-1-up 

of alcoholic patients. This training program will be used on a regional 

basis with hospital personnel in preparation for their participation in 

projected acute emergency care units. Negotiations are currently under 

way with hospitals in the mid-central region of the State for this program 

and an encouraging number of other hospitals are asking for training. 
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Scholarships to the New England School of Alcoholism Studies have been 

provided to a number of different kinds of people involved in the field of 

alcoholism. Many members of the Governor's Alcoholism Advisory Council will 

be attending. In familiarizing themselves with issues of alcholism. training, 

they will expand their present commitment to the field and be better able to 

pursue the objective of the Council. Some half-way house personnel will be 

sent and a smaller number of other direct services people will attend. All 

of the Division's new staff are also going. The overview and orientation 

these new people receive will better focus their perspective on both 

alcoholism trea~ent and planning. 

Due to time constraints, lack of personnel, and activities at the federal 

level, the Division has not gone beyond these training efforts. As communities 

become better organized and as training resources become available, we can 

increase our training and public education efforts. He will also be looldng 

toward the National Clearinghouse, as it becomm better developed, for technical 

assistance in training and public educatkn. 

6. State Alcoholism Advisory Council 

Problems exist with the quality of commitment members have on any govern­

mentally appointed advisory body. The commitment and interest of most members 

of the Alcoholism Advisory Council, hm-lever, have been outstanding. Attendance 

at meetings has been encouraging and the energy of the members has been 

excellent. The Council is fully organized and has its committees set up. It 

is currently supporting alcoholism legislation for appropriations for treatment 

and the Uniform Alcoholism and Intoxication Treatment Act. Although the Council's 

activities have been largely organizational, its members are currently working 

on development of next year's objectives. ~Jith a full year of operation ahead 

and with its strong beginning, the council will be an active and dynamic force 

in the field of alcoholism. 
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7. Site Visits 

The Division of Alcoholism Services anticipates operating a grant-in-aid 

program using state appropriated funds. We will link grant-in-aid to needs 

assessment and outcome evaluation and have to develop on site techniques 

for reviewing programs based upon objective data we will have. Our experience 

with federal site visit teams over the past year has given us valuable insight 

into developing on-site techniques. 

He have participated in both the OEO review and the NIAAA review of the 

ATe in Bangor. The latter was most comprehensive and pointed up several 

general principles we will incorporate into our site visit procedures. For 

example, we vull have teams composed of several different disciplines and 

review in depth specifically designated areas of concern. 

Given our experience with site visit reviews, we also feel that visits 

can be expended to form at least a partial basis for review and comment 

functions of both state and regional level advisory councils. By having 

involvement at the planning stages, objective data from our information systems 

and site-visits, we feel that our staff and the councils can make well founded, 

rational decisions about alcoholism service programming. 

This type of system is necessary particularly in view of the f~ct that 

review and comment has been largely a proforma exercise. Although we have 

no reason to say that present programming is inadequate, we feel that every­

one would benefit by increased involvement and accountability. We expect that 

limited resources could be spent more wisely and alcoholic people could benefit 

to a greater degree. 

B. Indian Alcoholism 

One of the priorities listed in Maine's original State Alcoholism Plan 

was that of the approval and funding of a grant for a Maine Indian Alcoholism 

Field Survey submitted by the State Department of Indian Affair. Through a 
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special project grant this proposal has come to fruition. Although complete 

findings and specific projections will not be submitted until October 1973, 

a number of ongoing activities can be related to show the scope of the survey. 

Investigative measurement is being applied toward definition of the 

extent of the alcoholism problem in Maine In~an Commun1ties.·(These being 

the two on-reservation tribes known as the Penobscots and the Passamaquoddies, 

and an off-reservation group in Aroostook County consisting of the Micmac and 

Maliseet Tribes)Determination of numbers and categorical correlation is 

geared to the following problematic areas: foster home placements due to 

alcohol related problems, school behavior and learning problema resulting 

from alcoholic background, job problems, community attitudes toward alcohol 

consumption, hospital admittance rates, acts of violence, arrests, automobile 

accidents, mortality rates, church affiliations, activities of reservation 

AA groups, and alcohol related separations and divorces. 

A second phase of the survey is the identification of resources and 

programs presently available which do, or could, assist in dealing with 

alcoholism in Indian Communities. Further exploration of this identification 

has led to the discovery of cultural biases of existing facilities and/or 

personnel. 

Although, as stated before, culmination of the survey is not expected 

for another six months some possible solutions are evolving with regard to 

both prevention and treatment. An ongoing community education program, 

closer cooperation and coordination among existing agencies, enlistment of 

assistance from churches, AA, Al-Anon and AI-teen groups, and further medical 

assessment of potential alcoholics are some of the suggested preventative 

measures. In the area of treatment very little in the way of constructive 

rehabilitation has been provided to the Maine Indian thus far. MOre and 

more the Indian comes to feel that the most successful method of treatment 

probably lies within his own cultural environment guided by people of his 

particular understanding and beliefs. For this reason indepth consideration 
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is being given to alcohol counselor and other professional training 

programs that may be geared especially for indians, mini half-way 

houses on reservations, utilization of varied types of trained indian 

liason personnel, assessment of treatment centers in the state to 

determine those most potentially effective and cooperative with 

indian programs while working more closely with them in planning 

treatment. 

9. Industrial Alcoholis - Troubled Employee 

Considerable effort has been made in dealing with troubled employees in 

both the industrial and private sectors. The state employee specialist has 

structured treatment services through existing facilities in the Central 

Maine area. Central Maine was chosen as the beginning of the program because 

the state Capitol complex in Augusta has the largest concentration of public 

employees. 

In addition the Augusta General Hospital is initiating an "in house" 

program for its own staffing complement. Excellent cooperation has yielded 

a positive policy regarding roubled employees and a training program will 

begin in the near future. When a training team becomes involved in training 

supervisors, the training will be oriented toward the identification of 

troubled employees because of poor work performance and erratic job behavior. 

Employees can then be linked to the treatment system. 

The training team, being made up of employees from a number of different 

organizations having concerns over alcoholism, will have an eclectic approach. 

This team will be available to work with organizations wishing to set up 

troubled employee programs for their employees. 

Concurrently with the development of treatment resources and a training 

component, we have been engaged in establishing a pilot State employee program. 

Our first contact was with the Director of the State Personnel Department, 

and after several exploratory conferences, we assigned his assistant to work 
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directly with us to help program the employees of the State Department of 

Health and Welfare, which number about 1250. 

In the industrial sector much interest in troubled employee programs has 

been generated. Because of past relationships with the Great Northern Paper 

Company, we selected this company with its 3000 employees in plants at 

Millinocket and East Millinocket as the logical industry in which to establish 

a "pilot" program. Aside from Management, it has been necessary to involve 

14 different unions in joint agreements -- and all except one are cooperating. 

A policy statement has been developed for labor-management conSideration, a 

network of community helping referral resources have pledged their cooperation, 

so within 2 or 3 months policy acceptance should become translated into an 

action progra at Great Northern. 

The second industry contacted was the Bates Manufacturing Company of 

Augusta with 840 employees, and after a series of conferences with the 

Personnel Manager, the climate has been created to negotiate policy. Manage­

ment is receptive and the one union in the plan is analyzing the proposal for 

future action. 

A third company to which policy has been introduced is the Diamond 

International corporation in Old TOlm, with 640 employees. At a time when 

progress was being made with both management and labor representatives, a 

union election was held which produced a new slate of officers. It will nm~ 

be necessary to re-introduce the policy to the new union officials, but there 

is reason to believe that they will be as receptive as their predecessors, 

and that a program can eventually be implemented. 

It is our philosophy to get one or two established program models in 

place -- a large and a sma.ll company to be used as shining examples to 

attract thA interAst of other industries. For this reascn he has been giving 

special attention to Great Northern Paper Company and Diamond International 

Corporation. 
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This is apparently good strategy, because. several industries are requesting 

information about the "troubled-employee" program -- companies such as St. Regis 

Paper in Bucksport, Oxford Paper in Rumford, Scott Paper in Waterville, Georgia­

pacific of Woodland, S. D. Harren of Festbrook and the Bath Iron i"orks. 

10. Alcoholism Legislation 

The Uniform Alcoholism and Intoxication Treatment Act is being debated 

in our current legislative session. With the resounding support exemplified 

at the legislative hearing, we anticipate successful action. The Uniform 

Act is widely supported as an enlightened piece of legislation affording the 

opportunity to deal with alcohol related problems in a unified and humane 

manner. The Division of Alcoholism Services and its Advisory Council will 

continue to fight for passage of the Act in conjunction with other organized 

community groups. 

Although the Uniform Act has no appropriation attached to it, the 

Division is requesting from this legislature $600,000 for a grant-in-aid 

program related to the provisions of both the Hughes Act and the Uniform 

Act. This money will go a long way toward having direct services available 

in the communities of Maine. Alcoholism services in Maine have for too long 

been a lou priroity for public spending, and the Division is doing everything 

in its pOlver to see that that situation is remedied. The combination of state, 

federal and local resources being brought to bear in a planned and coordinated 

manner is one of the most heartening developments the field of alcoholism has 

seen. 

The Division believes that all of the programming of services should be 

done by local community based agencies, which are in the best position to 

know, understand, and solve problems of alcohol abuse and alcoholism. Local 

agencies such as hospitals, half-l'laY houses, alcoholism treatment facilities, and 

Mental Health Centers, however, cannot develop programs of a comprehensive 
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nature alone. Recognizing the fiscal limitations of local agencies, the 

Division of Alcoholism Services requested $600,000 in additional approp­

riations. These funds are to be used as grants-in-aid to help local agencies 

either match available funds or supplement funds otherwise obtained. This 

grant-tn-aid process will help the Division encourage the development and 

implementation of programs which meet identificable gaps in services and 

which produce results. The partnership of money, evaluation, and 

coordination from the State level; money, programs, and support from the 

local level; and, money and assistance from the federal level, is the most 

constructive for dealing with the problems of alcohol abuse and alcoholism. 

198-N 

nature alone. Recognizing the fiscal limitations of local agencies, the 

Division of Alcoholism Services requested $600,000 in additional approp­

riations. These funds are to be used as grants-in-aid to help local agencies 

either match available funds or supplement funds otherwise obtained. This 

grant-tn-aid process will help the Division encourage the development and 

implementation of programs which meet identificable gaps in services and 

which produce results. The partnership of money, evaluation, and 

coordination from the State level; money, programs, and support from the 

local level; and, money and assistance from the federal level, is the most 

constructive for dealing with the problems of alcohol abuse and alcoholism. 

198-N 



PROJECTIONS -- Second Year 

The largest problem faced by the Division of Alcoholism Services during this 

initial year has been time. Since it took six months to get a full complement 

of staff, progress has been slow. Much effort, however, has been given to what 

can broadly be termed organizational activities. We have initiated the develop-

ment of information systems to be used for planning; we are setting up the alcoholism 

planning structure; we are generating and consolidating resources for direct ser­

vices in communities; we have attended to interorganizationa1 relationships at 

the State and local levels; and, we have made progress in the design and initiation 

of treatment programs, especially for troubled employees. In short, we have laid 

a firm groundwork for an active and productive year ahead. 

It is beginning to appear as though the primary problem in the coming year will 

be money. Our grant-in-aid program for the biennium is contingent upon favorable 

action by our legislature. Alcoholism grants under the Hughes Act are contingent 

upon favorable action by Congress and the President on amendments to that Act. 

The Fy '74 federal budget cuts have forced state legislatures to struggle with 

the necessity of picking up the decreased federal share of money of human service 

programs with state appropriations. We are all waiting to see what happens with 

special revenue sharing and with national health care proposals. And the nation 

is waiting to see the results of the battle between the Executive and Legislative 

branches of government. Much of what Maine does in alcoholism, therefore, depends 

upon systems and struggles beyond its control. 

Despite the turmoil growing up around fiscal issues the mission of the Division 

of Alcoholism Services remains the establishment of a statewide network of compre­

hensive alcohol abuse and a1coholigm programs available to every recognized and 

potential user of these services throughout the State. These encompass the broad 
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areas of prevention, treatment, and rehabilitation, and are to be made available 

not only to those persons who themselves have an alcohol problem, but also to their 

significant associates including family members, employees, and others. Our most 

pressing concern will, therefore, be to get as much direct service money into 

OOOBmunities as is possible and f~asib1e. 

In establishing the objectives on the following pages we recognized that much 

needs to be done prior to reaching any degree of success in alcoholism programming. 

For example, information systems must be operational and compatible with the 

regionalized planning process before rational program planning, evaluation and 

funding decisions can be made. Regional planning bodies should be fairly well 

developed in order to rationally operate a grant-in-aid program. Alternative 

sources of funding should be explored and developed in conjunction with grant-in­

aid and collaboration between significant agencies. Many of the objectives must 

be pursued simultaneously. It is, therefore, difficult to order objectives in 

the form of meaningful priorities. 

For the coming year our projected activities are briefly outlined under the three 

dominant aspects of the alcoholism program -- The State Agency, the Regional Planning 

Bodies, and the State Alcoholism Advisory Council. 

We, consequently, adopted two overriding general priorities in establishing pro­

jected activities. These are first to finish establishing the state and regional 

planning structure concurrently with completion of the development pf information 

tools necessary for the planning structure to operate and manage regional activities. 

The second priority is to maximize the resources in terms of money, support, coordi­

nation, etc. necessary for programs to be developed. 
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The criterion we used in projecting our activities was simply the logical sequence 

of events. We have to complete structuring and implementing the planning process 

and providing the tools necessary to manage it. Under current contingencies re­

sources must be developed. From an existing process and with sufficient resources 

sound programming emerges. We, thereby, move toward our ultimate goal of state­

wide alcoholism and alcohol abuse programs. The criteria for those programs will 

remain as outlined in last year's action plan. 

State Agency 

Complete the development of three interlocking data systems: community monitor­

ing, program monitoring, and assessment of effectiveness. 

Integrate the data systems into an ongoing statewide planning structure, includ­

ing regional planning bodies, other regional state and private agencies, and 

state level organizations bearing upon the field of alcoholism. 

Use the data generated by the systems in the activities of ongoing assessment 

of the problem and of planning, maintaining, coordinating, and evaluating 

projects for more effective prevention, treatment, and rehabilitation programs 

to deal with alcohol abuse and alcoholism. 

Train necessary people and groups in the use of the data systems to assure 

their cooperation and the usefulness of the systems. 

Establish and maintain a site-visit system to be used in planning and the 

allocation of resources. 

Establish written guidelines and implement the system for the review and 

comment function at both state and regional levels. 
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-- Assure the wisest possible allocation of resources and program development. 

-- Aid development of comprehensive alcoholism services in all planning regions. 

-- Have five regional planning bodies incorporated and functioning. 

-- Have five area alcoholism plans completed and operational. 

Coordinate and provide technical assistance to the five regional planning 

bodies and their related activities. 

-- Support existing alcoholism legislation. 

Develop and implement a community grant-in-aid program for funding alcoholism 

services provided by local agencies, including guidelines and criteria for 

the grants. 

Pursue alternative sources of funding for alcoholism services at the state 

level. For example: Revenue sharing; Title IV-A; state appropriations, 

various federal sources, etc. 

Stimulate further development of joint collaboration among state agencies re­

garding alcoholism services. These agencies will include but not be limited to: 

Bureau of Mental Health 

Bureau of Health 

Comprehensive Health Planning - (both A & B agencies) 

Department of Indian Affairs 

Maine Commission on Drug Abuse 

Law Enforcement 

Bureau of Social Welfare 
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Coordinate state level alcoholism program planning and related alcoholism 

activities. 

Deal more effectively with problems of Indian alcoholism by working more closely 

with Indians and by cooperating with them to implement the results of their 

study of the problem. 

Continue and expand activities in occupational alcoholism. 

Implement provisions of the Uniform Alcoholism and Intoxication Treatment Act. 

Continue and expand efforts in acute emergency care and occupational alcoholism 

programming. 

Establish and implement guidelines for certification standards for alcoholism 

treatment facilities. 

Initiate and encourage research studies for both regional and statewide program 

planning and implementation activities. 

-- Strengthen and continue the activities of the State Alcoholism Advisory Council. 

Regional Planning Bodies 

1. -- have the regional planning body incorporated and functioning. 

2. use objective data from developing information systems in decision making 

for planning, review and comment, evaluation, research, etc. 

3. -- have the area alcoholism plan completed and operational. 

4. plan and develop comprehensive, community based, coordinated alcoholism 

programs in each region. 
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5. coordinate existing and developing alcoholism programs, agencies, and 

activities. 

6. find and develop alternative sources of funding for alcoholism programs 

at the local level. 

7. -- engage in public relations activities. 

8. -- initiate and support training activities. 

9. work in cooperation with the State Alcoholism Advisory Council in all 

areas seen appropriate by that Council. 

10. function as an initiator and clearinghouse for alcohol related information. 

State Alcoholism Advisory Council 

-- Review overall plans and priorities of the State Alcoholism Authority. 

,Act as advocates for generating funds and developing funding sources for alco­

holism programs. 

-- Cooperate with regional planning bodies in the review and comment function. 

Maintain public relations activities in support of alcoholism prevention, 

treatment, and rehabilitation activities. 

Design and implement statewide education and information program in conjunction 

with regional planning bodies. 

-- Foster public understanding of problems related to alcoholism and alcohol abuse. 
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Stimulate statewide interest in alcoholism prevention, treatment, and re­

habilitation. 

-- Support existing and propose new alcoholism legislation. 
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Budget 

In order to affect these objectives we propose the following budget: 

Administration 

Personal Services (5 professional, 5 clerical) 

Fringe Benefits 

Travel 

Council and Planning Organization ~enses 

State Advisory Council 

Regional Planning Organizations (4) 

Continuation of Contractual Commitments 

Miscellaneous 

Rent and Communications -
(e.g., supplies, duplication, computer 
time, postage, phone, printing, etc.) 

Total 

198-V 

$20,000 

80,350 

8,839 

10,000 

5,000 

10,000 

53,000 

12,811 

$200,000 
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IV. PARTICIPATION BY OTHER PUBLIC AND PRIVATE NONPROFIT AGENCIES 

As noted under Section I (B), "Administrative Organization", of 

this State plan, there are no agencies which are supervised by the single 

designated State agencY. There are, however, contractual arrangements 

and cooperative agreements between this agency and others, both govern­

mental and nongovermental. 

A. Policies and Procedures 

1. Cooperative Agreements 

A formal agroement will be negotiated to ensure cooperation 

between the designated agency and the Department of Mental Health and 

Corrections, which is the other most important public agency in de­

livering alcoholism services in the State. 

In correspondence addressed to the Department of Mental Health 

and Corrections from the designated agency on May 10, 1972, the director, 

C. Owen Pollard, expressed his "intent to develop in collaboration 

with Mental Health and Corrections a written agreement that will spell 

out the role of Mental Health and Corrections with the designated State 

agency in the area of planning, implementation and evalqation". He 

attached to this memo the proposed draft of an "Agreement of Cooperation" 

which is reproduced on the following pages. 

The Department of Health and Welfare, as represented by its Bureau of 

Rehabilitation and within it, the Division of Alcholism Services, hereby 

enters into agreement with the Department of Mental Health and Corrections, 

as represented primarily by its Bureau of Mental Health. For the purpose 

of establishing and maintaining an effective working relationship result­

ing in a coordinated planning, service delivery, and evaluation system 

of alcholism services. 
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This agreement specifically addresses itself to these broad objectives: 

1. The necessity to achieve and maintain a level of cooperation 

and coordination between member-parties of this agreement that 

will serve to expedite the development and implementation of a 

truly comprehensive State Plan for alcohol abuse and alcholism 

prevention, treatment and rehabilitation in the State of Maine. 

2. Establish more effective communication and intra-agency liaison 

between and among these service elements for which Mental Health 

and Corrections and Department of Health & Welfare have legally 

assigned responsibility at state, regional and local levels and 

thus insure maximum coordination of all service components in 

a comprehensive alcoholism service delivery system. 

3. Promote the most effective utilization of current and projected 

client services administered separately by each of the member­

parties by: 

(a) Developing uniform standards for client care and 

treatment in all instances where such uniformity is 

considered possible or desirable, 

(b) Encouraging and facilitating the free passage of 

clients from one service element to another as seen 

proper and desirable by caretakers of whatever 

agency has direct responsibility for the particular 

client's welfare, and 

(c) Expediting this client's movement between and among 

service elements through mutually agreed upon pro­

cedures for referral and acceptance, including but 

not limited to: 
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(1) Sharing of client information, such as 

case records, certain other written re­

ports, as well as continuing dialogue among 

caregivers, and 

(2) Implementing this by developing an efficient 

system of record keeping and reporting by 

means of a mutually agreed upon common data 

base. 

(d) Drawing at least in part upon this standardized system 

of data gathering and recording to promote efforts 

between member-parties to establish a cooperative 

information system for ongoing program planning, 

research, and evaluation. 

4. Determine what steps may be taken to ensure that this mutual 

agreement of cooperation is reflected at the community level 

through regional intra-agency partnership and its most important 

concommitant; a more integrated and productive pattern of con­

tinuing care and treatment for problem drinkers and alcoholics in the 

State of Maine. 

2. Regional Alcoholism Planning Contracts and Agreements 

It has also been noted that the designated agency will administer 

the State plan through a system of regional planning organizations, and 

that while these will not ordinarily engage in the provision of direct 

services, they will each be incorporated. It is expected that they, 

too, will be entering into formal agreements with direct service providers 

in their respective areas and enter into contracts for consultative 

services, and subject to review by the State Advisory Council and staff 

of the designated agency. 
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3. Determination of Funds 

The proposed budget for administering the State plan has been 

shown under Action Plan, Section III (D) (1). 

4. Notification of Availability of Funds 

Regional planning organizations are already in existence or 

underway in most of the five regions. Examples are the Tri-County Al­

coholism Planning effort, initiated under the auspices of the State 

Comprehensive Health Planning 314 (b) Agency for that region, Tri­

County Health Planning Agency. Similarly, the 314 (b) agency for the 

Southern Maine region, Southern Maine Comprehensive Health Association, 

Inc., has exerted leadership in the recent formation of the Southern 

Maine Regional Alcoholism Council, comprised (as described earlier in 

this State plan under State Survey, II (D) (2)) of the Mid-Coastal, 

Cumberland, and Southern Maine (York County) State Planning and Develop­

ment Districts. 

The Kennebec Alcoholism Planning Region III, which is coterminous 

with the Kennebec State Planning and Development District, which so far 

has no organized mechanism for ongoing alcoholism planning, although 

its planning capability, as noted in its regional profile, is in the 

process of being greatly accelerated. 

Alcoholism Planning Region IV, comprised of the Penobscot and Eastern 

Maine state Planning and Development District, and Alcoholism Planning 

Region V, representing the Northern Maine State Planning and Develop­

ment District, have both demonstrated their planning capability through 

their respective Community Mental Health Centers--The Counseling Center in 

Bangor, and Aroostook Mental Health Services, Inc., in Fort Fairfield. 
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B. METHODS FOR RmUESTING FUNDS 

1. Funding Requests 

The procedure for developing Federal grant applications, sub­

mitting these to the regional alcoholism planning organization for 

review and comment, after which they will be referred to the State 

Advisory Council for further review and comment before application is 

made to the Federal agency, has been described. 

2. Evaluation and Approval of Requests 

NIMH-NIAAA "Guidlines for Evaluation of Projects and Proposals" 

are currently being followed. These guidelines are reproduced here 

for the instruction of individuals here in the State who are, or will 

be, charged with the responsibility of preparing grant proposals for 

either Federal or' State funding: 

GUIDELINES FOR EVALUATION OF PROJECTS AND PROPOSALS 

1. All reasonable proposals or applications must be clear in 

their definition, stated accurately with rega.rd to problems 

and needs, and be understandable in terms of goals, objec­

tives and expected results. 

A. Have regional committees and appropriate local units 

of government, Comprehensive Health Planning and Re­

gional Mental Health agencies, institutions, or groups 

reviewed the proposals, made commitment of funds 

or approved the statements contained in this proposal? 

B. Problems must be clearly defined and correspondingly 

documented by supportive data. Describe nature and 

scope of the problem. This description explains the 

203 

B. METHODS FOR RmUESTING FUNDS 

1. Funding Requests 

The procedure for developing Federal grant applications, sub­

mitting these to the regional alcoholism planning organization for 

review and comment, after which they will be referred to the State 

Advisory Council for further review and comment before application is 

made to the Federal agency, has been described. 

2. Evaluation and Approval of Requests 

NIMH-NIAAA "Guidlines for Evaluation of Projects and Proposals" 

are currently being followed. These guidelines are reproduced here 

for the instruction of individuals here in the State who are, or will 

be, charged with the responsibility of preparing grant proposals for 

either Federal or' State funding: 

GUIDELINES FOR EVALUATION OF PROJECTS AND PROPOSALS 

1. All reasonable proposals or applications must be clear in 

their definition, stated accurately with rega.rd to problems 

and needs, and be understandable in terms of goals, objec­

tives and expected results. 

A. Have regional committees and appropriate local units 

of government, Comprehensive Health Planning and Re­

gional Mental Health agencies, institutions, or groups 

reviewed the proposals, made commitment of funds 

or approved the statements contained in this proposal? 

B. Problems must be clearly defined and correspondingly 

documented by supportive data. Describe nature and 

scope of the problem. This description explains the 

203 



justification for submitting the grant application. 

Define the problem in workload or quantitative terms 

and indicate data sources. Use meaningful facts and 

data to support need; for example, arrest rates and 

number of alcohol abuse and alcoholism-related occurences 

over a one-year period. 

C. Needs must be clearly defined and documented by supportive 

data. The condition that will be improved by this anti­

cipated grant must be outlined as specifically as possible. 

Need and accomplishment by objectives will serve as a 

basis for project evaluation and must be detailed in 

behavioral terms whenever possible. 

D. The specific area effected by this project (either in 

a direct or indirect fashion) must be identified and 

the anticipated result or goal described. Give a 

concise statement of each of the objectives of the 

proposed project. These are precise statements of 

kinds of improvements sought and outcomes expected. 

A measurement of these conditions as they exist before 

and after the impact of the action proposal will form 

the basis for evaluating the worth of the program. 

E. Is the proposing agency capable of carrying out this 

project? What evidence of the capability can be shown? 

Describe the tasks to be undertaken for the achievement 

of the project objectives and the costs involved. 

Provide a detailed time schedule showing how long the 

various tasks will take to complete. Describe the 
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staffing required and the program role of each. 

Indicate how project progress will be reported. 

F. What are the strengths and weaknesses of the proposal? 

Describe the general method, procedure, or strategy 

for attaining the objectives. State reasons why the 

proposed approach is offered. For example, what 

evidence is there that this approach will work? What 

are the alternative approaches and why is this method 

preferable? If there are other projects which relate 

to this proposal, summarize those projects and describe 

the relationship. 

SUMMARY 

G. Special considerations that must be specifically detailed: 

1. Cost 
2. Urgency or need of this project. 
3. Duration 
4. Certainty of results 
5. Uniqueness of problem and level of technicality 
6. Innovative qualities 
7. Effectiveness of coordination with other agencies 

or efforts with similar missions. 

H. What is the likelihood of this project continuing under 

local or state auspices if successful? Note the specific 

considerations or items that insure future support. 

I. The proposal must conform to State Alcohol Abuse 

and Alcoholism Plans and be consistent with priorities 

and goals of those efforts. It must be consistent with 

and be identified as a priority of the State Alcoholism and 

Alcoholism Council in the approved State Plan. 
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II. Monitoring of Projects by Division of Alcoholism Services 

and Regional Planning Committees where feasible. 

Itemization: (1) each service to be purchased 

(2) each major article purchased 

(3) all salaries or expenses other than 
above 

III. Evaluation of Projects by State Division of Alcoholism Services. 

Relate each of these criteria once they have been monitored 

and found to have occurred or not occurred according to the 

grantee agreement, to the original needs this project 

addressed, and the projected results expected. 

A. Was the program carried out as it was stated? 

B. What impact did it have on the goal (s) and objectives 

of the project - describe by emphasizing degrees of 

accomplishment. Was it undetermined in its effectiveness? 

What major developments led to its success? Did this 

project reflect elements of both success and failure - In 

what ways? 
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V. COORDlNA TION 

A. Responsible State Agency 

1. Procedures for Review 

The single state agency responsible for administering the State 

plan is the Department of Health and Welfare, Bureau of Rehabilitation, 

Division of Alcoholism Services. 

Section 247, Part C (2) of the amended Community Mental Health 

Centers Act, reads as follows: 

"Each applicant from wi thin a state, upon filing its application 
with the Secretary for a grant or contract under this section, 
shall submit a copy of its application for review by the State 
agency designated under section 303 of the Comprehensive Alcohol 
Abuse and Alcoholism Prevention, Treatment and Rehabilitation 
Act ••• " 

Since the above State agency was so designated by Governor Kenneth 

M. Curtis in October, 1971, this procedure has been, and will continue 

to be followed. 

Project grant applications are submitted to the State agency, which 

is then required to submit to the Federal agency "wi thin 30 days from 

the receipt of the application, a written evaluation of the project 

set forth in the applica tion ••• " 

With the implementation of the proposed mechanism for administering 

the State plan which has here been described, it is expected that the 

review and evaluation of grant applications submitted by public and 

private nonprofit agencies, organizations, and institutions, and requests 

for contracts on the part of these groups or individuals,will be greatly 

facilitated. 
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2. Criteria for Evaluation 

The criteria for evaluation are those detailed in the NIMH­

NIAAA "Guidelines". In addition, it is understood that the criteria 

e~tablished under Section 247, (3) of Part C, Community Mental Health 

Centers Act as amended by P.L. 91-616, are to be met. These require 

that (A) the activities and services will be substantially administered 

by or under the supervision of the applicant; (B) programs or pr@jects 

will be administered by such methods as will ensure proper and efficient 

operation; (C) provision is made for such fiscal control and accounting 

procedures as may be necessary and (D) assurance is given that "Federal 

funds will be so used as to supplement and increase, to the extent 

feasible and practical, the level of State, local, and other non-Federal 

funds that would in the absence of such Federal funds be made available ••• 

and willm no event supplant such State, local~ and other non-Federal 

funds." 

B. Provisions for Review of Grants Submitted Under Other Acts 

As Requested 

Applications for construction grants, including those to be 

approved for funding under the Hill-Burton Act, are reviewed by the 

Health Facilities and Construction Service Director of the Department 

of Health and Welfare, which is the designated State agency for the 

administration of the Community Mental Health Centers Construction 

Plan. While the administration of the CMHC Construction Plan rests 

with the Department of Health and Welfare, the Department of Mental 

Health and Corrections is designated as the Mental Health Authority in 
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the State of Maine, and as such is responsible for Community Mental 

Health Center program promotion and planning, and the development of a 

comprehensive plan for community mental health services, including 

centers construction. 

The arrangement providing for program and plan development in 

the Department of Mental Health and Corrections is by agreement be-

tween the two departments as follows: 

The Department of Mental Health and Corrections has entered into 
an agreement with the Department of Health and Welfare for the 
express purpose of utilizing the experience and knowledge of the 
Hill-Burton officials in constructing community mental health 
facilities approved under Maine's Community Mental Health Center 
Survey and Construction Plan.* 

With the implementation of the regionalized administrative struc-

turing of alcohol abuse and alcoholism programs as described in the 

present State plan, it is anticipated that funding requests from other 

sources such as Model Cities, Department of Transportation, etc., will 

also be cleared through the regional alcoholism planning organization, 

when these proposals have an alcohol related component. 

Similarly, as set forth in Part C of P.L. 91-616, private and public 

general hospitals wishing to receive Federal funds for alcoholism treat-

ment programs will be expected to submit their applications through 

the regional and State Advisory Council mechanism for preliminary review 

and comment, in order to ensure that their proposed programs are 

consistent with the intent and purposes of this State plan. 

* Community Mental Health Center Survey, Planning and Program Development, 
Department of Mental Health and Corrections, FY 1970, p. 1. 
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C. Provisions for Review by Other State Authorities 

As noted earlier, all grant applications under P.L. 91-616 are 

subject to State Clearinghouse Review by the State Planning Office, which 

has been officially designated by the Governor to review all federally 

assisted programs and projects urrler "Circular A-95" of the U.S. Office 

of Management and Budget. This State plan is currently under such review, 

as is the Tri-County I & D grant application for alcoholism services. 

Applications pertaining to provision of services through community 

mental health centers or other Mental Health and Corrections administra­

tive components are subject to review by that agency. 

Programs that receive funding from other Federal or State sources 

are subject to review by the funding agency. Examples are Serenity 

House and the 24-Hour Club in Portland, both of which receive their 

major financial support from Model Cities. 
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VI. ADMINISTRATION OF PLAN 

A. State Plan Administration Costs 

Section 302 (c) of Title III, P.L. 91-616, permits the expendi­

ture, not to exceed 10% of the State allotment, (or $20,000 in Maine 

per year), for allowable administrative costs. These are defined by the 

Federal agency to include the following: 

(a) Costs of compensation of personnel and other administrative 
expenses directly related to developing and administering or 
supervising the administration of the State Plan. 

(b) Expenses of the designated State alcoholism advisory council, 
including per diem and travel expenses incurred by council 
members at rates not exceeding those established under 
applicable State law. 

(c) Expenses of regional and local alcoholism and alcohol abuse 
advisory groups to the extent that such groups provide ad­
vice or contractural services related to administering, or 
supervising the administration of the State Plan. 

As reported in the introduction of this plan, the designated State 

agency in November, 1971, contracted with the Health Council, Inc. of 

Maine, a nonprofit private organization representing 60 public and pri-

vate health agencies in the State, to assist in its development. Sub­

sequently, a loan in the amount of $15,000 was obtained through an 

interdepartmental arrangement with the Bureau of Administration of the 

state Department of Health and Welfare to enable the drafting of a plan. 

These funds, however, did not become available until several months 

(March 15, 1972) after the contract with the Health Council had been 

negotiated, and the regional workshops originally scheduled for Feb-

ruary, consequently, had to be postponed until late in March. 
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This $15,000 for technical assistance in planning, which includes 

an amount budgeted for printing and statewide distribution of the State 

plan, represents the difference between the $185,000 earmarked for State 

and regional planning, coordination, and program development, and Maine's 

State Formula allotment of $200,000. 

B. Merit System 

The designated State agency, along with all other bureaus and 

divisions of the Department of Heath and Welfare, conforms to Civil 

Service policies adopted and enforced by the Maine State Department 

of Personnel. These "Standards for a Merit System of Personnel Ad­

ministration" which comprise Part 70 of Subtitle A, Department of Health, 

Education, and Welfare, and also as 28 F.R. 7931, as we:l as several 

U.S.C. statutes, apply in Maine not only to personnel of those agencies 

that are engaged in the administration of Federal grant-in-aid programs 

or in the development and implementation of approved State plans re­

quired as a condition of Federal grants, but to all State employees, 

including those of the Department of Mental Health and Corrections, Em­

ployment Security Commission, and all othe~ equally. 

This merit system of personnel selection and administration adheres 

to Federal requirements in: (1) establishing clear definitions of 

function, (2) employment of the most competent available personnel, 

and (3) development of staff morale and individual efficiency. 

The statewide civil service system in Maine conforms to the Federal 

merit system in all respects including these: 
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(1) Impartial administration of the merit system, 

(2) Operation on the basis of published rules and regulations, 

(3) Classifications of all positions on the basis of duties 
and responsibilities, and establishment of qualifications 
necessary for the satisfactory performance of such duties 
and responsibilities, 

(4) Establishment of compensation schedules adjusted to the 
responsibility and difficulty of the work, and qualifications 
of the employee, 

(5) Selection of permanent appointees on the basis of examinations 
so constructed as to afford all qualified applicants oppor­
tunity to comp0te, 

(6) Advatlcement on the basis of capacity and meritorious service, 
and 

(7) Tenure of permanent employees. 

In addition, the provisions of the Federal Hatch Political Acti-

vities Act, as amended, are enforced, and participation in political 

activity, especially by employees engaged in carrying out duties in 

connection with State-Federal programs, is prohibited. 

A classification plan for all State positions is maintained, with 

job descriptions; classification titles; and requirements of minimum 

training, experience and other qualifications published and enforced 

for each State position. Salary schedules, adjusted to the responsi-

bility and difficulty of the work, and ranging from minimum, to inter-

vening, and maximum rates of pay, provide for salary advancements based 

upon quality and length of service. 

Regulations governing the State administration of the civil 

service merit system include: 

(1) Examinatims constructed to reveal the capacity of the applicant 

for the particular position for which he is applying, 
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(2) Registers of eligibility, recording final scores and standing 

in relation to other applicants, 

(3) Six-months probationary period for all employees before 

certification for permanent status, 

(4) Periodic evaluations of work performance, and maintenance 

of such personnel records as necessary for the proper mainten­

ance of a merit system and effective personnel administration. 

214 

(2) Registers of eligibility, recording final scores and standing 

in relation to other applicants, 

(3) Six-months probationary period for all employees before 

certification for permanent status, 

(4) Periodic evaluations of work performance, and maintenance 

of such personnel records as necessary for the proper mainten­

ance of a merit system and effective personnel administration. 

214 



VII. ACCOUNTING PROCEDURES 

All accounting and auditing of expenditures and commitments made 

by the designated agency, along with other Health and Welfare adminis­

tra tive components, are underi;.he continuing review of the Department's 

Division of Accounts and Audit in the. Burea~ of A~nistration. Further 

State review on an ongoing basis is provided by the State Bureau of 

Accounts and Control, under the administration of a State controller. 

A data processing and programming system is used by both agencies. 

All financial records and proposed expenditures are available 

at all times to the U.S. Office of the Budget, the U.S. Comptroller 

General and his authorized representatives, and to the Federal and 

regional representatives of the National Institute on Alcohol Abuse and 

Alcoholism. 

Financial reports are to be prepared and submitted to any of these 

State and Federal agencies upon their request. Similarly, expenditures 

by private agencies, organizations, and groups providing services under 

this plan and made from funds provided by the designated State agency 

for that purpose are also required to conform to standard fiscal control 

and fund accounting procedures. Records of expenditures made by these 

public and private agencies in carrying out the provisions of the State 

plan are maintained and available for inspection and audit at any 

time upon request. 

In this State plan, a clear differ~ntiation has been made between 

proposed expenditures from the State formula grant allotment of $200,000 

under P.L. 91-616 and all other Federal formula and project grant pro-

grams. 
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Fiscal records in connection with alcohol abuse and alcoholism 

programs conducted under the provisions of this State plan are to be 

retained for 3 years after the close of the period for which the funds 

involved are available for expenditure, in accordance with Section 

XII, page 26, of the 'Guidelines for Preparation of State Plans", 

received from the Chief, State Assistance Branch, NIMH-NlAAA. 
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VIII ASSURANCES 

A. FACILITIES 

1. Admissio~ to Hospitals 

It is understood that no formula grant funds will be awarded any 

public or private general hospitals which have received Federal funds 

for alcoholic treatment programs and which refuse admission and treat­

ment to alcoholic persons solely on the basis of their alcoholism. 

2. Maintenance and Operation 

a. Inpatient services. 

All facilities housing patients will conform to the requirements 

for hospitals and related facilities established by the Department of 

Health and Welfare and shall be licensed in accordance with legal 

requirements. 

b. Other services. 

Facilities other than inpatient facilities. shall be inspected and 

licensed or approved by appropriate state or local authority (ies) as 

being safe and sanitary. 

3. Conflict of Interest 

No full-time officer or employee of the designated State agency, or 

any firm, organization, corporation, or partnership which. such officer 

or employee owns, controls, or directs shall receive funds from a grant 

applicant directly or indirectly for payment for services provided in 

connection with the planning, design, construction or equipping of a 

treatment or rehabilitation facility currently operating or proposed 

under this State plan. 
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B. NONDISCRIMINATION 

1. All services provided under this State plan shall be made 

available without discrimination on account of race, creed, color, sex, 

age, marital status, or duration of residence. 

2. The State agency or any other agency, organization, or insti­

tution administering and/or carrying out any activity under the State 

plan shall not discriminate in any way against any employee with respect 

to compensation, terms, conditions, or privileges of employment solely 

because of race, color, creed, sex, or national origin. 

3. The State agency or any other agency, organization, or insti­

tution administering and/or carrying out any activity under the State 

plan shall not refuse employment to any qualified applicant for a position 

solely on the basis of the fact that he or she has had or has not had a 

problem of alcoholism. 

C. MAINTENANCE OF EFFORT 

1. State funds 

Federal funds will not be used to supplant non-Federal funds 

appropriated by the State Legislature or those currently being received 

or requested from other sources for purposes of providing the services 

and carrying out the activities under the State plan. Rather, such 

Federal funds will, to a large extent, be used to increase the level of 

State and local funding for the activities described in this report. 

Consequently, assurance can be given that: 

a. The level of State funds available to and spent by the State agency 

for alcohol abuse and alcoholism prevention, treatment, and rehabilita­

tion services and activities under the proposed State plan (including 

State funds allocated to other public and private non-profit agencies, 
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institutions and organizations) will be at least no lower in the 

fiscal year for which this State formula grant application is being 

made than it was for the immediately preceding fiscal year. 

b. Assurance is also given that the aggregate level of non-Federal 

funds (other than Federal funds allocated under the Act by the State 

agency) available to and spent by the State and each other pUblic or 

private non-profit agency, institution, and organization to which 

Federal funds are to be made available under the State plan from the 

State's formula grant of $200,000 is no lower for the fiscal year than 

it was for the immediately preceding fiscal year. 

D. ACCESSIBILITY CRITERIA 

A. Geographic 

Barriers of geography and demography present unique and often 

exceedingly difficult problems in the State of Maine. In the absence 

of any adequate public transportation system in the state, except for 

persons living in the most urban areas, the problem of getting from 

place to place is most acute for the severely disadvantaged and espe­

cially those who live in the more isolated and remote parts of the 

State. Quite often such persons are prevented access to the services 

they need because they are unable to get to them. Not only distances, 

but routes of travel, climatic conditions, and the local characteristics 

of the population are factors which must be considered in the develop­

ment of an efficient service deliver.y system. 

While recognizing that these and related factors add to the 

complexity and difficulty of meeting optimum standards of accessibility, 
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it is the objective of this plan to make appropriate and needed 

alcohol abuse and alcoholism service programs available to any person 

in the State within one hour's travel time from his place of residence. 

B. Financial 

Comprehensive alcohol abuse and alcoholism program components 

including emergency care, inpatient hospitalization, outpatient ser­

vice, care and treatment at an intermediate facility, follow-up 

services, and any others which may be indicated on the basis of indivi­

dual need will be available without exclusion of any person solely by 

reason of his ability or inability to pay. 
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IX. OTHER REQUIREMENTS 

A. PUBLICIZING PLAN 

1. A publicity campaign was launched prior to the scheduling 

of the five regional workshops, and coverage by press, radio and tele­

vision while the workshops were being held reached virtually every part 

of the State. Examples of press coverage are included in the Appendix. 

In addition, some 10 radio interviews were broadcast, and television 

coverage of the workshop sesions was extensive. Each session was 

covered by at least one TV channel. The Portland workshop was a telenews 

subject on two TV channels which cover the southern half of the state. 

The Bangor workshop was featured by two channels on their evening news 

telecasts that cover the northeastern half of Maine, and the Waterville 

workshop in Central Maine was covered by three radio-television news 

directors and their cameramen. 

2. A general description of the plan was published as a legal 

advertisement in central Maine's most widely read newspaper and ran for 

three days. A photocopy of this public notice is attached. 

3. A copy of the interim State plan, as reported in the final 

paragraph of the legal notice, has been available for examination at 

the Maine State Library in Augusta since the end of March. 

B. GOVERNOR' § REVIEW 

1. The procedure for State Clearinghouse Review by the State 

of Maine Executive Department, in accordance with Part III of the revised 
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16 Kennebec Journal, Augusta, Saturday, April I, 1972 

LEG L NOTICES 

LeIJal Notices 1 
LEGAL ADVERTISEMENT 

PUBL'C NOTICE! 
The 1972 State Plan for comprehensive , 

services relating to alcohol obus. and , 
alcoholism prevention, treatment, and 
rehabilitation programs in Maine as 
provided for under terms of the federal 
Hughes Act, Public Law 91-616, has 
been prepered. Upon approval of this 
plan, fiscal year 1972 lunds in the 
amount of $200,000 will be allocated 
to the State for the development and 
Implementation of these programs. 

The State Plan oddresses itsell 10 
such Issues .5 expansion and modification 
of eXisting services and facilities as 
well as development of new prevention, 
treatment, and rehobilitation modalities. 

Recommendations and priorities In­
clude: 

t. Services pertaining to education, 
prevention, ond early Identincation 
alcoholism-related problems. 

2. Treatment functions including medi­
cal, psychological, and general counseling 
end social services offered on either 
an Inpatient or outpatient basis. 

3. Rehabilitation functions of numerous 
public and private service elements pro· 
posed or already existing which are. 
either now or can become capable 
01 serving individuals and families with 
Alcohol·related problems. 

~. Administration and planning of 
an orderly, integrated service network, 
available to all without discrimination, 
and In all areas of the State. 

S. Achievement of objectives through 
ongoing regional and s tat e wid e 
mechanism that will promote the 
integration of alcohol-related programs 
with all other appropriate community 
services, public and private. This 
coordination of planning, implementation, 
and evaluation Is to be regarded as 
a positive and continuously evolving 
process, rather than a static, program~ 
oriented structure. 

6. Involvement of those for whom 
these processes lind services are de­
veloped: These participants representing 
client interests include the general public, I 
i.e., the taxpayer and concerned citizen, 
as well as the ~lIent, his family, 
employer, and significant others. 

7. Development,' implemented with 
the strong backing of concerned indivi­
duals and groups, of appropriate legisla­
tion In such areas as nondiscrimination 
of recovered alcoholics in employment; 
enactment of a statute abolishing the 
crime of public intoxication per se, 
and substituting alcoholism treatment 
and rehabilitation provision in ttle place 
of incarceration and fines; and more 
adequate financial backing for alcoholism 
and alcOhol-related service programs. 

A copy of the State Plan is available 
for examination at the Maine State 
Library._~n.A.u.~sta~ __ _ 

. ~ ....... "r-,..TIc::l::i,u=~T---
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~o Kennebec Journal, Augusta, Saturday, March 31, '973 I 

LEGAL ADVERT,SI:MENT 

Tho 19n State Plan -for-comprehensive 
services relating to alcohol abu.. and 
alcoholism prevention, treatment, and 
rehabilitation programs In Maine has 
been updated as provided for I.WId..­
terms of the federal Hughes Act, Public 
Low 91-616. U~n approval of this plan, 
fiscal year 1973 funds In the amount 
of $200,000 will be allocated to the 
State for the development and 
Implementation of these programs. 

The St.te Plan addresses itself to 
such Issues .5 expansion and modification 
of existing services and facilities as 
well as development of new prevention. 
treatment, and rehabilitation modalities. 

The updated sections Include: 
t. A progress report of FY'72 activities 
2. Minor revisions such as address 

Changes, A~95 revtew Changes, and 
addition of Advisory (ol.Wlcll by-lows 

I 
and cooperative agreements. 

3. Summary of overall objectives lor 
FY'73. 

A copy of 1M State Plan and Its 
revisions will be available 10 f 

I examination at the Maine State Library 
In Augusta lor 30 days. 
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u.s. Office of Management and Budget Circular A-95, was initiated on 

April 21. As noted on the attached interdepartmental memo from the 

State Planning Office, the 22 agencies to which it was sent, including 

each of the State's Regional Planning Commissions, were requested to 

review the State plan materials within 40 days and return their responses 

to the State's A-95 Coordinator. Copies of the plan had already been 

sent by the Health Council to several of the persons to whom this memo 

was addressed, since they, along with all others of the more than 200 

participants in the regional planning workshops, as well as invitees 

who were unable to attend these sessions, were mailed a copy of the interim 

State plan early in April. 

To date, no official response has been received from the State 

planning office, though this memo has generated numerous letters and 

phone calls from persons interested in learning more about the current 

status of the plan. 
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STATE LEVEL COOPERATIVE AND CONTRACTUAL AGREEMENTS 

EXHIBIT I 

DEPARTMENT OF MENTAL HEALT~ AND CORRECTIONS 

On October 30, 1972 the Department of Ment~l He~lth and Corrections 

and the De9artment of Health and Welfare sign~d a cooperative agreement 

which is reproduced on the following pages. This agreement i~ a formali­

zation of the outline presented above. 
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A COOPERATIVE AGREEl'lliKT BET\.JEEr: THE BL~EAr OF REHABILIATI0:-) , DEPARTl'lliNT OF HEALTH 

AND WELFARE AND THE BUREAU Of :!ENTAL HEALTH, DEPAR'HlENT OF HENTAL HEALTH AND 

CORRECTIONS REGARDING COLLABORATION IN THE PLA~~ING AND DELIVERY OF ALCOHOLISM 

SERVICES 

The goal: 

To establish a mechanism for collaboration in the planning, development and 

delivery of comprehensive alcoholism services which are responsive to the needs 

expressed by the community and which reflect the in~egral relationship between 

alcoholism and mental health. 

Assumptions: 

1) The development of such joint agreements at the state level will assure a 

more highly integrated and coordinated mental health-alcoholism services 

program at the community level. 

2) There are areas in which each agency has uniquely different roles which can 

be identified (statutes, federal and state policies, regulations, etcJ 

and should be mutually respected. 

3) As components of a single human services system there are many activities 

which overlap and require considerable communication to carryon effectively. 

4) There are ways in which the problem of duplication of services can be 

resolved, if the purposes and specific component tasks of such services are 

clear to the community and to the providers of services. 

5) The community would more appropriately request and better utilize services 

from the Bureau of Rehabilitation and the Bureau of Mental Health-if 

respective roles were also clear to them. 

6) A particular relationship between the Bureau of Rehabilitation and the 

Bureau of Mental Health will vary from region to region in terms of col­

loboration and service delivery by respective agencies. 
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7) Both the Bureau of Mental Health and the Bureau of Rehabilitation serve 

essentially the same target population in terms of geographical, socio­

economic and high risk populations. 

Role and function of each agency: 

The Bureau of Mental Health has responsibility for providing comprehensive 

mental health services which may include alcoholism treatment and rehabilitation 

through its institutions and community mental health centers. The Bureau of Mental 

Health will provide funds within certain policy guidelines and standards to 

community mental health centers for the provision of comprehensive mental health 

services which may include alcoholism services. 

The Bureau of Rehabilitation has responsibility for the development of a 

State Plan for Alcoholism Services to be implemented through five regional 

-alcoholism planning bodies. The Bureau of Rehabilitation will provide matching 

funds to local agencies developing and deliverying alcoholism services within its 

funding capabilities. Funds for regional alcoholism planning bodies come from 

the federal formula grant and will be admini&tered ?ccording to policies developed 

in consultation with the ,Governor's Advisory Council on Alcohol Abuse and Alcoholism. 

Statewide coordination of alcoholi~m services rests with staff designated by 

the Bureau of Rehabilitation. This staff, advised by the Governor's Alcoholism 

Advisory Council, establishes guidelines for regional alcoholism planning bodies, 

maintains the federal grant mechanism, provides technical assistance, and assures 

the development of statewide planning activit~es for the various aspects of 

alcoholism prevention, treatment, and rehab~litation. The staff designated by 

the Bureau of Mental Health for mental health related aspects of alcoholism will 

function as a staff person within the structure stated above. 

In areas of difference or conflict in policy or preference, the liaisons 

of each Bureau will be responsible for negotiating a mutually agreeable and 
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workable solution. 

Guidelines for regional collaboration in the planning, development and delivery 

of mental health related alcoholism services: 

1) The Bureau of Rehabilitation r~gional office will negotiate its own agree-

ments with the respective affiliate of the Bureau of Mental Health; such 

agreements will be based on these guidelines. 

2) Services to be funded must conform to federal and state regulations related 

to scope of services, target populat{on and ~enerally to the state policies 

of both bureaus. 

3) Planning for sach services should include input from the counterpart agency 

as appropriate. 

a) in program areas where there is minimal interdependence in the 

functions involved or where a program is mandated by statute, 

it would be appropriate to merely inform the other agencies; 

b) in program areas which involve functions that could be carried 

on by either agency, it would be appropriate to actively involve 

the other agency in both the planning and implementation process. 

4) It is assumed that in any joint planning activity, sound planning 

procedures would be adhered to: 

a) documentation of need; 

b) determination of priorities; 

c) documentation of community input; 

d) insurance of accountability--both financial and service evaluation. 

5) The delivery of agreed upon services to the alcoholic and his family may be 

accomplished by one or the other of the two agencies, or by purchase from a 

third agency, or combination of these, e.g. 

a) effective case finding; community mental heafth services must be 
I 

outreach-oriented in serving the alcoholic; 
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screening and referral services for the nonintoxicated alcoholic; 

emergency services for the acute alcoholic; 

psycho-social evaluation of alcoholics coming to centers directly or 

referral by other caregivers; 

the development of a plan of action for alcoholics requiring mental 

health services; 

provision of a wide range of treatment services, individual, group, 

outpatient, inpatient, partial hospital~ etc. 

aftercare for alcoholics returning from inpatient service; 

development of therapeutic residential care, ff~. 

education and consultation to other alcoholism service agencies. 

6) The final decision as to what service~ are to be funded will be subject to 

the recommendations of the regional planning organization~. Such decisions 

must consider both mental health and specific needs as related to alcoholism 

and provide for planning on an ongoing basis to assure effec~ive use of 

expert knowledge and resourCeS in comprehensive human service delivery. 

7) Suggested mutually agreeable priorities for services will be set by the 

respective Central Office staffs but recognition is given to the fact that 

regional needs may indicate a different order of priorities. This is 

possible if there is a rationale given which is acceptable to the 

respective central office agency. 

8) There must be a method of evaluating the quantity and quality of these 

jointly deveioped services which are acceptable to both the Bureau of 

Rehabiliation and the Bureau of Mental Health. 

Shared Responsibilities: 

Within the context of the respective roles of the Bureau of Rehabilitatioq 

and the Bureau of Mental Health, certain areas of shared responsibility are evident. 
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Each Bureau will appoint a liaison through whom shared activities will be 

carried out. 

1. Funding: The Bureau of Mental Health will, to the extent possible, 

retain a~d expand its fu~ding of comprehensive mental health services, 

including alco~::Jlism a-:tivities within the community mental health 

centers through its regular grant-in-aid pr9gram and Mental Health 

Improveme~t Fund. 

The Bure~l of Rehabilitation will assume responsibility for providing 

cornmu'.1.ity' mental health centers and other agencies which are developing 

and delivering alcoholism services with financial ~upport through federal 

formula and project grant funds and will attempt to establish a grant-

in-aid program. 

2. Decision making: Through designated liaisons each Bureau will involve 

the other in decision making regarding alcoholism programs a) in mental 

health centers and institutions, and b) in ~lcoholism agencies develop-

ing mental health related services whether these decisions be concerned 

with policy, programs or funding . 

.). Legislative activities: Given mutual inJ:erests in the £Imding, planning 

and delivery of high quality comprehensiv2 alcoholism services, the 

Bureau of Rehabilitati,:m Bfld 13ur281.1 ,:)E :Mental Health will collaborate in 

legislative activities. Such areas as appropriations and legal regula-

tions, stand~rds, certification are 

Department 0 

Corrections 

William Schumacher, M.D., Director 
Bureau of Mental Health 
Department of Mental Health and 

Corrections 

Date: October 30, 1972 

appropriate for ~ollaboration. 

JJtJA~~~ dB D~Fisher, M.D., mmissioner 
Department of Health and Welfare 

C,G2u~~~/ 
Owen Pollard, Director 
Bureau of Rehabilitation 
Department of Health and Welfare 

" 

Each Bureau will appoint a liaison through whom shared activities will be 

carried out. 

1. Funding: The Bureau of Mental Health will, to the extent possible, 

retain a~d expand its fu~ding of comprehensive mental health services, 

including alco~::Jlism a-:tivities within the community mental health 

centers through its regular grant-in-aid pr9gram and Mental Health 

Improveme~t Fund. 

The Bure~l of Rehabilitation will assume responsibility for providing 

cornmu'.1.ity' mental health centers and other agencies which are developing 

and delivering alcoholism services with financial ~upport through federal 

formula and project grant funds and will attempt to establish a grant-

in-aid program. 

2. Decision making: Through designated liaisons each Bureau will involve 

the other in decision making regarding alcoholism programs a) in mental 

health centers and institutions, and b) in ~lcoholism agencies develop-

ing mental health related services whether these decisions be concerned 

with policy, programs or funding . 

.). Legislative activities: Given mutual inJ:erests in the £Imding, planning 

and delivery of high quality comprehensiv2 alcoholism services, the 

Bureau of Rehabilitati,:m Bfld 13ur281.1 ,:)E :Mental Health will collaborate in 

legislative activities. Such areas as appropriations and legal regula-

tions, stand~rds, certification are 

Department 0 

Corrections 

William Schumacher, M.D., Director 
Bureau of Mental Health 
Department of Mental Health and 

Corrections 

Date: October 30, 1972 

appropriate for ~ollaboration. 

JJtJA~~~ dB D~Fisher, M.D., mmissioner 
Department of Health and Welfare 

C,G2u~~~/ 
Owen Pollard, Director 
Bureau of Rehabilitation 
Department of Health and Welfare 





EXHIBIT II 

STATE PROGRAM DEVELOPMENT 

The Department of Menta.l Health and Corrections has an agreement with 

the National Institute of Mental Health which places Maine as a priority 

state· for technical assistance and special consideration in funding in 

mental health programming. This agreement is termed State Program Develop­

ment (SPD). Under the SPD arra,ngement alcoholism services are a statewide 

priority for mental health. It. is through the liaison activities of the 

state level Alcoholism Planning Coordinator that reciprocal input is made 

between the Bureau of Mental Health and the Division of Alcoholism Services. 

This liaison has generated a mutually acceptable set of goals and objectives 

constituting a day-to-day commitment. to work cooperatively toward achievable 

ends in comprehensive community and state level alcoholism planning and 

service. 

The following SPD alcoholism goals and objectives reflect the spirit 

of cooperation presented in the agreement between the Department of Mental 

Heal th and Corrections and the Department of Health and \velfare as '-Tell as 

the state/federal partnership of State Program Development. 

A-7 

EXHIBIT II 

STATE PROGRAM DEVELOPMENT 

The Department of Menta.l Health and Corrections has an agreement with 

the National Institute of Mental Health which places Maine as a priority 

state· for technical assistance and special consideration in funding in 

mental health programming. This agreement is termed State Program Develop­

ment (SPD). Under the SPD arra,ngement alcoholism services are a statewide 

priority for mental health. It. is through the liaison activities of the 

state level Alcoholism Planning Coordinator that reciprocal input is made 

between the Bureau of Mental Health and the Division of Alcoholism Services. 

This liaison has generated a mutually acceptable set of goals and objectives 

constituting a day-to-day commitment. to work cooperatively toward achievable 

ends in comprehensive community and state level alcoholism planning and 

service. 

The following SPD alcoholism goals and objectives reflect the spirit 

of cooperation presented in the agreement between the Department of Mental 

Heal th and Corrections and the Department of Health and \velfare as '-Tell as 

the state/federal partnership of State Program Development. 

A-7 





.1IplE:tinn 
Date 

October 1, ]972 

J c.nuDry 1) J 973 

Ongoing 

Ongoing 

Ongoing 

November J, 1972 

November 1, 1972 

October 2) 1972 

November. 1972 

July 1, 1973 

July 1, 1973 

1. Stini1.'.laLfo fUL'ther dev,"lL>p:~"il!\l: of joint co~labol'D.tive relation­
ship bel,,~t?,en BR and m:u l't'gal:ding Alcoholism Services. 

~) Impl.cr,!8ntation of ('OOpd at.ive ap:2cment. 

b) 

c) 

d) 

e) 

f) 

g) 

h) 

i) 

1) Sign 2gl.'eement 

Presentation and djscu~sion of BR/~nl agreement at SPD 
workshcps. 

Partic.:Lr'.l,tion. of BP on SPD SteC'ring Co([,mi.ttee. 

Periodic participal iOlL of BR st<:tff :Ln appropriate SPD Team 
·meetings. 

Participation OJ MI; staff in State Alcohol ism AdHisory 
Commit tee roeeU,ngs, 

Advisory Council revim.;r and cQlnment on MH/ Alcoho'.ism 
SPD goals and objectives. 

Advisory Council r1:rticlpation in SPD input for 
Alcoholism Serviceu. 

Joint review of Ur~" fonn In.tqxication Act. 

Joint testimony on Uniform Intoxication Act. 

2. Development of comprebellsive Alcoholism Services in a I.l alcoholism 
plsnning regions. 

a) 

b) 

Develop and implem'·:nt regional alcoholism planni')g structure 0 

1) The utilizatioll of existing appropriate regi mal planning 
mechanisms for the coordination of alc-oholis!.1 in mental 
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SPD ALCOllOLTSH GOALS MW OBJECTIVES 

July 1, 1973 

April 1974 

July 1975 

July 1974 

c) 

d) 

e) 

3) The implementation of models in selected areas in 
relationship to t.he SPD objectives emerging from 
regional meetings. 

Development and implementation of I & D grants in those 
regions not ready for implementing comprehensive services. 

1) Provide technical assistance to regions pursuing 
the development of I & D grants. 

2) Utilize the regional SPD reports as input in the 
selection of regions for the development of I & D 
grants. 

Submission of comprehensive alcoholism grants in all 
regions. 

1) Utilization of the Regional Alcoholism Council for 
review and comment on all grants submitted. 

2) Utilization of the State Alcoholism Council for 
review and comment of alcoholism proposals approved 
by the Regional Councils. 

The implementation of comprehensive alcoholism grants, 
either separately or in conjunction with other programs 
within available resources. 

3. Develop a compatible hlter-bureau data system for alcoholism 
services. 

a) Insure maximum capgtibility betv7een SRI and Sta'.e data 
systems and insure maximum utilization of the systems by 
mental health centers. 

1) Collaboration between the statistics and evaluation 
system being ~eveloped by the Bureau of Mental Health 
and the systen currently being developed b) the Division 
of AlcoholisIT. Services. 

January 1, 1973 4. Development of BR centr~l office staff capability for insuring 
the implementation of these objectives through--

July 1, 1973 5. 

a) assignment of· central office coordinator (funded under 
the formula grant) to this task as a priority ~ !sponsi­
bility. 

Development of a community grant-in··aid program for funding 
alcoholism services provided by local agencies. 

a) Active suppo.rt of EMU and Conununity Mental Health Centers 
toward securing lbgislative support and enactmert of a 
community grant-ir-aid program to be administen.d by 
BR for community olcoholism services. 

1) Submission tc the lO,th Legislature of a ccmmunity 
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SPD ALCOHOLISM CO/ILS AND OBJECTIVES 

April 197/+ 

April 197LI-

6, 

7 
I, 

grant-in-aid budget proposal of-$400,OOO 

2) Mobilization of the BurC,Hl of Mental llealth and 
conununity mental health centers in support of 
legislation and budget at the legislative hearings. 

Joint planning in the development of certification standards 
for alcoholism activ{ties within mental health centers. 

a) Establishment of ,;In inter-bureau cOljll1littee to develop 
criteria for a certification system. 

b) Joint review'of the standards proposed in the Uniform Act. 

Joint development of mechanisms for the recruitment, training, 
and ongoing development of staff members who provide alcoholism 
services in NH agencies . 

. a) 'Development of workshops, seminars, and other educational 
experiences through NIMH technical assistance and/or 
funding, 
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EXHIBIT III 

INFORMATION SYSTEM 

In addition to the cOoPer~tive agreements the ~vision of Alcoholism 

Services let a contract with Social 3,ystems Research Corporation (Bangor, 

Maine) to develop an information syst~m. The system, described in the 

following pages; will provide for the development of three interdependent 

data systems: 

1. Communi ty Monitoring 3,yst€;lm 

2. Program Monitoring 3,ystem 

3. Assessment of Effectiveness 

This information system, when it becomes operatio~; will provide the Division 

of Alcoholism Services and its regional structure a data base upon which to 

make objective planning decisions with respect to alcoholism services. 
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RIDER A 

Specifications of Work to be Performed 

The Contractor shall fulfill Priorities I, II, and III as set forth in Rider B. 
The evaluation and planning activities subsumed under Priorities I, II, and III, which 
the Contractor shall provide are spe~ifically: 

Priority I 

A. Development of three interdependent data systems: 

1. Conununi ty Monitoring ;iystem 
2. Program Monitoring System 
J~ Assessment of Effectiveness 

. 
The development of each system includes the following: 

1. Identification of the relevant variables. 
, \ 

2. Location and/or creation of data sources for identified variables. 
J. Collection of baseline data including preparation of collection f9rms and 

development of a system for data co~lection. 
4. Development of data storage apd retrieval system. 
5. Procedure to generate reports derived from data cpllected v~a Community and 

Program Monitoring. 
6. Statistical analysis of data and provision of procedures for continuing such 

analysis. 

Priority II 

A. Provide information to illustrate the gap between need and response capability and 
provide a model for the effective use of such information in grant applications. 

B. Provide a model illustrating now the Community Monitoring data may be I,1sed to 
facilitate rational empirically based decisions. 

C. Provide a short course describing the various alcoholism models apd their implica­
tions for the conceptualization of the alcoholic and consequent therapeutic response. 

D. Provide a comprehensive model to the planning groups which permits the greatest 
possible latitUde in local planning but will insure it is in keeping with the State 
Plan commitment. 

Priority- III 

A. Provide consultation service to render program specific the informatiqn and models 
provided under Priorities I and II. 

B. Offer assistance in establishing and funding an ongoing research and evaluation 
capability by specifying tne form of local gnmt applications wh;idl would provide 
the funding for a state research office as Well as a systematic record keeping 
system for each local agency" 

C. Training and meeting with Regional groups. 

D. Advisement and development of S~ate evaluation. 

Any product of this contract (report, 
legend upon the title page or block: 
waS financially assisted by the State 
Appropriation Account Number 441J-9. 

map, ~hart, movie, et'c.) shall bear the following 

The preparation of this report, chart, map, etc., 
of Maine, Department of Health and Welfare, 
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III. PROJECT DESIGN 

The State Plan calls for the development and implemen­

tation of a comprehensive system for the prevention, treatment 

and rehabilitation of alcohol abuse and alcoholism. Each of 

the five planning regions will develop its own program based 

on locally determined need, but all will be committed to the 

four elements of comprehensiveness, viz: 

1. Prevention 

2. Outreach/Referral 

3. Treatment/Rehabilitation 

4. Aftercare 

This scheme implies the existance of three target groups, 

i.e.-, alcoholics, alcohol abusers, and potential members of these 

two groups. There is the task, therefore, of 1) estimating the 

extent of the regional problem not only in terms of the target 

groups, but also in terms of the correlative social factors, 

problems, and resources germane to the problem, 2) of estimat-

ing the necessary comprehensive effort to adequately meet the 

needs of these groups and 3) to assess the effectiveness of the 

effort. 

With respect to the first point it is worth pointing out 

specifically that the extent of the problem is partly determined 

by attitudes towards alcoholism and alcohol abuse and public 

support of the comprehensive plan is virtually mandatory if 

success is to be achieved. It would therefore be wise, if fin­

ancially feasible, to conduct a mail out or telephone baseline 

survey of attitudes of the community-at-large and of influential 

sub groups such as doctors~ lawyers, judges, service clubs, etc. 
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towards the problem drinker as such and the social problems 

associated with his pathological drinking. 

The latter two points need elaboration to clarify the 

distinction between effort and effectiveness. It is theoreti-

cally (but not practically) possible to bring appropriate com­

prehensive treatment to every potential or actual target indiv­

idual. If this were to be the case, the program would be 100% 

effective in terms of response to the need situation. But just 

to apply preve0tive, treatment, or rehabilitation measures says 

nothing about the impact of the measures on the problem behavior, 

i.e., the success or failure of the measures in reducing or elim­

inating the problem. With this distinction made it may be said 

that three interdependent data systems must be developed: 

1. Community Monitoring System 

2. Program Monitoring System 

3. Assessment of Effectiveness 

This tripartite system must be compatible with existing 

federal and state systems and be standardized for state-wide 

use in the five regions. 

In sum, then, this proposal suggests a design that will 

continuously monitor significant variables in each region. Such 

information will enable the regional organizations to develop 

and apply the elements of the comprehensive models on the basis 

of local need.- The actual application of the elements of the 

program in quantitative terms, e.g., number of persons contacted 

by outreach, number of persons in treatment, etc., will be the 

measure of the program effort in response to the empirically 

determined need. The impact of the program elements will be 
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measured in terms of changes in the extent of the problem in the 

region-at-large and changes attributable to treatment procedures 

on the variously defined target populations. Lastly, impact 

effectiveness will also be subjected to cost benefit analysis. 
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FUNCTIONAL RELATIONSHIPS OF THE TRIPARTITE DATA SYSTEM 

PLANNING REGION 

• Demography 
.Social Problems 
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• Epidemiology 
• Attitudes 
.Etc. 

All Resiclent 
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SYSTE11 

a 
H 
8 
'7 

Outreach 
Referral 
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Rehab 

,Aftercare 

REATMENT EFFECT~ 
MODEL 

or each client: 
.Demography 
.Drinker Class 
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.Treatment Obj. 
.Treatment Given 
.Treatment outcom 
~ II Model 
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MONITORING 
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OUTPUT: 
B~~eline data~on 
extent of problem, 
response capabil­
ity, etc .. 
Continuous moni­
toring of all var­
iables showing 
changing patterns 
of weakness and 
strength 

REGIONAL 
PLANNING BODY 
Integration of 

~ .... ~output information 
At. for determining 

PROGRAM 
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SYSTEM 

ASSESSMENT OF 
TREATr-1ENT 
EFFECTIVENESS 
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priorities, obj­
ectives, etc. ---......... 

OUTPUT: . 
ontinuous monitor 

'ng,of program 
lements. 

. Generation of re­
ports, tabulations 
Shows the actual 
~ffort, strengths, 
weaknesses. 

OUTPUT: 

Periodic analysis 
to reveal the mos 
effective treat­
ment for various 
client variables • 

Ultimate Capabil­
ity of a predic­
tive model. 
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Flow Chart Narative 

The flow chart shows a typical planning region with some 

of the variables that describe the re0ion that are also corre­

lated with alcoholism and alcohol abuse. The epidemiology item 

refers to the alcohol problem. People live in the region who 

fall into two major groups determined by whether or not they 

have consumer contact with any of the elements of the comprehen­

sive system except that of the prevention effort. 

An arrow links the comp~hensive system to the planning 

region to illustrate that it is integral with the community. 

Likewis~ an arrow links the comprehensive treatment elements 

. except prevention to the treatment effect model. This is to 

illustrate that the treatment effect model is a data collection 

procedure employed with comsumers of the various services. An 

arrow from treatment effect merges with the prevention effort 

and leads back to the community with its resident population and 

characteristics. The implication here is that the prevention 

and treatment/rehabilitation effort is taking place in the 

community in which the ultimate success or failure of the com­

prehensive system must show itself. 

Data input arrows indicate that variables are measured 

in each of the three blocks and constitute the input of the 

three systems prepared for storage, processing and retrieval 

of the relevant information. Each system has its specific out­

put. The community monitoring output is actually multifaceted. 

Although not indicated by the chart the first output of that 

system will provide the baseline information necessary to estab­

lish the initial configuration of the comprehensive system. 

A-18 

Flow Chart Narative 

The flow chart shows a typical planning region with some 

of the variables that describe the re0ion that are also corre­

lated with alcoholism and alcohol abuse. The epidemiology item 

refers to the alcohol problem. People live in the region who 

fall into two major groups determined by whether or not they 

have consumer contact with any of the elements of the comprehen­

sive system except that of the prevention effort. 

An arrow links the comp~hensive system to the planning 

region to illustrate that it is integral with the community. 

Likewis~ an arrow links the comprehensive treatment elements 

. except prevention to the treatment effect model. This is to 

illustrate that the treatment effect model is a data collection 

procedure employed with comsumers of the various services. An 

arrow from treatment effect merges with the prevention effort 

and leads back to the community with its resident population and 

characteristics. The implication here is that the prevention 

and treatment/rehabilitation effort is taking place in the 

community in which the ultimate success or failure of the com­

prehensive system must show itself. 

Data input arrows indicate that variables are measured 

in each of the three blocks and constitute the input of the 

three systems prepared for storage, processing and retrieval 

of the relevant information. Each system has its specific out­

put. The community monitoring output is actually multifaceted. 

Although not indicated by the chart the first output of that 

system will provide the baseline information necessary to estab­

lish the initial configuration of the comprehensive system. 

A-18 





Subsequent output provides information on the state of the com-

munity that includes changes produced by the program effort it-

self. In this sense, then, this output system also functions 

in impact assessment. Data input for the program. monitoring 

system is, as previously described, the activity of the various 

program elements. The output of this system is that of contin­

uous monitoring of the effort. Its functions are to process 

performance measures to satisfy reporting requirements, and to 

provide information to program personnel on the degree to which 

various elements are being utilized and performance emphasis 

met. Data input for assessment of treatment effectiveness is 

processed to measure the direct impact of the various progrnm 

elements on identifiable consumers of services. The process-

ing of client, treatment and outcome data is that of sophisti-

cated multivariate analysis that will indicate what treatment or 

combination of treatments yields the most favorable outcome for 

what constellation of client characteristics. Continued appli-

cation of this model can ultimately lead to the isolation of 

certain client characteristics that predict the outcome of the 

application of given treatment procedures. 

The output of all these systems furnishes the contin-

uously updated information on the state of the program in its 

environment. As such it constitutes the input to the human 

element on the .basis of which decisions for effective and needed 
,--,/ 

allocation of priorities, objectives, etc. are fed back into the 

comprehensive system. 
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IV. METHODOLOGY 

A. Priority I 

The development of the tripartite system will proceed se-

quentially according to the following outline: 

1. Identification of the relevant variables. 

2. Location and/or creation of data sources for 
identified variables. 

3. Collection capability_ 

4. Storage and retrieval procedures. 

5. Generation of reports. 

6. Statistical analysis. 

1. Identification of the Relevant Variables 

In the present context, the identification of rele-

vant variables is a two-fold problem. Heretofore the words 

"problem", "target group", "alcohol abuse", "alcoholic", "pre-

vention", "treatment", "rehabilitation", etc. have been employed 

without definition. For evaluation purposes, the identification 

of a variable is not complete until or unless it is specified 

in measurable terms. The State Plan proposes to do something 

about the "alcohol problem". This problem manifests itself in 

observable ways depending on varying subjective and environ-

mental contexts. The procedure here will be that of working 

with state and regional coordinators, who represent the various 

lay and professional attitudes, to identify in measurable terms 

the variables of significance to all three of the data system 

components. This procedure will be very time consuming and 

frustrating for both data system designers and program develop-

ers. Variables of incomparable relevance to alcoholism special-

ists are sometimes impossible to objectively quantify. 
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Variables of incomparable relevance to data system specialists 

are often seen as completely irrelevant to program developers. 

Intrinsic to this identification procedure will be the 

specification of objectives. Example: Suppose we are discussing 

a particular treatment procedure and the matter of outcome mea­

sures is the specific focus. Let us say that treatment per­

sonnel decide to measure outcome in terr~s of "improved", "no 

change", or "worse". The evaluation expert will want to know 

what is "improved", etc. and on what basis the treatment per­

son makes his judgment. Such questions bring treatment objec­

tives and the method of measuring them into sharp focus. Eval­

uation would also want to know who is improved, i.e., who is 

being treated. Such questions bring subject variables into 

sharp focus and the clarification of the criteria for classify­

ing drinkers. 

2. Location and/££ Creation £f Data Sources 

Once variables have been identified and measures 

specified, a source of the measure must be sought. This may 

appear an either - or situation, i.e., either a source exists 

or it doesn't. Experience informs, however, that data, as 

other phenomena, often exists in shades of gray. Other data 

may exist in potentially measurable form but there may be no 

way to create a source, e.g., the number of "closet drinkers." 

Still other data may exist already in collected form, but un­

available to evaluation because it is privileged or because an 

administrative decision forbids it or because it would be too 

expensive to collect. 

At this point in the development of the data system, 
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Social Systems Research Corporation would rely heavily on the 

Director of Alcoholism Services to secure the cooperation of 

various state and participating agencies in making available 

and/or creating sources of required data. 

Examples of variables felt to be relevan~.to the Community 

Monitoring System are presented in Table 1. The applicability 

and source of each of these variables, plus others not included 

on this list must be debated and decided upon. Data on such 

variables would help indicate the impact of the regional reha-

bilitation programs on the target population. 

" Table I 

Examples of Variables ~vhich Could be Included in the 

Community Monitoring system· 

Socio-economic 
Characteristics 

Mail out or telephone survey 
of baseline attitudes towards 
alcoholism and alcohol abuse 
manifested by the region-at­
large, doctors, judges, law­
ers, teachers, etc. 

. OVercrowding 

I'-ligration 

Urban-Rural 

Education 

Total Income 

Source of Income 

Expenditures 

Living Standards 

Labor Force Standards 

Death Rate & Cause 

Diseases 

Nedical Expenses 

Housing 

• We will also utilize past 
census and other data sources 
to present other relevant char­
acteristics of target population 
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Community & Topographic 
Data by County 

Total population 

Birth & Death Rates 

Number of high school, gra­
duate or post-high school 
education 

High School dropouts 

Index in change of # of workers 

4/: of paid employees & payrole 
of retail establishments 

Number and % of poor families 

Type and # of health services 

Type and # of community organ­
izations 

Type and # of mental health 
facilities 

Hospitals - Hospital beds 

Nursing homes 

Medical personnel 

Alcohol related traffic 
accidents & arrests 

# of arrests for intox. on 
a public way 

# of divorces 
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TABLE II 

Examples of Variables Which Could be Included in the Program 

Monitoring System 

1. # of individuals contacted through outreach. 

2. # and % of outreach contacts in various target~groups. 

3. # and % of outreach contacts with each target group referred 
to treatment/rehab. 

4. # and % of treatment/rehab referr.als 'actually entering 
treatment/rehab. 

5. # and% of those entering who complete the treatment/rehab 
requirements~ 

6. # and % of those completing treatment/rehab followed with 
aftercare. 

7. All of the above classified according to presenting problem, 
objective and outcome. 

8. Prevention effort in terms of public information and education 
through mass media, speaker bureaus, etc. Estimate of qual­
ity and quantity of population reached. 

9. Any and all other program variables round to measurable and 
collectible. 

Assessment of impact effectiveness on the region-at-large 

will be designed to show any changes in the incidence of alcohol 

related social problems, such as arrest, divorce, job loss at-

tributable to the various elements of the comprehensive program 

including prevention effort. This will be accomplished through 

proper analysis of Community Monitoring data. A further mea-

sure of impact could be assessed via periodic phone or mail out 

surveys of a random sample of region residents and specific 

populations, for example, judges, police teachers, doctors, 

measuring attitude change with respect to the community in gen­

eral and alcohol related attitudes in particular. 

The impact on specific target groups actually contacting 
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the program elements will be assessed by relating client clas­

sification data (i. e., "type" of drinker) to treatment type, 

objective and outcome in terms of the objective of the treat­

ment and the socially destructive behaviors correlated with 

alcoholism and alcohol abuse. 

3. Collection Capability 

Once sources have been located or created, the data 

must be collected. This means not only the assignment of col­

lection responsibility but a system that triggers the timely 

collection along with a system of checks to insure that col­

lection has occurred. It also means the preparation of collec­

tion forms designed with storage and retrieval in mind. 

4. storage and Retrieval Procedures 

storage and retrieval procedures are contingent upon 

the uses to which the data will be put. There are obvious 

national, state, and regional reporting requirements that must 

be considered. The data should be stored in a form that lends 

itself to machine print-out of routine reporting requirements. 

Beyond this special analyses must be anticipated in order that 

the data be stored in a form that enables retrieval of desired 

or potentially desirable information. Social Systems Research 

Corporation will furnish the computer techniques to 'acc'omplish 

these purposes. 

5. Generation of Reports 

The generation of reports follows logically from 

the previous section. Reports in this sense are primarily 

national, state and local reporting requirements derived from 

data collected via Community and Program Monitoring as described 
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previously. The computer programs to this end will be supplied 

by Social Systems Research Corporation. 

6. Statistical Analyses 

These procedures refer to special computer mani­

pulations of data that relate various elements of the State 

Plan to one another on the basis of which to assess effort and 

impact effectiveness within and among the five regions and the 

state as a whole. Social Systems Research Corporation will 

assist the Director in determining the kinds of analyses that 

are desirable, models for gathering the required data, and the 

personnel or consultation services required for actual perfor­

mance of the analyses. 

The accomplishment of all these steps for the Problem 

Monitoring component, the Program Effort Monitoring component, 

and the Assessment of Effectiveness component for all elements 

of the comprehensive model will satisfy all requirements of 

Priority I. 

B. Priority II 

2a.} The Problem Monitoring and Program Monitoring sys­

tems are designed to measure the extent of the problem and the 

response capability of each region to the need. Regions will 

differ in terms of the problem configuration, response capabi­

lity, and varying emphasis on the comprehensive elements de­

pending on community need and planning organization philosophy_ 

Funds will be required to match program effort to the perceived 

need. Social Systems Research Corporation will have built into 

the data collection the kind of empirical imformat.ion required 
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to illustrate the gap between need and response capability 

and a model for effectively using that information in grant 

applications. 

2b.) Planning groups will be faced with the problem 

of interpreting the Community Monitoring data as a basis for 

making decisions on mounting an appropriate response. Social 

Systems Research Corporation will provtde a model illustrating 

how the data may be used to facilitate rational empirically 

based decisions. 

2c.) There are a number of different theories on alcoholism 

and alcohol abuse but the major trichotomy is among the di­

sease theory, psycho-social theories and learning theories. All 

personnel working in alcohol programs will knowingly or unknow­

ingly espouse a particular theory or element, sometimes conflict­

ing, of two or more theories. The theory held is of more than 

academic interest since it largely dictates the content of 

preventive, treatment, and rehabilitation procedures. Social 

Systems Research Corporation will provide a mini-course that 

describes the various alcoholism models and their implications 

for the conceptualization of the alcoholic and consequent ther­

apeutic response. This training model will not eulogize or 

denigrate any particular model but will, hopefully, stimulate 

a careful thinking through of the various approaches to reduce 

. inconsistency in whatever response is made to the client and 

his problem. 

2d.) State and regional planning groups will be multi­

disciplinary with both professional and lay people including 

consumers of the services. Different individuals in the group 
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will have widely divergent attitudes towards the causes, mani­

festations and response to alcoholism. The state Plan, however, 

is committed to the comprehensive model wit0 its several elements 

and continuity of care within the elements. A model must be 

provided to the planning groups that will insure that a compre­

hensive plan evolves despite the likely parochialism of some of 

the individual members. Such a model will permit the greatest 

possible latitude in evolving a locally determined configuration 

of comprehens~veness, but will insure that it is in keeping with 

the State Plan commitment. 

All Priority II elements are necessarily contingent upon 

the prior completion of the data systems subsumed under Priority 

I. 

C. Priority III 

3a.) The groundwork for defining goals and objectives 

and establishing local priorities will have been laid as a 

result of working with the state and regional coordinators"and 

planning bodies in meeting Priorities I and II. 

Priority III a. calls for assisting regional planning 

groups towards those same ends not only during the collection of 

baseline data when the regional groups are being developed, 

but also when. the development of the comprehensive plan is estab­

lished and the groups are functioning. Social Systems Research 

Corporation is prepared to provide consultation service to render 

program specific the information and models provided under Prior­

ity I and II. In this sense Priority III is completed during 

the completion of Priority I and II. 
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3b.) Under Methodology: Priority I, 6, Social Systems 

Research Corporation has proposed to provide the state level 

agency with models for performing statistical analyses of impact 

effectiveness and the staffing and/or consultation services re­

quired for actual accomplishment of the analyses. As with 

Priority 3a., the present priority item calls for going beyond 

mere information giving to actual assistapce in establishing 

and funding an ongoing research and evaluation capability. 

Social Systems' Research Corporation is prepared to offer such 

assistance mainly in the sense of specifying the form of local 

grant applications which would provide the funding for a state 

research office as well as a systematic record keeping system 

-for each local agency. This system would automatically feed 

into the state system and become a prerequisite for funding. 

Also, assistance will be given.for future funding efforts. 

r 
I 
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EXHIBIT IV 

REGIONAL ALCOHOLISM PLANNING CONTRACTS AND AGREEMENTS 

Since the Southern Regional Alcoholism Council (SRAC, Region r) was 

well organized during the initial planning phase of the first year State 

Plan, they were able to continue in that capacity during the 1972 phase 

of planning. Subsequent to the approval of the State Plan SHAC incorporated 

as a viable planning boqy for southern Maine. The Division of Alcoholism 

Services was, ~herefore, able to build upon the spontaneous development of 

grass roots community interest in alcoholism services. SRAC in meeting the 

Division's requirements for structure, planning intent, representation, 

and relationship to the state agency was granted $46,000 dollars to hire 

necessary staff to begin comprehensive alcoholism planning and coordination 

in the southern region of the state. 

The following justification was given by SRAC for having a grant for 

planning services given to them. Within this justification the Division 

of Alcoholism Services has assurances that SRAC activities will be in 

conformity to the guidelines for the Division's own regional councils. 
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BACKGROUND: 

As prescribed in P.L. 91-616 (Hughes Act), the state 
Alcoholism Authority conducted a public workshop in Region I 
on March 28, 1972. During the first six months leading to 
the incorporation of the Southern Regional Alcoholism Council 
(Region I) more than twenty grassroot meetings 'vere held with 
a broad cross-section of residents, both consumer and provider. 
These meetings were held to prepare a regional plan~ to organize 
the Council and to establish by-laws and a Board of Directors. 
1{ith administrative and financial assistance fro~ the Southern 
Maine Comprehensive Health Association, the Council was incor­
porated and held its Organizational Meeting on September 21st. 
The Board of Directors have been meeting monthly with numerous 
committee m~etings occurring in the interim. 

On JUly 21, 1972, Rev. Gerard Bolduc, acting on behalf of 
the Council, sent a letter to Max Good, Director, State Alcoholism 
Authority, informing him of the Council's concern for the hiring 
and assignment of Regional Coordinators. Although the State 
Plan called for the assignment of a State employed Coordinator 
to Region I, Mr. Good's letter of August 4th stated his ,dlling­
ness to consider an alternative arrangement via grant request 
from the Council to select, employ, supervise, and administrate 
its own Coordinator, secretary and budget. 

On December 8th, a budget of $57,428 and job description 
for a Coordinator, Assistant Coordinator and Administrative 
Secretary were mailed to Max Good. 

The Assistant Coordinators position was "ne,v" to previous 
discussions with the State Authority, but felt by the Council 
to be justifiable in light of existing population, alcoholism 
incidences, and other Federal grant factors. 

-Mr. Good met with Rev. Bolduc, President; Jack Archibald, 
Tr~asurer; and Paul Adams, Board Member; on December 28th to 
negotiate the total budget and the ne,v position. The Council's 
reasoning is as follows; 

JUSTIFICATION: 

The enclosed map of Maine portrays the State as divided 
into the eight mental health catchment areas with the lower four 
(5-6-7-8) being identical to- Region I (SHAC) and its three 
subareas ·of York, Cumberland, and Mid-Coastal. The State's 
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1970 population was 992,048 and Region I comprises 389,818 
(39. 2%). 

Presently, the Penobscot Region (IV) is entering its third 
operational year of an eight year community alcoholism staffing 
grant which has the potential and responsibility of providing 
comprehensive alcoholism s~rvices. This grant involves more 
than fifty staff positions with the Federal participation 
beginning at approximately $380,000 and a substantial "annual" 
local support being provided by the state Bureau of Mental 
Health (via Bangor state Hospital). 

The adjoining Aroostook Region (V) has an O.E.O. funded 
alcoholism grant and the Aroostook Mental Health Services has 
submitted a comprehensive alcoholism staffing grant. The 
latter has been approved but unfunded to date. This eight year 
grant would include more than thirty staff positions funded 
through a r~quest of approximately $400,000 from NIAAA. 

Together, Regions IV and V will be able to provide comprehen­
~ve services to a total 1970 population of 298,660 (Region IV -
206,127 and V - 92,533) or 30.1% of the State. 

In the Tri-County Region (II) a one year Initiation and 
Development (I & D) planning grant has been submitted which 
will provide full-time and supportive staff to identify and 
prepare a comprehensive plan for the development of alcohol 
services for its total population of 157,180. 

Therefore, the Aroostook, Penobscot, and Tri-County Regions 
have or will be in a positive position to employ staff during 
the next fiscal year for planning and coordination. Together, 

fueir populations total 455,840 or 45.9% of the State. 

The remaining byo Regions - Southern Maine and Kennebec 
Valley - comprise the balance (54.1%) of the State's population. 
Because neither region has submitted nor written any Federal 
staffing grant applications, it is concluded that both regions 
deserve highest priority in use of State' formula funds. In 
addition, the Southern Region, due to its size of population, 
its estimated incidence of*alcoholism (38.9%) and cirrhosis 
death (11.7%/100m) (38.4%) , must receive the highest considera­
tion and commitment of State resources. 

The Southern Regional Council has been formed in total 
conformity to the Hughes Bill in that the approximately 145 
member C'ouncil representing six counties has a balance of 
mnsumers and providers; direct and related services agencies, 
and private and public organizations concerned with the problems 
resulting from alcoholism. 

Geographically, it is unreasonable to aSSL~e that one 
Coordinator can be all things to all people from Kittery to 
Belfast to F~yeburg - especially when the State Divison of 
Alcoholism no longer employs' an alcoholism counselor as in 
Areas II, III and IV. The exception would be the small O.E.O. 
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grant to the Waldo C.A.P. Agency for counseling services in 
that area. 

Those who have been working with alcoholism services in 
the "greater Portland area" are aware of the difficulties 
inherent in the historical development of local services and 
changing administrations, as well as the competition for funds. 
Cumberland County is the only non-poverty area in Maine. This 
dense urban area alone demands the full attention of an experienced 
staff member. In addition, the Council realizes its commitment to 
the "whole" region and must be prepared to deal 'vi th it effec­
tively if the Council is expected to remain cohesive and con­
structive in its collective efforts to attain regional goals. 

Based on these comparisons of existing State and local 
staff in other regions and to avoid costly duplication of 
manpower in. those regions, it is common sense to add an Assistant 
Coordinator to Region I, which is allowed for in our requested 
budget of $46,000. I 
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