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PREFACE 

The Third National Conference on Methadone Treatment provided a 
forum, as in previous years, for some reports of scientific ,studies and some 
communications which emphasized the organization of new programs. To a 
significant degree, however, this Conference gave relatively less time to anec­
dotal reports of the practical, everyday problems of administering methadone 
maintenance treatment programs. In thus departing from the prior-and 
historically understandable-conference emphasis, the program was able to 
be more diversified. Many new facts were addecl to the growing body of 
scientific knowledge, in evidence of which stands the panel on pharmacology. 
Special attention was given to other treatment issues in medicine, pediatrics, 
and obstetrics, possibly the first time such topics we!'a treated together in such 
a gathering. This Conference also included reports from a more varied field 
of interests, than heretofore. For instance, included ,vere papers on the complex 
issues of mapping out an epidemiology of heroin addiction, and the enormous 
task of developing large-scale systems for delivering clinical services to halt this 
plague. 

A new area of clinical concern was reported: Treating adolescent addicts 
by methadone maintenance. The documented spread of heroin use among this 
age group has arrested the public concern and spurred responsible clinical 
interest. 

In addition to the fO~'egoing characteristics which mark as unique the 
Third National Conference on Methadone Treatment, the most obvious has to 
do with its size: ,Yith over 575 registrants in attendance, the Conference was 
the largest in this short annual series. Associated with Ule larger total of 
registered participants was greater diversity of attendees, giving the Con­
ference yet another remarkable characteristic. Included were university and 
medical school professors in psychiatry, pharmacology, and related sciences; 
hospital, public health, and mental hygene administrators; operat'ors of public 
and private clinics i counselors and various ancillary service workers, including 
former addicts; therapeutic community workers; and many others. 

Some of the presentations and discussions gave evidence 'of an increasing 
reconciliation between therapeutic community "purists," ,,,ho this year reported 
an increasing use of methadone, and methn:done-oriented "theorists," who 
!:ieemed DO recognize increasingly the value of group encounter, counseling, 
vocational services, and the like. 

Among suggestions spontaneously offered for future conferences are re­
quests for. activities to help counselors and othel' outpatient workers having 
direct daily contact with acldict-patients, illustrating the abiding interest in the 
issues of direct patient care. 

These published Proceedings are a result of excellent cooperative efforts 
of over 60 participa.nts who helped to dra.ft papers, served as pa.nel chairmen, 
worked on arrangements and rendered other services, for which all participants 
must be grateful. The endorsements of the Council of Mental Health of the 
American Medical Association, the American Psychiatric Association, and the 
New York Academy of Medicine, provided encouragement which was most 
appreciated. 
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INTRODUCTION: 
SOME TRE'NDS IN METHADONE TREATMENT 

Marvin E. Perkins, M.D. 

Since the occasions of the First National Con­
fel::ence on Methadone Treatment held June 21 
and 22, 1068, (1) and the Second National Con­
ference on Methadone Treatment held October 26 
and 27, 1060, (f2) interest in the methadone main­
tenance approach to treatment has resulted in a 
steady, 'if scattered, series of contributions to a 
variety of readerships, legal, lay, medical, and 
governmental. Reviews of the medical controversy 
and of the problems under Fede'ral law are ably 
a,ccomplished in The Yale Lat() J olwnal (3). For 
tlW popular reader, two articles appeared which 
attend to the controversial polarities of manage­
ment: Abstinence 01' maintenance. The first of 
these describes, in a favorable presentation, the 
existential enconnter concept of the Addiction 
Services Agency of New York Oity. (4-). The 
othe,r descripes the struggle to establish methadone 
maintenance undm' the indicting title, "'While 
Doctors .Argue, People Die" (5). 

Following the Second N atiollal Conference, the 
New York Academy of Medicine issued a 
statement noting the promising aspects of ':11e' 
-technique and discouraging the inexperienced in­
dividual physician from its use (6), Earlier dur­
ing the year, the State of New York Narcotic 
Addiction Control Commission made public a re.­
port of its advisory body which concluded that 
tho methadone program deserved continued sup­
port and urged similar programs to that of Mor­
ris J. Bernstein Institute. The report also cautioned' 
against a premature change in public health policy 
that might permit hlClividual physicians to ad­
minister methadone "without the structure of a 
formal rehabilitative program" ('/). A similar 
posture (to that of the academy and the com­
mission) was assumed in the 'World Health 
Organization during the year (8). More recently, 
the Committee on Alcoholism and Drug Abuse of 
the Medical Society of the State of New York 
presented recommendations to the House of Dele­
gates approving the Dole methadone maintenance 
t.reatment method, supporting exp(Lnsion of facil­
ities, und calling for efforts to remove legal restric-

tions which prevent use by qualified personnel 
of the method (9). On the latter point, a non­
profit publication, The ill edical Lette1', in a lead 
editorial, refers to "ambigu.ities ill both Federal 
and State hws governing the right of physicians 
to prescribe l1arcotic drugs for the maintenance 
of addicted patients" (italic supplied) and con­
cludes that agencies, private and governmental, 
should speed the extension of treatment facil­
ities (10), 

Public policy is being shaped by governmental 
action at local, State, and national levels, 'as events 
since a year ago most dramatically attest. A few 
well publicized actions 'will bear witness to the 
directions of these currents. The mayor of the 
city of New York, in May 1969, mlilOunced the 
establishment of 'a voluntary neighbodlOod clinic 
program to "test various approaches to methadone 
maintenance, with a goal of treating 5,000 addicts ' 
over a 5-year period" (11). Parenthetically, this 
new city program has no connection with the one 
at Bernstein Institute established under the former 
mayor and now support{)d by the State of New 
York (113,18). A Federal grant of a million dollars 
to aid 111 the financing of the new city methadone 
research program was hailed by tl e mayor in July 
(14). In August, he vetoed a city council bill that 
would have mandated methadone treatment for 
heroin addicts in the city's prisons (15); and in 
September, the council overrode the veto. This was 
the first major legislative matter in which the 
mayor was overturned in nearly 4 years as chief 
municipal executive (17). 

Interest and activity on the local scene are by no 
means confined to New York City. The very day 
the council overrode the mayor of the city of New 
York, an article datelined from San Francisco ap­
peared in the columns of The Wall Street J ott1'1uil 

on the methadone controversy (18); and the day 
before one could have read "\17' alter C. Alvarez' 
column in Mexico Cit.y wherein he called the Dole­
Nyswander treatment "most promising" (19). 

The Governor of New York, in delivering his 
"State '0:[ the State" message to the legislature on 

xiii 



January 7, 1970, called for a greatly expanded 
methadone maintenance program. He sought a 
$15 million appropriation for expansion, 'which 
was promptly characterized by The N e'W Y o1,le 
Times as "an utterly inadequate attack on a tre­
mendously complex problem" (130, B1). The legis­
lature subsequently approved the Governor's 
request so that the State Narcotic Addiction Oon­
trol Commission rnight increase the metha.done 
maintenance program during the fiscal year under 
State auspices. In .June, Fortune lJ!ClgClzine fea­
tured an article in which the $1,800 annual cost per 
methadone maintenance patient was identified as 
a "bargain from Society's standpoint" (1893). 

Not only are the chief executives at Federal, 
State, and local levels finding the means to sup­
port. the methadone appro(tch to heroin addiction, 
but another related matter appears tr , be under 
immediate review. Here, our reference is to the 
aim of the Department of Justice to establish regu­
lations to prevent "diversions and abuse" of 
methadone, announced a little over a year ago 
(138). In January, the revelation was made that 
the new regulations of the Bureau of Narcotics 
and Dangerous Drugs 'were to be stringent in 
order "to reduce methadone overdose and to cur­
tail illicit street sales" (f2.~). More recent informa­
tion suggests that another agency of the Federal 
Government, the Food a.nd Drug Administration, 
in fact, may be pre.paring to ease restrictions on the 
prescribing of methadone by l)hysicians for main­
tenance purposes (935). 

Paradoxical concern are that the more "strin­
gent" regulations of the Bureau of Narcotics a.nd 
Dangerous Drugs might shacJde programs of the 
type being recommended by informed medical 
opinion, while on the other hand "easHd" guide­
lines of the Food and Drug Administration might 
pave the way for solo practitioners to engage in 
methadone treatment without benefit of other re­
habilitative program structure, a form of lwactice 

eschewed by most of methadone's supporters at 
this time. 

'1'wo kinds of spectres may be discerned among 
those who sllpport the development of methadone 
treatment, as well as among opponents. I referred 
to one of these in passiug just a week ago (186), 
namely, the fear that the program will become the 
vict.im of for,ees that lead to such easy distribution 
of methadon~ that antisocial consequences obtain. 
Perhaps this gr:im. possibility is not unlike the 
future described. by Anthony Burgess in his novel, 
11 Oloclcw01'lv Orange (~7). He describes a society 
in which teenage hoodlums take Over the streets 
after dark, preparing themselves by stopping at a 
"Milkbar" where they imbide milk laced with one 
or another narcotic. To ward off this prospect, 
assurances are sought that developments will not 
take place to preclude provision of the required 
services (counseling and thel'Upy) for encourag­
ing individual choice of a new lifestyle and which 
the easy acquisition of thCl drug, perllaps alone 
could not accomplish. TIlCl second apparition which 
lurks ahead, is the elaboration of some monstrous 
bureaucratic organization built by inspired, but 
unwise advocacy, and doomed to collapse. All­
other British author, 'William Golding, has de­
scribed t1lis kind of dedicated pursuit in his novel, 
The Spi1'e (i88) , in which an architectural impos­
sibility is forced into the heavens by an ambitious 
man of the cloth. Too much is at stake to permit 
this to happen. 

Because of the increased interest in methadoIl\,; 
maintenance as a form of treatment of heroin 
addiction, in the formulation of medical opinion 
ancl policy, and in governmental action and public 
policy, conferences of this type are timely. We 
aim at such illumination that future develop­
ments-progrmnmatic and organizational-may 
bCl as soundly based as possible, given the informa­
tion and experiences at hand. 
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I. EPIDEMIOLOGY 
METHADONE MAINTENANCE: WHY CONTINUE CONTROLS? 

Richard Phillipson, M.D. 

I 'welcome this opportunity to take the cha·ir 
at this session on epidemiology and methadone: 
Many or you may wonder what the title of my 
paper has to do 'with epidemiology which has 
been defined as "'a science that deals with the 
incidence, distribution, and control of diseases" 
and also as "the sum of the factors controlling 
the presence or absence of a disease or pathogen." 
I haye chosen it because I feel very strongly that 
all physicians and others who are engaged in the 
present. struggle to combat the problem of narcotic 
addiction have a great responsibility; a responsi­
bility especially to see that the mistakes made in 
the second decade of this century, when morphine 
instead of methadone ,,"as dispensed in clinics in 
this counh'y, are not repeated. Before ,ye consider 
what these mistakes were let us look, albeit briefly, 
at eyents on the drug scene in the United States 
in the last decade or the 19th century. 

In the 19th century our fOl'ebears were ignorant 
of 20th century biochemistry. Opiate Uf,e was per­
ceived as a "will-,,-eakening" vice instead of a 
biochemical disease. It ,,-as generally lO10'Y11 that 
addicts deprived or their opiates would lie or ev~n 
steal to get. the·ir drug; hence there was much talk 
of the moral degeneration caused by opiates. 

There was nevertheless very little popular sup­
port for a law banning these substances. "Power­
ful organizations ror the suppression of sale of 
alcoholic stimulants existed throughout the land," 
but there were no similar organizations against 
opiate use. 

The reason for this lack of demand for sup­
pression of opiates was quite simple: These drugs 
were not seen as a menace t·o society and physicians 
often referred to opium or morphine as "G.O.lVL" 
-"God's own medicine." Opiates ",eTe also ,,'idely 
prescribed, for asthma, for cough, for diarrhea 
and dysentery, and for a wide v!1yiety of other 
illnesses. Dr. H. H. Kane's 1880 textbook entitled 
"The Hypodermic Injection of Morphia. Its 
History, Advantages, and Dangers. Based on 
Experience of 360 Physicians," listed 5~ diseases 

424-195 0-71-2 

(including nymphomania) which benefited from 
morphine injections. 

1\. remarkable fact is that for the great majority 
of these conditions, morphine really was of signifi­
cant help. For morphine is a high1y effective 
tranquilizer and the 19th-century physicians 
used morphine much as the physicians today use 
chlorpTomazine, chlordiazepoxide, and other 
tranquilizers. 

Opium in the 1mh century was used as a sub­
stitute for alcoholancl Dr. J. R. Black in a paper 
entitled "AdYantr.ges of Substituting the Morphitl 
Habit for the IncUl'ably Alcoholic," published in 
the Oincin1'l.(1.ti Lancet-Clinic in 188n, said "opium 
is less inimical to healthy life than alcohol." It 
"calms in place of exciting the: baser passions, 
and hence is less productive of acts of violence 
and crime; in short. the use of morphine in place 
of alcohol is but a choice of evils, and by far the 
le·8ser." Then he continued: "On the score of 
eeonomy the morphine habit is by far the better. 
The regl.1lar ,yhiskey drinker can be made con­
tent. in his cravino' for stimulation, as least. for 
quite a long ,tim~ on two or tlll;ee grahls of 
morphine It clay, diyided into appropriate por­
tions, and O'h-en at regular interyals. If purchased 
by the ck~cll1n at 50 cents this will last him 20 
days. N my it. is safe to say that a like amount of 
spirits for the< steady drinker cannot be purchased 
for 2112 cents a day, and that the majority of them, 
spend 5 and 10 times that sum a· clny as a regular 
thing. 

"On the score, then, of a saving to the individual 
and his family in immediate outlay, and of in­
curred disnbility, of the great. diminution .of peace 
disturbers and of crime, whereby an immense out­
In), w111 be snved the State; on the· score o£decency 
of bcllavior instead of perverse devilry, of bland 
courtesy instead of vicious combativeness; on the 
SCOTe of a lessenedliabmty to fearful diseases and 
the lessened propagation of pathologically in­
clined blood, I would urge the substitution of 



Figure 1 

METHADONE MAINTENANCE TREATMENT PROGRAM 

Rate of Discharge by Month for Patients Inducted on an Ambulatory Basis 
Versus In·Patient Induction and Van Etten 

as of June 30,' 1970 
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. Figure 3 contrasts the discharge rate for men 
and women. The slight difference shown is not 
significant dne to the much smaller number of 
women. The rate of discharge for men by aO"e at 
tiule of admission is shown in figure '1 and bonce 
l1-gain shows no difference between younger and 
older patients. A small difference appears in figure 
1> between the rate of discharge in the third year 
between black and white patients. This difference 
is not statistically significant at this point but bears 
monitoring in the future. 

REASONS FOn: DISCHARGE 

As shown in figure 6, problems with alcohol 
abuse as a reason for discharge increases with aO"e 
at time of admission for both men and wome~, 
drug abuse (primarily amphetamines and barbitu­
rates) as a reason for discharge decreases with age 

4 

and is more common among the women than 
among the men. Voluntary wii;lhdmwal from the 
program increases with age particularly among 
the men. 

Disclmrge for behavior or psychiatric reasons 
is more common among the YOlUlger patients of 
both sexes. Deaths follow the pattern in the general 
popUlation. 

'When we look at reasons for discharge by ethnic 
group as shown in figure 7, we note that alcohol 
problems are more common among the black pa­
tie~lts and drug abuse is more cOlT~monly a factor 
among the white and Spanish patients. 

Voluntary withdrawals [1-nd discharge for be­
havioral reasons accolUlt for the majority of drop­
outs in the first year. CIU'onic problems with 
alcohol abuse, and continued drug abuse were the 
major causes of discharge in the second allC~ third 
year. 
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Figure 2 

METHADONE MAINTENANCE TREATMENT PROGRAM 

Rate of Discharge by Month for Three Successive Cohorts of 500 Patients 
By Date of Admission 
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FOLLOWUP O.F DISCHARGED PATIENTS 

'With the assistance of two medical students 1 

during this past summer, we completed an inten­
sive follow up on a sample of patients who had left 
the program. "Ve selected all patients who ivere 
discharged alive by December 31, 1060 and who 
had been in the program 3 months or'longer at 
the time of discharge. This gave HS a pool of 562 
persons. ,Ve divided this group into two segments: 
(1) those who had left the program voluntarily, 
and (2) those who had been discharged :from the 
program for cause . 

. Our primary source of follow up was the New 
YOl'k City Narcotics Register which receives re­
ports from the l)olice and correction an'ellcies hos-
't 1 b , p1 a ~ ~nd treatment programs, and from private 

practltloners. Another very useful source was a 
series of interviews with patients who left the 

1MI'. l\Iichael Lane, Dowllstate l\Iediclll School, and 
l\Iiss Mary Hartshorn, l\Iediclll College of Pennsylvania. 

program and hn.ve subsequently been readmitted. 
This was a major contribution by the medical 
students. 

For the sau;tple of 281 patients on whom we 
could obtain 6 months of :followup the results are 
shown in table 2. 

Table 2.-METHADONE MAINTENANCE TREATMENT 
PROGRAM 

Followup of 281 patients 6 months follol'flng discharge from MMTP 

, Left 
voluntarilY 
(percent) 

Discharged Total 
for cause discharge 
(percent) (percent) 

Arrest or Jail.... ................... ....... 10 26 
Dead.................................... 2 2 
Detoxlficallon............................ 13 20 
Other Rx program ................... , .... 11 4 
Medical or psychiatric facility. .............. ..... • •••• 3 
Private M.D.............................. 2 2 
Moved.................................. 7 I 
Readmitted .......................... :.. 33 6 
No reports found ......................... __ 2_2 ___ 36_ 

23 
2 

19 
7 
2 
2 
1 

11 
33 

Total sample............ ........... 100 (45) 100 (236) 
Total N........................ ... (90) (472) 

100 (281) 
(562) 
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Figure 3 

METHADONE MAINTENANCE TREATMENT PROGRAM 

Rate of Discharge by Month for Men versus Women 
as of June 30, H)70 
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Those patients who left the program voluntarily 
had a lower arrest and detoxification record than 
the rest. They also had a larger proportion ad­
mitted to other treatment programs and one-third 
had been re'admitted to the program, contrasted 
with only 6 percent of those discharged for cause. 
If one considers that. no record found is roughly 
equivalent to remaining "clean," one-third of this 
group were still "clean" 6 months after leaving 
the program. 

The same sampling procedure was followed for 
the 3D6 patients on whom we could obtain 12 
months to followup. These results are shown in 
table 3. In this group only, 21 percent would be 
considered still "clean." The readmission rate was 
somewhat lower (13 percent). Except for arrests 
and de'aths, those who left the program voluntarily 
are very similar to the other group. 

Tnble 4 shows the results of the followup on our 
sample of 181 patients on which we had a followup 
of 1 year or more. Here the readmission rate is 
22 percent imd the proportion who appear to have-

6 
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Table 3.-METHADONE MAINTENANCE TREATMENT 
PROGRAM 

Followup of 198 patients up 1 yea r after discharge from MMTP 

Left Discharged 
volUntarily for cause 
(percent) (percent) 

Arrest or Jall •••••.••.••••••. _............ 13 28 
Dead •••••••••••••••.••• , _ •• "" ••••••••• "." .. ,.", 2 
Detoxlfication •••••••••••••.••• _........... 34 23 
Other Rxprogram........................ 6 6 
Medical or psychiatric facility............... 3 4 
Private M.O .•.•.••••.••••.•••••••.•• _.... 3 1 
Moved •••••••••••••••.•.•••. ".,., _................. 2 
Readmitted •••••••••• _. •••••••••••••••••• 16 13 
No reports found •••••••• _................ 25 21 

Total sample....................... 100 (32) 100 (166) 
Total N............................ (64) (232) 

Total 
discharge 
(percent) 

25 
2 

25 
6 
4 
2 
2 

13 
21 

100 (198) 
(396) 

remained "clean" is only 18 percent and the death 
rate reaches 5 percent. 

These data would tend to indicate tlulIt, among 
those patients who withdraw from methadone 
maintenance treatment, only a small proportion 
luwe been able to "make it" on their OW11. 

BeCit\lse of the tremendous current interest in 
"criminality" associated ,yith addiction, we looked 
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Figure 4 

METHADONE MAINTENANCE TREATMENT PROGRAM 

Rate of Discharge by Month for 2835 Men by Age at Time of Adm ission 
as of June 30, 1970 
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into the previous arrest records of those patients 
who have remained in the program, contrasted 
with those who left the program voluntarily, and 
those who were discharged for cause. ",V'e con­
trasted this, in a "before and afte,r" picture, as 
shown in figure 8. It is interesting to note that 

Table 4.-METHADONE MAINTENANCE TREATMENT 
PROGRAM 

Followup of 181 patients 1 year or more after discharge from MMTP 

Left 
volUntarily 
(percent) 

Arrest or Jail............................. 18 gerd •••••••••••• "'" •••••••••••••••••••••••••••• , •• 
e oxlfication............................ 37 

Other Rx program........................ 11 
Medical or psychiatric facility.. ••••••••••.• 6 
~rlvate M.D.............................. 6 

o reports found......................... 21 
Readmitted I............................. 129 

Total sample. ••••••••••• ••••••••••• 100 (28) 
Total N............................ (56) 

Discharged 
for cause 
(percent) 

30 
5 

27 
11 
7 
3 

17 
121 
100 (153) 

(306) 

Total 
discharge 
(percent) 

28 
5 

28 
22 
7 
3 

18 
122 
100 (181) 

(362) 

1 Readmitted patients each had one or more reports of arrest or detoxification. 

the past history of those who were discharged for 
cause with reference to arrests is worse than either 
of the other t,yO groups-and that their behavior 
followinO' discharge is as poor or worse than before 
adl11issio~. Those who left voluntarily demonstrate, 
a short period of improvement but also tend to 
return to their previous arrest pattern. Those who 
rel11[l;ined in the program. show [t constant and 
accelerated decline in criminal behavior as m.ea­
sured by arrests. 

Enough of failures. Now let's discuss successes. 

CRITERIA FOR SUCCESS 

The criteria established by our evaluation unit 
with the approval of the evaluation committee 
for measuring success of the program has revolved 
around four basic measures: 

1. Freedom from heroin "hunger" as measm:ed 
by repeateel, periodic "clean" urine specimens. 
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Figure 5 

METHADONE MAINTENANCE TREATMENT PROGRAM 

Rate of Discharge by Month for 2806 Men by Ethnic G'(OUP 
as of June 30, 1970 
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2. Decrease in antisocial behavior as measured 
by arrest and/or incarceration (jail). 

3. Increase in social productivity as measured 
by employment aneVor schooling or voc<'\,­
tional training. 

4. Recognition of, and willingness to accept help 
for excessive use of alcohol, other drugs, or 
for psyclliatdc problems. 

RESULTS 

1. Although many of the patients test the meth­
adone "blockade" of heroin one or more times in 
the first few months, Jess than 1 percent have re­
turned to regular heroin usage while under meth­
adone maintenance treatment. 

2. Antisocial he~1[\,vior as measured by arrests 
and incarcerations (jail) have been looked at in 
several ways. First" the percentage 'Of arrests 
among patients in the program during the 3 years· 

8 

prior to admission was compared with the per­
centage of arrests of these same persons following 
admission. This "before and afte.r" picture is a1so 
contrasted ,with the 'proportion of arrests ina con­
trast group of 100 men selected from the detoxifi­
cation unit at Morris Bemstein Institute matched 
by age and ethnic group and followed in the same 
manner. The l'esults are illustrated in figure 9. The 
arrest records of these two groups are quite simi'1[1,1,' 
for each year of obser\ration prior to admission. 
Fol'1owing admission to the program, ,the contrast 
is striking fol' each period of :oibservation with the 
methadone mll!intenance patients showing a 
marke'd decrease in ,the 'Percentage of 'Patients ar­
rested, and the contrast group showing ,n: ~p!l;tter.n 
very similar ,to ;the earlier 'period ,of obserwlition. 

,Ve ~laye also calcnlateel the arrests l)e1' 100-
p(~tient-years of observation :for ,the 3 years prior 
to admission in contrast to the n.rrests l)er 100-
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Figure 6 

METHADONE MAINTENANCE TREATMENT PROGRAM 

Percentage Distribution of Principal Reason for Dicharge of 718 Patients by Age at Time of Admission 
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patient-years of obs(;rvUJtion after admission. ,Ve 
have cOlllpared these data using the same com­
putations for the contrast group. The results are 
shown in truble 5. These results would appeal' to 
indicrute that remaining in the methadone mainte­
nance l)rogram does indeed decrease antisocial be­
havior 'as measl1recllby arrests 01' incarcerations. 

3. Increased social productivity can best be illus­
trated 'by .the eI11'ployment l)rofiles shown in figures 
10 and 11. There is a steady and rather marked 
~nCl'ease in ,the employment r~te 'with acol'l'espond­
mgdecrease in the percentage ·o:f patients on we1-
:£are as timc in ,the 'pl'ogmlll increases. This is ,true 
both for the mell and the women. These data in­
clude both am!bulatoryalld inpatient induction 
groups. This a'ccouilts for the inc.reased percent­
n.ge of men. employed at ,time of admission since 
this ,\'n.s one of t,lle early criteria for admission to 
an mnbulUJtory unrt. 

4. Figure 12 is ,an attempt to illustrate stability 
of employment among patients remaining in the 

program as contrasted with their pre.vious em­
ploymen~ experience. The shaded area might be 
considered as n, measure of their increased social 
produot.ivity since 'admission to the program. 

5 ... A:lthough chronic alcohol abuse continues to 
be a 'Problem forUJpproximate'iy 8 percent of the 
patients (both men and women), and for some 
'bccomes ,the principal reason for discharge, a ma­
jority of these 'pn.tients show continued improve­
ment ill their rubility to handle ,their alcohol p1'o'l:>­
lent wHh the support and assisonnceo:rm(;l11'bel's of 
t.he program stn.ff ,yho ,recognizc tJle problem, and 
are willing and able to cope with it. 

6. Problems with chronic UJbuse of drugs such 
as bn.l'biturates, amphetamines, an'd inore recently, 
cocn.ine, are evident ill aPPl'oxim!1Jtely 10 percent of 
the patients. There again, Ior some, it >has resulted 
in discharge fro111 the program. For many others, 
,the 'patiellts m'e ruble ,to function satisfaotorily, with 
the assistance and support of menlbcl's o:f the 
program staff. 
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Figure 7 

METHADONE MAINTENANCE TREATMENT PROGRAM 

Percentage Distribution of Principal Reason for Discharge of 718 Patients by Ethnic Group 
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CONCLUSIONS 

Drugs 

Drugs 

On balance, the successes in ,the methadone 
maintenance treatment program far outweigh the 
~ailUl].es. The ra:pid eX'pansion of ,u1e program dur­
mg b 1e :past year, and ,the change in em,phasis to 
include primarily mnbulatory induction under 
tho expanded admission criteria does not appear .to­
have made any noticea,ble change in the effective­
ness of this treatment for those heroin addicts who 
have been accepted into the program. A majority 
of the patients haye completed ,their schooling or 
increased their skills and have become self-support­
ing. T,heir pattern of arrests has decreased st1!b­
stantially. This is in shal'p contrast to their own 
previous e2..1)erience, as well as their current experi­
ence whm: con~pared ~vith 'a matched grou~? from 
the detoxIficatlOn umt, or when compared with 
those ,patients who 'have left ,the progmm. Less 
t.han 1 percent of the patients who have remained 
in tho 'progr!l!l11 have revCllted to ,regular heroin use. 

1\. smallpl'oportion of the 'patients (10 percent) 
present continued evidence of drug abuse involv-

10 

A) Women n=119 

Voluntary Behavior Death 

Ililililill Black 

B) Men n=599 D White 

~ Spanish 

Voluntary Behavior Death 

ing use of amphetamines, brLl;bitumtes, and co­
caine, and ,another 8 percent demonstrate continued 
problems from chronic alcohol rubuse. '!Ihese two 
problems account for the majority O'f failures in 
relullbi'litation af.ter the first 6 mont'hs. 

Methadone maintenance as ,a treatment modality 
"'as never cOll'cei ved as 'a "magic Ibullet" that ·woul'd 
resolve all the problems 'of .patients addioted to 
heroin. For this reason, we believe ,that any trea,t­
ment program using methadone maintenance must 
be prepared to provide a broad variety of support­
ive services to deal with problems including mixed 
drug aibuse, ohronic ,alcoholism, psy~hiatric or be­
havioral problems, and fl, variety of social and 
medical 'proiblems. 

Many questions continue to remain unanswereq 
with reference to ,the role O'f methadone gnainte­
nance in ,the attack on the ,totail'problem of heroin 
addiction; neverbheless theuata 'presented on the 
gronp of rpa1tients ,\",ho have been admitted to this 
metho:done maintenance treatment l)rogrmu 'Con-

i 
I 
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Figure 8 

METHADONE MAINTENANCE TREATMENT PROGRAM 

Comparison of Arrest Records Among Persons 
Continuing and Discharged from Methadone Maintenance Treatment Program 

Percentage 

30 

20 

10 

Prior to Admission < 

/.~ 

>< ~ 
• • 

o 

x~ 
o 

) a-Since Admission 
b & c-Since Discharge. 

c-Discharged for /. 

~. 
• 

o~ 
·0 
~malnlng In MMTP 

0 ____ 

o 
O~----~~-----'-------r------~------~----~-----

3 years 2 

n MMP (2560) 
n Vol. Dis. (45) 
n Invol. Dis. (236) 

(2560) 
(45) 

(236) 

1 

(2560) 
(45) 

(236) 

o 

(2560) 
(45) 

(236) 

1 

(1544) 
(32) 

(166) 

·AII discharges had participated in MMTP for at least 90 days prior to discharge. 

2 

(788) 
(28) 

(153) 

3 years 4 

(384) 

!' 

11 



12 

Figure 9 

METHADONE MAINTENANCE TREATMENT PROGRAM 

Percentage Distribution of Arrests for 2841 Men in Methadone Maintenance Program 
3 Months or Longer as of March 31, 1970, and Contrast Group 
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Figure 10 

METHADONE: MAINTENANCE TREATMENT PROGRAM 

Employment Status and School Attendance for Men in Methadone Maintenance 
3 Months or Longer as of March 31, 1970 

(In-Patfent and Ambulatory Induction) 
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tinues to demonstrate tha.t this progl~am ,has ibeen 
successful in the vast majorit.y of its patients, 

After a carefull'eview of the chtba related to suc­
cesses and failures o\'er the past 5 years, ,the ~retha­
dona Maintenance Evaluation Committee has 
submitted the following t'ecommenclation as or 
Ft'iday, N ovembel' 6, 1970: 

RECOMMENDATIONS 

As a result of the continued encollraging results 
in the methadone l11!u.intena.l1ce treatment program 
through October 31, 1970, the Methndone l\{n,inte­
nance Evaluation Committee recommends: 

1, Thatthel'e be continued financial SltPl)Ol't £01.' 

the methadone maintenance treatment pro­
gram to allo,,,, continued intake or new pa­
tients using admission cl'iteria including a 
minimum lage of 18 years and a history of n 
minimum of 2 years of addiction with care in 
selection of patients to prevent the possibility 
of addicting all individual to methadone who 
is not physiologically addicted to heroin, 

2, That there be. continued evahm.tion of the 
long-term effectiveness of the methadone 
maintenance treatment 1)l'ogm1l1 for the 
gl'OUp stabilized on an inpatient basis, the 
gl'OUp being stabilized 011 all ambulatol'y 
bnsis, and the gl'oUp undel'going rapid 
induction. 

3, That 110w programs which plnn to use metha­
done maintenance should include nIl elements 
of the program including: 
a, Availability of 'adequate facilities for the 

collection of urine and laboratory facilities 
for frequent and !\.ccnrnte urine testing; 

b, Medical and psychiatric supervision; 
c, Backup hospitalization facilities; 
d. Adequate staff including vocational, so­

cial and educational support; and 
counselling; 

e, R.igid control of methods of dispensing 
methadone and number and size. of doses 
given for sel£-admillistmtion in order to 
prevent diversion to illicit sale or possible 
intravenous use; 
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Figure 11 

METHADONE MAINTENANCE TREATMENT PROGRAM 

Employment Status and School Attendance for 466 Women in Methadone Maintenance 
3 Months or Longer as 01 March 31, 1970 

(In·Patient and Ambulatory Induction) 

School 

Welfare 

Homemaker 

Employed 

6 Months 12 Months 18 Months 24 Months 30 Months 36 Months 

Months Following Admission to Program 

(345) (245) (161) (109) (71) (45) 

f. Staff members or potential new programs 
planning to uoo methadone maintenance be 
trained in this technique in a medical cen­
ter which has been shown to use methadone 
maintenance effectively. 

Projects in these areas should be supported 
and encouraged, but must be considered new 
research studies, and should be subjected to 
the same surveillance mIld independent eval­
uation as the current programs. 

'.I:. That continued research is essential particu­
larly with rererence to : 

5. That methadone mu.intenance not be con- r 
sidered u.t this time u.s a method or t.reu.trnent! I 
suitable ror nse by the private medical prac-
titioner in his office practice, because or the I. 

14 

a. Tho 1'010 of methadone maintenance in the 
treatment or YOlUlg heroin addicts (under 
18) ; 

h. Developing programs using methadone 
maintenance in combination with other ap­
proaches to tho tre(ttment or heroin 
u.ddiction. 

requirements ror other program components I 
including social rehabilitation and vocational 
guidance. 

6. That a pilot or demonstration project be de­
veloped involving the use or properly tl'ained 
pru.cticing physicians as an extension or U.11 

Figw' 12 

METHADONE MAINTENANCE TREATMENT PROGHAM 

Percent of Person-Months of Observation During Which Men in Program Were Employed 
Before and After Admission by Duration of Employment 

f7}/j Increase of Observed 
I'LZa Over Expected 

as of Ju!.1" 31, 1969 
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organized .methadone mn,intenn,nce treatment 
program to treat those pati.eI~'ts whose needs 
for ancillary services al'e 1U'uuma1. These pa­
tients should be continued under the super­
vision of the methadone maintenance treat­
ment program for periodic evaluation and 
urine testing. 
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T,.ble 5.-METHADONE MAINTENANCE TREATMENT 
-. PROGRAM 

Th~~~~~:~c~! p:[I~e;~~ ;~f~r~n~~~e;f~~~~~JI~~lo~oo;g~{r~~;~e~~hfO;atre;\~a~~on~ 
detoxlficatfon unit 

Methadone 
group 

Detoxlficatfon 
group 

Before admission: 131 Arrests/IOO person years ••..•••••• 115 ... -.............. 52 . 
Jali/IOO persnn years ............ \~·566iie·rson:years:.:: 60b person·years. n ... _ ............. ~ .......... .......... ~~M.... , 

following admission: 135 
Arrests/lOO person years •••••.••• 4.3 ............... -... 63 . 
Jali/IOO person years ............ l§sooperson:years:::: l,040 person·years. n ...... ,. .. " .......... -............... , .. · .. · I 
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Appendix A.-METHADONE 

MAINTENANCE TREATMENT PROGRAM 
1 A SPECTRUM OF APPROACHES IN METHADONE TREATMENT: 

Inpatient induction units by county as of October 31, 
1970 

Manhattan 
(h'acie Square Hospital (1\I & 'V) 
! I,tl',lem Hospital (M) 
:Morris J. Berllstein Institute (M & IV) 
Rilwr"s Island (M) . 
Rockl'feller University Hospital (M & W) 
RooseNelt Hospital (M & W) 
St. Lulw's Hospital (M & IV) 

Bronx . 
Albert ]!}instein1\1eclical Center (M & W) 
Bronx State Hospital (1\1 & W) 

Brooklyn 
Brool,dale Hospital (1\1 & ~V) 

'VI' estchester County 
St. Joseph's Hospital (1\1 & W) 
White Plains Hospital (M & IV) 
Yonkers Gl'neral Hospital (M & W) 

~
i.. RELATION TO PROGRAM EVALUATION 

I S. B. Sells, Ph. D. 
I 

t and 
i\ Deena D. Watson, M.A. 
! 
;l 
l\ All observers of the drug abuse' scene in the 
i United States agree that it has undergone fre­
[1 quent and rapid change during the past 5 years, ! in magnitude, in substances abused, in population 
i gronps involved, in public concern, and in the 
I organization of measures for prevention and treat-

ment. One aspect of this change hn.s been the rise 
of methadone maintenance as the 1110St widely 

; favored approach to the treatment of heroin ad­
Ii diction ~ince the. epochal work of Dole and Nys­
II wander 1111964. 
, The recently published Directory of Narcotic 

Addicition Treatment AgencIes in the United 
States, 11)68-11)69 (,Watson, Sells, et al., 1970) 

Appendix B.-METHADONE 
MAINTENANCE TREATMENT PROGRAM 

I listed information for 43 agencies in operation 
~l during thos~ years that offered methadone main­
: tenance as a treatment modality. Today there are 
;1 a great.mn.ny moro and we hear of new 0l?-e6 almost 

Outpatient and ambulatory induction units by county as '!I ('.\'el'Y dav. Indeed, desl)ite cautions by eXI)ert C0111-
of October 3], 1970 " 

Number of Units l11:ittees of the 'World Health Organization (1966, 

l'I'Ianhattan 
City l)l·obation---------------------------------­
GI acie Square HospitaL-------------------------Greenwich House ______________________________ _ 

Harlem HospitaL------------------------------­
Jewish Memorial HospitaL---------------------­
)10rri8 J. Bernstein Institute--------------------- : 

Lower East Side ___________________________ _ 
Lower ,Vest Side ___________________________ ::-

Ranicl Induction------------~---------------
)Iount Sinai HospitaL--------------------------­
Rockefeller University HospitaL----------------­
Rooseyelt HospitllL----------------------------­
st. Lul,e's HospitaL---------------------------­
St. Vincent's HospitaL--------------------------

Bronx 
Bronx State HospitaL-----------------------··---IJincoln HospitaL ______________________________ _ 

Van Etten HospitaL-------------------- ,.------­

Brooldyn Brool,dale Medical Cellter ______________________ _ 

Coney I,slaud HospitaL-------------------------­
Cumberland HospitaL---------------------------Lutheran Hospital ________________________ ·· ____ _ 

)Iethoclist Hospita:L----------------------------

Queens 
Long Beach Memorial HospitaL------.,-----------Tl'iboro HospitaL ___________________________ , ___ _ 

Westchester 
St. Joseph's HospitaL---------------'-----------­
Wllite Plains HospitaL--------------.. ----------­
Yonl,ers General HospitaL--------------.,-------­
YOlll(Crs Public Health Building (WCCMHB) -----

j 1968), the National Academy of Sciences (1966, 
2 \1967), and other authorities (Eddy, 1970, Gearing, 
1 1\19'70), ,that methadone treatmunt should continue 
~ to be regarded as e,xperimental, the favorable re-
1 . \ Stuts reported by those who haye presented data 
1 ; l0ll treatment outcomes ha\'e been difficult for the 

10 planners and sponsors of many ne}y programs to 
2 [. resist andrC'..sistance has been e,ven harder for many· i ' \individuals to ~U1derstand. 
2 [1 11he drmnatIc results reported for ,methadone 
1 ! "maintenance need to be interpreted in relation 
1 i to the criteria employed. In the Dole-Nyswandeor 
1\ program these hlYolve blockaded heroin desire, 

; decreased antisocial behavior, increased social pro-
11 ductivity, and increased amenability tOl'ehabil­i \' it.atiye services during the period of maintenance 

\.Ion methadone. Very little datu, is available on theRe 
I, 01' related. criteria for periods of time subsequent 

~ I to completion.o~ a metha.done treatment progra!n. 
2 t Although POSItIVe behaVIOr change unde,r a ma1l1-
1 l tenance regime is unquestionably rehabilitative, 
1 some critics have argued that this reflects to a 

large degree supportive prolonged withdrawal and 
1\ that enduring ehange with narcotic abstinence is 
2\ I the appl'opriat~ goal. 

From the standpoint of criterion design in eval-
1 [natiye research, there is no real conflict here, as 
i ~the distinction reflects nonoverlapping periods 
1 'on a time continuum. On the other hand, in our 

i 
; 

I 4-24-10~ 0-7-1-3' 

~ 

survey of treatment agencies and to some extent 
in the literature, t.here have been strong intima­
tions that some workers either implicitly or 
explicitly make a contrasting dichotomy of P1'O­

longed maintenance as one goal versus eventual 
n(('1'cotic-/J'eerehabilitation as the other. To th~ 
extent that these may reflect differences in phil­
o,sophy, treatment approach, organization of 
therapy and supporting services, and therapeutic 
climate, this dichotomy may be importmlt to in­
vestigate. Some preliminary data related to this 
question are presented later. 

It has been reported, in hospital psychiatry, that 
patient fbehaviors that are effective in posthos­
pital adjustment differ from those that are effec­
tive for adjustment ill hospit.als (Fairweather, 
1964). Dole and Nyswander (1967) hu,ve com­
mented on the danger of complacency of well­
ad'justed (phase 3) methadone patients, who may 
come to regard the continued taking of medication 
as an inconvenience. Contrast this with the deep 
concern of the patient in a therapeutic community 
"who must face up to realities about himself in 
daily encounters "with fello",' patients. Effective 
evaluative research must eventually take into ac­
count not only the short-term changes, but also the 
factors related to long-term change as well, assum­
ing that such cJlanges occur. 

Statistical studies of treatml!nt effectiveness in­
volve many problems, related principally to the 
large number of variables that may be considered , 
relevant. Unfortunately, the relevance of many of 
these must remain questionable until they can be 
evaluated adequately. The design of an evaluation 
study requires consideration of at least five sets 

. of vn.rin.bles, describing: 1. the patient sample, 2. 
the environmental setting, 3. the treatment pro­
gram, 4. the time periods covered, and 5. the 
criteria. In the framework 6f our present under­
standing each set involves many variables requir­
ing careful specification in order (a) to avoid 
n.mbiguity, (b) to facilitate comparison with other 
samples and other studies, and (c) to enable the 
evn.lun.tion of relevant factors contributing to out­
comes. These are discussed briefly in relation to 
research on the evaluation of methadone main-
tenance. progranis. 

Patient 8ampZe,-,-The NIMJI Guidelines for 
patil'nt selection mention a number of factors, in-
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eluding motivation, chronic alcoholism, drug his­
tory, medical and psychiatric history, age, and 
criminality. Such information is generally con­
sidered relevant and requires no further comment. 
In addition to detailed specification of demo­
graphic factors, which 'were understandably omit­
ted from the Guidelines, it is important to notc 
at least bvo additional points. First, as important 
as motivation is, it is even more difficult to measure, 
and casnal certification of degree of motivation 
is pointless. A satisfactory analysis of motivation 
for treatment may be impossible under clinic con­
ditions, but related factors, including measures 
of alienation, self-esteem, efforts to obtain help, 
and partieipation in program activities may be, 
feasible and useful. Second, it is critically impor­
tant to specify the d.pfinition of a patient. This 
requires an adequate intake proced'ure and record 
system, ,v11ich are essential for accurate accounting' 
of cntry and exit times and circumstances. The 
importance of recording the detailed treatment 
program for each patient is discussed below. The 
cavalier manner of acconnting for dropouts in 
many published reports (see Eddy, 19'70), such as 
"of those who remained in treatment 1 year, 15 
percent showed much improvement," is not only 
confusing, but interferes with accurate assessment 
of total outcome. For a group of 10 of the 16 pro­
grams that OUl' Institute has been monitoring un­
der an NIMH contract, the combined dropout 
rate for 602 methadone maintenance patients 
within 30 days of admission was 1'7.6 percent. This 
is considerably higher than comparable figures re­
ported for the Rockefeller pi'ogram and raises 
questions as to whether it reflects patient, program, 
or recordkeeping differences, or some combination 
of all. 

The sample characteristics of the 43 methadone 
programs included in the Directory show mixtures 
of white, black, Mexican, and Puerto Rican pa­
tients primarily, of both sexes, with a smallnum­
bel' admitting patients under age 21. Recently 
there luts been a tendency to lower the age limits. 
Overall program statistics and univariate relation­
ships are too gross to analyze the unique effects 
of age, sex, race, ethnic background, and other 
patient variables. in relation to treatment patterns 
and outcomes. It seems clear that sophisticated 
multivariate methodologies are needed to answer 
many of the currently urgent questions related 
to patient characteristics. 

Envl1'Onmental setting.-Deviance is not solely 
a medical, psychiatric. or psychological problem. 
The influence of sociological, economic, political, 
and ecological variables is generally recognized, 
but we have been reluctant to complicate further 
our already complex evaluative desigl1s to talre ac-
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Table I.-PROGRAM ACTIVITIES. NUMBER OF 

PROGRAMS REPORTING EACH 
count of them. The work of Chein and his as- I)j 
soeiates on juvenile heroin addicts in New York, 
(Ohein et al., 1964) and of Jessor and his associ- 11'- ---------------------

Number Percent 
ates (1968) on factors associated with alcoholism 1 1-------------------in a tI'iethnic community in Colorado are compel- .-. Detoxification: 

ling examples of research t~lat. h.as demons~ra~ed -I ~~!~,~~~~!~~~~~:~t~~::~~~~~~::::::::::::::::::::::::: 
that factors e:\."ternal to the mdlYidual are slgmfi- - Chemotherapies: 

t · tl I f b t 'Tat'l'atl'ons f Methadone rilalntenance .............................. . can In -1e p lenOlnena 0 SU S ance use. , ( I Cyclazocine maintenance .............................. . 
in social, educational, and economic opportunity, ! Gro/~o;;~e and other ••••.••.••••••••••••••••.•.•••.•.•• 

in the conditions of liyinO' in community at- ! ¥herapeuticcommunity ............................... . 
b' Group psychotherapy ................................. . 

titudes, and other facets of the epid'emiology of . Group discussions and programs ....................... . . . f 1 Individual psychotherapy ................................ .. 
adchctlOn must be evaluated as moderators 0 tIe Medlcal·surglcal treatmenL ............................... . 

ff f t fl
' t - Educational classes ....................................... . 

e ects 0 treatmen, c or s. ; Religious counseling ...................................... . 
T1'eatment ZJ1'og?'a1n.-The publications of Dole I I ~e~MI~r!fi~~;~~~ice~:·· .............................. . 

and Nyswander (1965 1967 1968 a b) and the: 1 Vocational rehabilitation ....................... ""'" , " 'I Employment counseling ............................... . 
NIMH Methadone Maintenance Guidelines' Social and family services ............................. . I Occupational therapy ............................. , •••• 
(1970) have brought about much standardization· ( Recreational programs ............................... . 

, ! Prevention .............................................. . 
of methadone programs. At this time, it seems - ! Research ............................................... . 

reasonable to expect more attention to be paid ' 1 .. 
t f 1 tl 1 f

· 1 t' d' ; 1 I Drug·free detOXifIcation Is not a fealure of the methadone program. 
o .sa 'egllarc~, me .wc s o. mc uc lOn, . .osa~e, ' \ 
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13 
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100 
17 
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76 
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49 
17 
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42 
51 
34 
21 
17 
13 
36 

patIent screenmg, urme testmg, and rehabIlItatIVe I 
sel'\Tices than even 2 or 3 years ago. I and supplementary services, such as education, 

Of the 43 methadone programs listed iiI the, vocational counseling, vocational rehabilitation, 
Directol:y, 31 were ]oca~ed in. the Ea~t an~l of these, \ soci:al service, !\,l1d the like were provided by a mi-
14 were m New York CIty. SIX were 111 MIdwestern: f nOl'Ity of the sample. 
States (Illinois, Michigan, Ohio, Kansas, Mis- i 1 Table 2 shows a distribution of the number of 
souri) , four in the 'West (California, Oregon, Colo- : I the 21 activities, listed in table 1, pel' agency. Not 
rado) , one in the Southeast (New Mexico), and one: I all of the activities were available for methadone 
in Hawaii. 'We have included four additional pro- 'j' t patients, but tIle numbers do reflect the patterns 
grams, for which the information became avail-. I ou: services provided for addict pa.tients. The mean 
able too late for Directory publication, in the: I nunl'ben of program activities w,as '7; 11 agencies 
present analysis. ! had 10 or more, while 18 had five or fewer.AI-

The 4'7 Jnethadolle programs in this sample rep· . I though not shown in the table, it was found that 
resent a ,vide range of organizational patterns! J only eight of the 47 agencies provided chemo­
and treatment approaches. Seventeen, or slightly Ii t.herapy not associr<ted with any form of group 
over one-third, employed one or more staff mem'IJ work, while 39 provided both chemotherapy 
bel'S desiO'nated as research personnel. Apparently, 1 (met.hadone, cyclacozine, or other chemotherapy) 
t.he othel:' two-thirds made no budgetary provision Il in association with group work. For the first eight 
for research. Slightly over half (2'7) of the pro· I I agencies, only one additional program service was 
O'rams employed ex-addicts as staff mem'bers, but Ii offered, on tl1e average, while for the 39, the aver­
~ot necessarily assigned to methadone patie~ts 1 i a.ge was four. Among the f~rmer group. at the 
in lI~ultin~odality. p~·ograms. Six of the agen.C1es 1 \ tllne, were sev~ral very promment in research on 
had mpatlent faCIlIties only and 19 had outpatIent l'j methadone mamtenance. . 
facilities only; the remainder had both in- and'! , 
out-patient units. ! IT b 

Table 1 lists 21 I)l'oO'ran1.nctivities characteristic: i a Ie 2.-DISTRIBUTION OF NUMBER OF PROGRAM 
( b'.. i f ACTIVITIES REPORTED BY 47 METHADONE MAINTE· 

of many treatment programs workmg WIth nar'l t NANCE PROGRAMS 

cotic addicts. an~l the lllu:lb.er of age11~ies withll:~ ............................................................. . 
methadone pIograms provldmg each. GIOUp and; >If .. ······•· .. ··· .. · .. · ....................................... . 

indi.v~dual psycl:otherapy were the ll:OSt commonlll~::::::::::::::::::::::::::::::::::::::::::::::::::::::::::~::: 
aUXIlIary therapIes to methadone, whIle thempeu·ll~·· ............. :::::::::::::::::::::::::::::::::::::::::::::::: 
tic communities, not necessarily all available simul.! I{C::::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 
taneously to methadone patients were found atl :5····· .... ·········· .. ·· .... ····· .... ··· .. ····· .. ··· .. ·········· 
only eiO'ht of these aO'encies. If t1;e data of table 11 r::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 
are acc~ll'ate, some l:ethadone programs adminis-j f::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 
tered the medication without detoxification, less; ! .............................................................. . 

j 
than half provided 110 medical-surgical treat,ment;! .J 1 Meal111Umber for sample. 

1 i 
I 1 

~ 

I 
2 
2 
I 
5 
2 
7 
5 
4 

10 
2 
I 
3 
2 

Table 3 shows an interesting comparison relat­
ing the combination of group ~/ork with metha­
done treatment. The two most prominent therapy 
features of the programs monitored by the IBR 
in the NIMH reporting system are methadone 
maintenance and therapeutic conununity. Al­
though the data, available at present are incom­
plete for the 10 agencies on which this table is 
based, the dropout rate for methadone mainte­
nance is lower than that for therapeutic com·, 
munity at all three time periods. Methadone 
maintenance associated with therapeutic commu­
nity shows the lowest dropout rate at 1 month, but 
catches up with methadone maintenance at 5 
months. More extensive data will hopefully be 
available in the near future to examine these 
relationships more adequately. 

Table 3.-DROPOUTS FROM 10 METHADONE MAINTE· 
NANCE PROGRAMS AT THE END OF 1,3 AND 5 MONTHS, 
FOR 3 THERAPY GROUPS: METHADONE, THERAPEUTIC 
COMMUNITY, AND METHADONE MAINTENANCE AS· 
SOCIATED WITH THERAPEUTIC COMMUNITY·COM· 
BINED DATA 

Dropouts at 

Methadone 
maintenance 

N=602 

Therapeutic 
community 

N=305 

Methadone malnte' 
nance and therapeutic 

community 
N=104 

Num· CumulatiVe Num· Cumulative Num· Cumulative 
ber percent ber percent ber percent 

I month......... 106 
3 months........ 40 
5 months. __ "'" 15 

17.5 
24.2 
26.8 

95 
22 
12 

31. 0 
37.2 
40.2 

12 
9 
6 

11.5 
20.2 
26.0 

A number of other relationships were examined 
in the survey data on which the Directory was 
based. For the sample of 4'7 agencies, a significant 
positive association was found between the em­
ployment of research personnel and the employ­
ment of ex-addicts. This suggests that methadone 
programs engaged in research were also innova­
tiYe, during 1968 and 1969, in employing ex­
addicts. This practice is more widesp'r'eac1 today. 
Agencies employing research personnel also tended 
significantly to experiment with other newer ther­
a,pies, such as cyclazocine, naloxone, and therapeu­
tic communities. 

Detailed interviews, program documents, and 
professional publications "'ere !wailable from our 
survey for 25 of the 4'7 methadone agencies in the 
present sample. From tl1ese, judgments were made 
that resulted in a two-fold classification concern­
ing the philosophic outlook of the program leaders 
a:bout methadone treatment. One category was 
labeled narcotic-j1'ee rehabilitation and the other, 
1J1'olonged m.aintellance. This is admittedly a sub­
jective classification, but was undertaken 011 an 
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Table 4.-RELATION BETWEEN TYPE OF REHABILITATION 
EMPHASIS AND PREFERRED DOSAGE LEVEL FOR 25 
METHADONE PROGRAMS. NUMBERS IN PARENTHESES 
INDICATE PERCENT OF TOTAL OF 25 PROGRAMS 

Preferred dosage level 

HIgh (50-ISO mg.) ••••• ••••·••••••••••••·••••••• 
Low (20-40 mg.) ••. ·.•••••••••·•••·•••·••••••••• 

S(32) 
6(24) 

10(40) 
1(04) 

exploratory basis. Fourteen of ~he 25 prog~~ms 
were classified as fa:voring narcotlC-free rehabillta­
tion and 11, prolongedmai~ltenance. Of the same 
25 agencies, 18 preferred ~llgh dosages of metha­
done (50 to 180 mO'.) and seven preferred low dos­
ages (20 to 40 mg~). An association b.eh~een. these 
was found, as shown in table 4, mdlCatmg. a 
linkage between prefer~n 'Je f~r low dosage ~lal.n­
tenance and program orlenta~IOn tow~rd nalcotic­
free rehabilitation. The pIn coeffiCIent ?f 0.37 
representing the correlat.ion estimate for tlns four-
fold table is significant at the 0.05 leve1. . . 

As shown in table 5, a moderate cor~~lat:on 
(phi=.28) was also found between rehabllltatIOn 
emphasis and employment of research personnel. 
Agencit's engaged in research tende51 to e?,press 
the prolongt'd maintel:anc~ emph~sls, as It; Dr. 
Gearing's reports, wlnch ~s certamly con~lstent 
with the realities of carrymg out evaluative re­
search undeJ.· the real time constraints tlutt have 
existed to date. Nevertheless t.his is a noteworthy 
relationship. . . . 

Rehabilitation emphasls was not slgmficantly 
relatec1 to size of patient census 01' to emploYJ?ent 
01' ex-addicts, nor was dosage level related to eIther 
of these factors. However, dosage level was mar­
ginally related to the empl?ymen~ of re~earch staff. 
The phi coefficien~ for. tlllS rel~tlonslnp was 0.2~, 
in the expected du'ectlO11 of 111gh dosage assoCl­
ruted with research effort. 

Research involvement was mod~r~t~ly asso.Cl­
n:ted wlth number of program.actnlltles .(pln = 
.23); it was found that agencles employmg. r~­
search sta.ff tended to have fewer program actIVl­
ties, while those not engaged in research ha.d more. 
i:\. similar relation (phi = .30) refl~cted the te~lc~­
ency for programs with fewer dlfferent actIVl-

\ n 
! l 
! I 

t,l
'es to llave a "1)I'Ololl

b
O"nd 1110, jntenance" en.11).h.a- II I patient participates in the treatment. program and 

v " is under its iniiuence. This is related to Goffman's 
sis, while those with larger nUl~bers of aC~I':'1~les \ 11 (1957) concept of the total institution and is one 
tended to express the "narcotIc-free rehu;blllta- \', way of differentiating between the essential aspects 
ti01~" emphasis. . of inpatient find outpatient institutions. However, 

Ambulatory induction of methadone patIents \ II the issue of ,,"hether degree of participation and 
,vas not enOl;gh of an issue at the time of our I influence, measured in units of time, is related to 
survey to provide data for this reP.ort: Results r~· I intensity and effect.i\'eness of treatment, is raised 
porte~l by Dr. Gearing, hO\\"ever, lllcl1cate that It! for consideration. 
will undoubtedly be an accepted procedlU'e before l\ Finally, there is the time continuum from the 
long. Indeed, results re'porte~l f~r the Rock~f~ner \,1 beginning of treatment, time zero, to various land-

1)1'02"1'am, along: with chssem111atlOn of t~le NIMH. 1l1a,rks, one of ,yhich involves completion of trefi't-
Glll,vclell'nes, In,::y alI·no, ely 11°, ,'0 resulted 111 g:rea,te. l' i!,\ <0 ,,'." ~, me nt, followed by various periods of post-treat-
uniformity of i)l'ogram features than we fmmd 111 1'1 ment experience. IVe haNe already emphasized the 
the 1968-1969 survey. . I importance of recording key events, such as ad-

Both the Rockefeller program and several 1m· ( mission, accurately, and equally important is the 
pressive programs outside thi~ group lave on- II event of completion. It call be noted, for exampi~, 
Q'aged in a number of innovative prac l~es. ne II that direct comparison of patient beha,vior under 
direction taken in a. llUlnber of programs lllvolves" a methaclone maintenance program with the post­
experiments within the. c~lemotherapy frame· II treatment behavior of patients discharged from 
work. These include vu,rwtlOn of dosage levels, II treatment by ot.her modalities is improper. The 
studies using new therapeutic drugs and new me~h. I! dismal record by other modalities in the past is 
ods of administration. Related to these are stucltes.q known. Ho\yever, little is yet Im01Y11 about the 
of new urinalysis procedures. A 'second devel?p· h record of methadone patients over a sufficient post­
ment of major importance luts be~n th~ mergmg U treatment period. 
of chemothera,py with group wor~c 111.varlo11s ways. I"ll 01'iterict.-The criteJ'ion issue :has already been 
One of these has been the combma.tIon of m~t~la· I discussed. It is our 'belief that criterion decisions, 
done maintenance with tllerapeutic conumunbes, I, like value choices, are not base'd on scientific COll­
in several prominent programs. Another notewor· \1 siderutions alone and that they must be responsive 
thy approach has emphasized the in:Tolvemen,~?f I to 'Pra'ctical concerns. The scientist may be satisfied 
members of the "square" commumty (as ~Ig)\ to 'prese;lt IllS data objectively and to l'epoDt what 
brothers") in the tl'eatmen~ arraJlgeanents for~' I; he finds. However, ,public demonstration of the 
dividual patients, . Decentralized methadone. adnnn· \ \ effectiveness of treatment must take account of 
istmtion, tfll'ough n~ighb~rhood phal"mac.l~ts ~vas \, the expectations of responsiibie sources of public 
an innovative practIce qmtel:e~ently, bt~t IS ra.p. : l opinion as to what constitutes successful reh!llbili~ 
idly being ~dOl?ted ~n mal~y CItIes. K~plllg ~rac~{ t I tation. It win soon 'be 'Poss~ble to follow substan­
of innovatIon m tIns rapIdly deveIopmg field IS !! tial numbers of methadone 'Patients from a wide 
a difficult task, but clearly \yorthy of the effort, t 1 range of progmms and settings and the question 
particularly if ltmovrutive ideas. can be checked II of l~ost~treatment narcotic-free adjustment, in 
out before receivll1O' undue notICe. . II relatIOn to t~le variety of system Tiatterns outHned 

Time ((8 (.t ·va1iable.~·Time is important m the 'II ,[\;bove nee'dno longer be an academic issue. 
evaluation of treatment i·n at .least. three re~pects. ,i

l 
Ooncl1uling Note.-R!~pid eA'1pansion of metha­

First, it is necessary to conSIder the ~ocUitIOn of I , ' done treatment is occmring 'before many questions 
every treatment activity and sample 111 cllie-ndal' Il relevant to optima.} program design can be 
time. As every epidemologist knows, data for one! 1 answeredlby empirical test. The wide spectrum of 
period may differ markedly fr~m da.ta for an- i \ flJpproaches 'described couI'd Ibe utilized for in­
other period beCc'1use of changes m the world, ~he ! I vestig~tive 'purposes if an organized ,approach, Cb­
economy, the drug scene, !lnd numerous othe~' Slg' H Ol)er~t1Ve effort,and adequate funding 'Were 

Table 5.-RELATION BETWEEN TYPE OF REHABILITATION 
EMPHASIS AND EMPLOYMENT OF RESEARCH PERSON· 
NEL FOR 25 METHADONE PROGRAMS. NUMBERS IN 
PAR'ENTHESES INDICATE PERCENT OF TOTAL OF 25 

nificallt factors. Our survey research has c01~Vln~ed H possllble. As ~ong as methadone programs are ~'e­
us that changes within organizations, of maJor .SIg· [I' g~rc~ed as eA-:perimental it would seem to he a 
nificance, may occur within a relatively sho~~ tu:ne'l, nununum requirement that a basic set of records 
It wouqd be idea,l if every program contrlbutl11g , 
data to an evaluation enterprise cou1d.have a full.!! 
thne historiall and archivist, whose 111fluen~e. oil \ 
~he classification of data may often be of Cl"'1tlCR 1\ PROGRAMS 

Employment of research personnel 

yes ................ · ... •••• ...... •• .... •· .... • 
Ho ............. • •• ••• .... •• ...... •••• .. •• .. • .. 

20 

5(20) 
9(36) 

• 7(2S) 
4(\6) 

11n port..'1nce. . ',' 1 51 r 
A second aspect of tune as a yal1.~ible 111VO ve i! 

the amount of time, per 24-honr perIod, that thS[t 
I i 
I , 
: l' 

lJ .' 

be maintained and made available Ito qualified 
investigators. 
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UTILIZATION AND REVIEW OF METHADONE PATIENT DATA II 
Alex Richman, M.D. 

INTRODUCTION 

This paper outlines the devel?pl.nent and uses 
of an integrated data system wlbm the depart­
ment of phychiatry of Be~h Israell\fedica~ ~en~er. 
Particular attention is clIrected to the utllIzatIon 
and reyiew of several types of data for patients 
in the methadone maintenance clinics of the M. J. 
Bernstein Institute. It is intended to illustrate in 
this presentation various approa'ches to the \lSeS 
of data, rather than to concentrate on one partIcu­
lar stUdy. 

Utili~ation reyiew is d('fined as b('ing concerned 
with maintaining consistent, high-qua1ity pati('ut 
care and with promoting the most effici('nt use of 
a.vailable health facilities and services. Utiliza­
tion and revie,\" actiyities of our 'department of 
phychi'atry include studies of t~le de1iY('ry, ~ISC'3, 
and outcome of care. These studIes are ('ssenhally 
concel'l1ed with proyiding information essential 
for enl,luation and program planning. 

BETH ISRAEL DEPARTMENT OF PSYCHIATRY 

The department of ,psychiatry of the Beth Israel 
Medical Center includes the Morris .r. B(,l'nstcin 
Institute with vm'ious inpatient and outputient 
services for drug addicts, a psychiatric inpl1.tiellt 
unit; mental hygene clinics at the Beth Israel Hos­
pital and the Gouverneur health services Pl'ogl'Ul11 
in psychiatry. 

DuriuO' 1969 the inpatient s('rvices of the M. ,r. 
Bel'1lstei~1 Institute lutd over D,OOO inpatient n.d­
missions and 500 transfers between the various in­
patient services during the year. In n.dditi011 to 
a large detoxification program and II specialized 
medical unit for addicts ,,·ith major medical prob­
lems, inpatients could be admittecl to a Phoenix 
House or the methadone Inaintenance progeam. 
The gmeral psychiatric inpati('nt service admitted 
400 patients; patients '\\'('1'e cal'('d for in the psy­
chiatric clay hospital. 

At the end of lD69, the mental hygiene clinics 
of the Beth 1S1'(\('l Hospital had 800 patients: the 
methadone mn,intenance dinies of Bernstein In­
stitute had nnoth('r 790 outpatients unelt'!' care. 

BETH ISRAEL PSYCHIATRY COMPUTER LIAISON 
SYSTEM 

A coordinated data system, Beth Israel Psychi­
atry-Computer Liaison System (BIPSYCIJ), 
has been de.Ye1oped 'with the fol1owing objectives: 

1. Providing t.he information necessary for evn.l-
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uation and program planning by our depart-
ment of psychiatry. II 

2. Including patients from all programs of tl:e ! I 
Beth Israel department of psychiatry. ?-,lus ! 

involves the various inpatient, outpatIent, \ 
partial hospitalization and emergency care i 

programs named. above. . . \ 
3. Supp'lying reqUIred statIstlC'al data to the f{ 

multi-State information system of the New I! 
York Sta'te Department of Mentai Hygien?, II 
the methadone data system (Rockefeller Um- '1'1 

yersi.ty), ,and the Ne,w York, City Narcotics j 
f1 ltJl) II 

4. ~:~~~~~~'g (~~~~~~~~t~~;yO' al~~la .p~'o;n01iing effi- 1[" 

ciency in reporting. . ..! 
HIPSYCL ·will be alble to ;prov1.~e the statIstl~al i 

data essentirul lor a coml)rehenslVe commumty 1 

mental health center. This invohes: ·11 
1. Thealbilitv to include aN clinical programs. Ii 

J • d 't' fI 
2. Recording data on. ,a;J?P'hcants ~n . wal mg jill 

lists 'as ,Yell as adm1SSlons, ,termmatIOns and 
prutients under care. !I 

a. "TrackinO''' patients transferred through a· ii 
variety .of programs within thedepartmenh il 
of ,psychiatry and :providing cumulated ac- II 
counts .of such transfers and multiple con- 11 

. 1 . 1 I' tacts WIt lIn ,t lese programs. ; r 
4. RecordinO' infol)mation on the nruture 'and II! 

date Of ~taff contacts 'with individual pa- i 
tients (including 'll1issedfllppointments). 1\ 

I, 
Ii 

DATA SYSTEMS IN WHICH BETH ISRAEL q 
DEPARTMENT OF PSYCHIATRY PARTICIPATES I) 

This section 'describes various data system with i t 
which the Beth Ismel depfllrtment of i)syohiatry 11 
interacts. The needs of these separrute relata systems I! 
have been 'considered in developing BTPSYOL. \1 

NEW YORK CITY NARCOTICS REGISTER 1\ 
Within New York City, agencies are required II 

by law tD send report,s of addicts to the narcotics 1 t 
register of .the deparbment of health. ,!,he Ber!l- lj 
stein Inst~~ut~ has ,'Provided iltformaJt1on on ~ts III 
70,000 adm1ssIOlls, smce January 1961, to the New I 
York City Depal1t!nent o'f Health. II' 
METHADONE DATA SYSTEM (ROCKEFELLER 
UNIVERSITY) I 

The Bernstein Institute has participate'd from I 
the beO'innill'O' in ,the methadolle data system. 'TIhis! 

b b • • L. D Dl i • system has Ibeen descl'i1bed 'preVIOusly IUY ,rs. 0 el I 
, I I 

1 ! 

I I I, i 

and ,V !Vrncl' and future developments of ,this sys­
tem are presented by Dr. ,Varner e'lsewhere in these 
proceedings. Applicants for ,the metha'done mainte­
nance 'program are ,assessed Iby the intake unit of 
the citywide methadone maintenance treatment 
program administered by the Beth Israel Medical 
Center. This assessment includes completion of a 
basic da·ta .Iheet which is submitted to the metha­
done data system. 

P·atients a'ccepted for induction as inpatients or 
ontpatients at the Bernstein 'Institute are admiUed 
through the Berllstein Institute admissions unit 
where further dat[1, is a'cquired (see below). St-ub­
sequent systematic dRta is supplied to the metha­
done data system on ,YeeIdy and monthly repor.ts. 

SHARED HOSPITAL ACCOUNTING SYSTEM (SHAS) 

The inpatient activities of the department of' 
psychiatry have Ibeen computerized for 'a'dmissions, 
patients under 0fl1re, disciharges 'and transfers 
within services. This component is paDt of the 
shared hospital accounting system o.pel'a:ted by the 
Beth Israel Medical Center_ This advanced .group 
of IBM 'programs (,SHAS) gives, in addition to 
accounting-type data, 'daily up-dated lists mId 
statistica'l tabu]a.tions whic~1 are used in various 
parts of Nle Bernstein Institute. 

1. Admissions,disoharges, and transfers 
n. Alphabetized lists of ,admissions, dis­

chu,rges, and transfers. 
lb.' StatisticwI ,tnlbulations of census at ibeO'in­

ning, admissions, transfers in, transfers 
out, discJhal'ges, disoharges against 'advice, 
occupancy for the clay, and .occupancy for 
the month-to-date. 
1. !by ward 
2. Iby service 

2. Admissions, Patient Days of Discharges, an'd 
discharges Against Advice 

These daily statistical tabulations are cumu­
lated 'n'om bhe start o'f eaC'l1 month to give, 
by sex !tnd a.p;e group, by ward and s('rvice, 
the number of: 

a. Admissions 
h. Patient days of discharges 
c. Discharges 'against ,advice 

:i. PatientB in Hospital at Mi'dniO'ht 
There are Ests for each wa~d and -for the 
Institute as n, whole which show ,the names 
of patients in alp~labetic order, t.heir age, and 
the numher of days since admission. 

+. l\fonthly T,wbnlations of: 
a. Ty.pe of admission 
b. Pa:tients in ,hospital list('d by date of 

admission 
e. Days 011 waiting list before admission. 

WAITING LISTS 

In addition to providing ty'pes of druta shown 
previously fDr the various inpatient services !Vt 
Bernstein Institute, shared hospitalJ. accounting 
system has ,been mocli'fied to meet the specific needs 
of our waHing lists. The admissions unit of Bern­
stein Institute has contract:with wbout 1,200 heroin 
users a month. At anyone time, there are from 800 
to 1,200 ·patients on the w!titing list for deto::\'1fica­
tion. In addiHon, during fhe average month there 
are 200 ,to 300 patients who have failed to 'wppear 
for admission on ,t11eir guarantee'd admission date, 
200 persons referred for consultation from the 
New York City Department of 'Social Services 
with regard to their addiction status, and a mun­
her or other patients in less clearly defined 
categories. 

SIlAS has been modified to produce a waiting 
list which is upda·ted each day. One list shows the 
names, in alphabetic order, of patients scheduled 
for future admission as well as those with whom 
we have had any contact over the past 2 months. 
Another list shows, for each service, the names, 
in chronological order, of patients scheduled for 
admission. ,VI:' are now adapting both these daily 
upcl'atedlists to include patients accepted for ad­
mission to the citywide methadone maintenance 
program of Beth Israel Medicnl Center. 

MULTI-STATE INFORMATION SYSTEM 

Within N('w York State, aU facilities licensed 
or financed by the department of mental hygiene 
are required to provid(' statistical reports on the 
characteristics of th('ir admissions and termina­
tions. These statistical reports are part. of the 
mult.i-State information system (M8I8) which 
is an automated l'('corcl keeping systl:'m used by 
psychiatric services in Connecticut, Maine, Mas­
sachusetts, New Hampshire, New York, Rhocle 
Island, and Vermont. 

MSIS is so progrn.med that a us('r can install 
. one part of the system at a time, starting with the 
basic admission/terminat.ion application and pro­
gressing to activity reporting. A facility is given 
the option of. using ('ither a portion or all of the 
available system. Cons('quently, it is possible for 
the facility to implem('nt only those parts of the 
system that are appropriate to its own needs. 

This s~'st('m can generate unit rosters, periodIC 
pati('nt summaries and admission/termination 
statistics. Th('se reports provide a total picture of 
the patient's clinicn,} involvement with the facility 
during any t.ime period. By making repDrts on 
patient activity available throughout the facility, 
the, system shows whcrl:' patients have been and 
what serviccs they have received. 
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Additional reports to aid in the management 
of the complete facility (tre generated as by­
products of the SYStel:l .. The repol'~ show those 
patients who are l'eCelvmg the serVIces of more 
than one unit the utilization of locations within 
the facility, a~d the senrices performed by ill(~i­
vidual staff members. The system can further ~ld 
in the administration of a facility by gener!.1ltmg 
information for reports to county, State, and na­
tional aO'encies. The total system is intended to 
provide t- the, detailed reporting, tracking, and 
counting essential for a community mental health 
center. 

This system has been initiated ,yithin the in-
patient s~rvices of the department of pSYC~liatr;v­
,V'ith the full eooperation of Mr. Abbott ,V' elllstem 
of the Office of Sta;tistics and Data Processing of 
the New York State Department of Mental Hy­
giene, the computer programs for the three phases 
of the multi-State information system have been 
installed at the management information center 
of the Beth Israel Medical Center; thus we are 
now able to operote the system entirely withhl 
the computer resources of our own medical center. 

DATA FROM ADMISSIONS UNIT, 
M. J. BERNSTEIN INSTITUTE 

,Ve have attempted to integrate the various data 
systems descdbed above in order to reduce 
redundancy, en11ance the quality of the data, and' 
provide a well organized systematic procedur~ for 
persons applying for detoxification and patIents 
beinO' admitted to the Bernstein Institute. 

Tl~e admissions unit of the Bernstein Institute 
interviews a,pplicatiol1s for detoxification and sees 
people referred for consultation from the New 
York Oity Department of Social Serv~ces. Meth­
adoM maintenance patients being admItted to the 
inpati.ent or ambulant induction units of Bernstein 
Institute who have been previously accepted by 
the citywide methadone program of the Beth 
Israel Medical Center, also go through the 
admissions nnit. 

Similar procedures are used for these tiJIree 
large gronps of patients, from whOIn ,w obtain: 

1. Census questionnaires 
2. Patient data sheets 
a. Multi-State information system forms 

(MS-5) 
Since the :fall of 1069, all three groups have 

been completing a questionuaire based on the U.S. 
19'70 census form. This questionnaire contains the 
basic Federal census questions and is completed 
by the ptttient himself in the same manner as the 
10'70 Federal census. Recently we have been as-
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sessing the usefulness of a self-administered 
Cornell medical index. 

As we keep detailed records of all individuals 
who cross the threshold of our admitting area, 
it is possible to mount special studies on a repre­
sentative sample of applicants. Currently we are 
developing: 

1. A drug profile to describe the nature, dura­
tion, and intensity of use of drugs other than 
heroin 

2. A study of the addiction characteristics and 
M.l\1.P:I. responses of heroin users who are 
Vietnam veterans 

3. A semantic differential method for assessing 
the attitudes of patients to various types of 
addiction treatment facilities. 

I have described our admissions unit in detail 
in order to emphasize that standardized data is 
systematically obtained from :arious groups. of 
heroin users or suspected herom users atten~llllg 
the Bernstein Institute, as well as from patlents 
in the methadone maintenance treatment program. 

USES OF METHADONE MAINTENANCE 
PATIENT DATA 

'W'ithin our Center, much data on methadone 
patients are available. In addition to 11:1aterial de­
rived from the various systems descrIbed above, 
information is available regarding any previous 
admissions for detoxification at the Bernstein In­
stitute as well as clinical records maintained , . . 
during the C9urse of care in the methadone maUl-
tenance t.reatment program. 

It is the aim of BIPSYCL to be able to cor­
relate data obtained at different times and from 
different systems. 

COMPARISON OF METHADONE PROGRAM 
PATIENTS WITH GENERAL POPULATION 

rVe are very much interested in the demographic 
characteristics of our patient population, such as 
age, sex, color, birthplace. ~s .wel(1, '1~1e l~re con­
cerned with social characterIstIcs sc 100 mg, oc­
cnpat.ion, household composition) for which there 
are comparable data from the general popUlation. 

On July 20 of this year, the Holding project 
was initiated with the intake of 100 patients from 
the waitinO' list at the rate of 32 per week. The 
objective of this project was to assess the feasibil­
ity of accelerated intake on a larger scale. The 
demographic composition of this grolip is of in­
terest: '7'7 percent were male, 54 percent were be­
tween 25 and 34 years of .age, and 47 percent were 
not white. However, when one considers these data, 
in detail, one gets a different view of their demo-

graphic profile. Among the various age groups 
there is considerable variation in the distribution 
by sex and color. 

These data were obtained from the self-admin­
istered cenSllS questionnaires and therefore repre­
sent the patients self-report of color. This form 
has been usedpvel' the past 15 months and was also 
completed dm'ing April 1970 by patients in the 
methadone maintenance treatment program who 
had been admitted prior to our initiating use of 
this form. ,Ye are now beginning to process these 
data, anticipating that we will have the llumera­
tors ready when the census denominators arrive 
for New York City. Some special substudies have 
already begun on these census questionnaires with 
regard to the 240 Vietnam veterans who were 
found among 12,000 applicants for detoxification. 

Data from this census questionnah'e permit de­
tailed comparisons of the social characteristics of 
our patient population with those of the general 
population. Furthermore, use of these standard­
ized questions enables systematic comparisons of 
patients in different clinical programs. 

COMPARISON WITH APPLICANTS NOT ACCEPTED 
FOR THE METHADONE MAINTENANCE 
TREATMENT PROGRAM 

Perkins and Bloch (19'70) compared the char­
acteristics of patients admitted to the methadone 
maint~nance treatment program with applicants 
who were not Rccepted. Nonaccepted applicants, in 
comparison to admissions, had fewer pati~nts who 
were white, or employed, or with pre-vious hos­
pitalizations at Bernstein Institute. However, non­
accepted applicants were more likely to use barbi­
turates, have a problem with alcoholism, or to have 
engaged in criminal activities during the 6 months 
prior to intake. 

COLLABORATIVE STUDIES WITH NEW YORK CITY 
NARCOTICS REGISTER 

rYe ,are now conducting· six collabomtive re­
search studies with the New York City Narcotics 
Regist~r. For these we adhere strictly to the 
essential stringent requirements concerning con­
~dentiality. These studies include samples of pa­
tIents from aD clinical programs of the Bernstein 
Institute. 

We have 'had over 30,000 individual admissions 
to the Bernstein Institute since 1961, while the 
Narcotics Register has had over 55,000 names of 
heroin users reported between 1964 and 1968. Our 
c~llaborative research studies are intended to pro­
VIde perspective on : 

1. ,Yhat reports ,are received for patients aiter 
they have been discharged from Bernstein Insti­
tute or after they have applied for admission but 
have failed to appeal' on their admission ~late 
(Riohman et a1., 1970) . 

2. How do heroin users who come to Beth Is-rael 
Medical Center compare to those who were ini­
tially reported to the register from other sources? 1 

What is their demographic profile~ What is the 
10n9itudinal pattern of these reported contacts ~ 
(Of a sample of 200 New York City heroin users 
first report~d to the register in 1967, initial analy­
ses indicate that abont on~-half were reported only 
by law enforcement. agenCIes up to t.he end of 1968.) 

3. What previous eyents described by our pa­
tieI~ts have not. been previously reported to the 
reglster~ 

ATTENDANCE OF METHADONE PATIENTS 

Individual visits to M.M.T.P. clinics are re­
c?rded .. ,!,hese forms. are completed for each pa­
tIent VlSlt and descrIbe th~ purpose of the visit, 
the date, and the name and profession of the person 
providing the service. 
. vV: e have been studying the use of clinical serv­
Ices 111 terms o~ attendance and relating attendance 
to demogmphlc and psychological characteristics. 

Ninety-six of the 100 patients admitted to the 
Holclin~ ~roject between .ruly and August 1970, 
wer~ still III attendance during October. The fo1-
lowmg graph shows the distribution of visits dur­
ing 4 weeks from October 5-ao. Between 37 to 51 
vis~ts P('l' clay OCCUl'l'('d from Monday to Thursdn,v, 
whIle there w('re 69 01' more visits on Fridays. 
DU~'ing tlw ± wel'ks there. ,,'erl' 1,008 visits by 'on 
patIents, all twemge of 10 visits p('r patient. 

Patients attend claily until their dl'uO' takillO', 
and their social and occupational circl~ns!'anc~s 
are consicll'red by the nurse in chttrO'cof theil' 
clinic to have stabilized. ,Vith incl'easi~O' evidence 

'" of stabilization, thl' frequency of required att(mtl· 
, ance is reduced. The number of Holcling project 
patients ,,,110 attended 5 clays during the week ell'­
creased from 42 patients in tIll' wcph: of October 
5-D, to 29 in thl' last week, Octobe,r ~w-a(). There 
were ~27 patients who appenl'ed every clay during 
the month. In the Holding project clinic dming 
October on the average, ·14 Holding projcet pa­
tients attended on Monday, 45 from Tuesday to 
Thursdn.y, nud '73 on Frida,y. Consistent attend­
ance (e.g. every Monday during October) amount­
ed to aD patients on Monday. 35 on Tuesday, 30 on 

1 Some comparisons of methadone patients with those 
known to the register have 'been described by Dr. F. Ge'Ilr­
ing in her reports to the evaluation committee. 
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"'\Yeehwsdn.y, 36 on Thursday Itnd 68 on Friday. It 
is evident that eOllsistent attenders make up It mlt­
jor portion of those se('1l ~n nn~ gh~en da~. . .!. 

The ('reater concentratIOn of Fl'lcllty VISltS 101 
the Holdiner Dl'oject clinic is obvious. The ,W('mU 
attendance ~)l~ttern for patients in t~le otlwr Bel'll­
stein clinics of the l1wthadone mlt11lt~lUUlC~ pro­
errnm is different. For the 1,098 pahents III the 
~ther Bel'11stein clinics during OctohC'l", aYN'age 
n,ttenc1ance was highest on 1\,10nc1n,ys Itnc110west 011 

Tuesdays and ",\V C'c1nosdays. 

METHADONE MAINTENANCE HOLDING PROJECT FRE· 
QUENCY OF DAILY ATTENDANCE AMONG THOSE AT· 
TENDING DURING OCTOBER, 1970 ACCORDING TO 
RESPONSES ON CORNELL MEDICAL INDEX AT INTAKE 

N 
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SOCIAL CHARACTERISTICS AND ,ATTENDANCE 

Finany I woulc11ike to illust1:ltte the corl'el.ation 
of data fr0111 vflrious SOt1]'CC'S. FIrst I woul;l11ke to 
show for Holdiner project p~ttiellts attendmg dm­
ing October, the ~elati(~ll hetween soci:ll char~rt.el'­
istics recorded some tunc before thell' arlnnsslOll 
in .Tvly 1970, to daily attendance dlrt'il1g Oc~ob(~l' 
1970. ~\.s des(,l'ibed IlboYe, daily attendance IS 1'('­

quil":rl TJl' those who 'are not. consicle1'(,cl to b(~ Hta-
biUzecl. . 

Over Olw-fourth (28 percent) of the pnt1CJlb., 
pttendiner dmino' October attenderl on 20 ('ons('cu-
• to> to> • 1 
tive clinie days. The freql1C'ney of dlu1,V .a~t('m ItnC'C' 
was not llni'forl11 among groups of (hAel'e~1t. so­
cial charnctpristics. Daily attencl'allce wns H1l1111ll.1' 
among those who Ih'ecl 'with mother (271?pl'c('nt) 
and thosp who liwd nlone (2G percent), Wl111(' tllOse 
living ,Yith a sponse wel'e le~s likc'ly to nttcnrl 
daily (21 pC'rcent) . . 

mnck patients mo1'O frequ:ntly atteu;lecl dally 
(-15 percent) and white patlents less iT('r[:1('l~tly 
(14 percent). Residence by borough show S1l1111ar 
Ya1'iations with m01'e Bronx patients (:W ppl'('ent) 
attondiner daily and 'fewpr Brooklyn pati(mts (18 
percent)~ The most marl\ed.difi'eren('es. in attenrl­
'ance "'('.1·e shown by 'work hIstory ohtltll1ed 'at tIl(' 
initial intake nssP8sment. PatiPnts who WP1'P not 
workiner at the time of intake were foUl' tin1C's 
(38 pe~cent) as likely to make daily vis.its as 
those who were working at the time of mtnke 
(D percent). 

NERVOUSNESS AND ATTENDANCE 

I hav(' also considered daily ,nttendance. of Hold­
ing project. pnt1ents in relat.ion to symp~oms. self­
reported hy patients on the ('ornpll m('.(11ca1 lIld('x 
on the ClflY of their hldnctioll. Six of the 21 ('01'l1en 
medieal index questions which were lU1SWt'1'l'cl by 
25 percent or more of the patipnts relat(>d t~ "nel'v­
ousness." Positive answers to fiye of thpse 1!lX ques­
tions were more fr(>(1l1ently associltted with daily 
snbsequent attendanc"C thltll WI.'\1'O negative answers. 
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Percentage 
with dally 

attendance 

I! 
Pallent group \ I 

I! 
All patients {N =9:) ••••.•••••••••••••••.••.•...•••••• , •••••••••••• 
Dees worrying continually get you down? Yes, N.:-2r.6) ••.•• _ •••.•••••.•.• 
Are you conSidered a nervous person? Yes (N-2ti>._. __ • __ •••.•.•• •·• 
Do you usually feel unhappy and depressed? YeS {N=29) •..••.•••.••. 
Do you usually have great dlfficully In falling asleep or slaying asleep? 

28 
31 
32 
37 

I I 
Yes {N=30) .................... •• .... ••· ..................... . 

Are your feelings easily hurl? Yes {N=21) .................... • .... • 

DRUG ABUSE AND RETENTION 

40 
49 

I luwe shown the rellttions between attenclance 
and demogl'l1 phic clmracteristics; Itud. attenc~ance 
and "nervousness." Finally, I '~'~ulcl hIm t~ IUllS-. 
t.rate the use of datu, from chfferent sOUlCes at 
different times. This combination of ?linical ob­
seryations and records of n.ttendance glVes It flow­
ing perspectiYe of the l?ngitudinal course of care 
for our methn.done. plttlents. . 

DUl'iner 1DGD the-re ,,'ere 587 persons (mclucted 
as inpatients) 'who werc cared for ~n metha(~one 
clinics of t.he B<.'I'1Istein Inst.itute. It lS emphaSIzed 
t1m~ these pn.tients may hn.ve. sta,rted M·~:L1·P' 
durlllg any part o:f 10G9 as "ell as ~e!olc ~,69. 
During April 1D70, 80 percent of the 08.1 pat.le:lts 
were being cltred for within Bernstem clllll~, 
and in Octoher lD70, 72 percpnt. were shll 
attending . 

One can group those 587 patien~s a;cordmg t~ 
the drug abuse reported by the. umt dl1'ector dur­
iner the 1 to 12 months the pat.H~nts may 1111ve at· 
te~ded in lD69. There were no rpports of. self­
administered drugs for 3D percent of the patlents; 
heroin use was reported for 28 percent of the 
group Itt, some time and ano~hel' 33 percent had 
taken (hug'S other than herom. 

Among the 229 pnt.ient~ who were not l'eporte~l 
as having used ell'ugs clUl'mg 196D., 198 (01' 87 per­
cent) were still in attenda~lce dUl'l~lg Oco~er lD70. 
A1110ner t.hose reportpd USll1g herom d.ul"mg lDG9, 
75 pel~ent. were still in attendance durmg Octoher 
1970 and among those reported using ~h'ugs ot~lCr 
than heroin, G7 perC'ent were nttend111g durmg 
Octoher. 

SUMMARY 
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I luwe attemped to outline some q:f the w~ys I 
in which "'e .are d~veloping utilization al;drevle'W I. 
data on patIents 111 our methadone mamtena~lce 
program. I have emphasized the need ~or relltt1l1.g I 
information from multiple sources to glVe It longl- \ ! 
tuclinal perspective. In addition, I have shown I 

II 
J.l 
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same types of anltlysis which n.Uow us to study 
our methltdono patients hI relation to t.he general 
popul Itti on, in relation to heroin users reported 
to the Na,rcotics Register, in relation to applicants 
for detoxification to us or patient populations of 
other facilities. Finally, I have illustrated some of 
thG types of information essential for hetter under­
standing and management of clinical cltl'e. 

,Ve are now able to extend our pel'spectivG from 
dGaling with cross-sectional information from one 
datn. system. at one point of time to relating in­
formntion from various sources at different times. 
Thus we will bG ruble to better assess the working 
of our clinicltl services as well as extend our un­
del'Strunc1ing of the longit.udinal course of pat.ients 
in the methadone pl·ogram. 
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A SURVFlY OF PATENTS ATTENDING DIFFERENT CLINICS IN NEW ORLEANS 
Gordon 'T. Stewart, M.D. 

Unlike most people here, I ame not a profes­
si011al 'with yeltrs of experience in the field of 
addiction. I did not. become interested until 1968 
and then only because I felt that drug use and 
abuse were spreading like an epidemic, and should 
be tv.ckled as such. A handful of people in New 
,Orleans-a mere handful-had already recognized 
the fact: The leaders were Dr. James Nix, Juclg('l 
Andrew Bric!l.1'It, Dr. 'William Bloom, and Cltpt. 
Clarence Giarusso, Chief of the Police Narcotics 
Squad. Dr. Nix Itud Dr. Bloom had already started 
c.linics for methadone rehahilitation. I f('llt that 
we should mobilize more efl'ort to jnl'estigate 
muses Ilnd wider meehanisms of cont.rol. I WitS 
fortunate in obtltinillg support for the purpose 
from the N ationnl Institute of Mental Heltlth and 
we formed !t Drug Ahuse. Research Team with 
three full-time workers Itnc1 a lllrger numbe'r of 
part-time workers and volunteers, includ,ing social 
scientists, physicillns, attorneys, and many others 
Oil whose behalf I speak here todltY. "'\i\Te now hltve 
about 1,200 heroin Itddiets on methndol1G in eight 
rlinics which are coopemting in om study. 

METHOD 

Our approach is by definition epidemiological, 
so we have to first arrive by computllt.ion at l'ele-

"ant denominators to accommodate the numera­
tions which express our problem. We try, therefore, 
to obtain personn,l, psychological, and social ditta, 
not only about the addicts in our clinics but also 
about street Ilddicts, about their fmnilies Itnd con­
tacts. Much of our effort is expended in interview­
ing in bars, ca'fes, on the street., in homes, as well 
as in the clinics. "'\\T (\ use Ildclicts, ex-addicts, stu­
dents, and volunteers as interviewers, under t.he 
guidance of a small staff of physicians and social 
scientists. Data processing and some of the anltly­
ysis is in the hands of Bel"l1ltrc1 Goldsmith, lL 

methematiciltll with tmining in epidemiology, who 
'arranges storage of data coopemtively with the 
newly formed office of the Louisiana Narcotics 
Commission whose cha,irman, Dr. Chester B. 
Scrignn" and exectltive director, Mr. Luke Fon­
tana, nre members of DART. 

Admission of patients is by voluntary enlist­
l11(mt, though some Itre referecl to us, permissively, 
on "Methadone Parole" by the police department. 
This could be assumed to be a form of compu1sion 
but, in the fnce of the current epidemic, we con· 
sider -it an expedient option for lmrd-core Itddicts 
with criminal records. Few patients are refused 
admission, provided their urine contains opiate, 
their stated age is 18 years or older, and they Itre 
deemed, oninte-l'view, to be addicted. EMh patient 
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Table 1.-DRUG ABUSE RESEARCH TEAM (DART) 
New Orleans, La. 

Patients under surveillance in methadone clinics 1 

Clinic 
Male Female ______ ~~ Total 

Black While Black While 

t .' r} 
\ ! 
I is hltervie.wed by a physiciu,n u,nd, in the, privu,te 

u,ncl chu,rity clinics, by u, panel of eX-,adchcts who 
explain rules and procedure, .All pa~lents supply 
in SOlne detail persono.l, famIly, sOCIal and drug 
history. A proportion is also as!{ed to co~perate 
in psychological and psychiatrlC evaluatIOn of 
their status at entl'y and l'espo~lse t? trealtJl!ent, 
for which ptll'pose contl'o~ data IS bemg ?btllll1ecl 
fr0111 comparablc populatlOJ1S of nOllac1(hct~. Ap­
pl'oximu,tely 25 percent of the present sel'leS of 
767 patients luwe been referred to Tulane Health 
Maintenance Service, or elsc,:'herc, for te~ts of 
hepatic, cu,rc110renal, and respll'atory functIOn. 

Algiers ••••.••••• ··••••·•• .......... . 

l,t 

138 3 27 2 170 

Il~ ~~ it I~ U~ \ 

Eac,h paticnt pu,ys $10 per wc~k to cover !he 
cost 0'£ methadon.e and clispensmg, Ree:reatIOu 
Taeilitles, group therapy sessions., c!\.fe~erlas !tn~l 
socia1 activities genemlly are ay!tllab,le 1ll the prI­
vate clinics and are being developecl.lll the ~thers. 
No hospitnl fa.cHities 01' beds ~re. a vltl~able, t~~~:lgh 
we have o('c!l.sJOnally used pl'lvate stutes as kICk­
pads" for snpervisecl de,toxification. 

RESULTS 

J)emogMphy, Ninety percent of. our addicts ap­
plying for rchl\biliht,tion Itl:e .born III New ~rle.al~s, 
4 pel.'cent, elsewhere 1ll r.JOU1Sla~Ul, and 2 PbtCel;t m 
adjacent States. The problem IS therefore, ~trICtly 
local l\lld indigcllous: The factor~ concernmg ~d­
diction resid0 in the city and locahty. By connt~l1g 
the numbe'l' of addicts visiting pushers, by tak:ng 
the opinions of community workers, of add'lcts 
themselves and by other means, we think that there 
arc about 2500 st\'uncr-ont addicts in Ode.'UlS Par­
ish, which 11as a POl~tl!ttion of 600,O{)0. They are 
mo1'C numeroUS in ghetto areas, ~ut by no means 
('onfined to !tuy one part of the Clty. Seve1!ty-five 
l)erccnt are black males with a median age 1~1 1969 
of 20 years. In 1970, this median is cl~'op'pl11g to 
about 26 because of the rapid spretl(~ III 111crease 
of drug abuse ·in young people. ~n wlutes, the 19~9 
median was 27 years, a]so fal1mg currently. Vi e 
lmve (widence f~'om a school study by C111lc1'les ~. 
Fleming, to be published se}:arately, tha~ experI­
mentation nnd abuse of herom are spreadmg very 
rapidly £1'0111 the street to the high sC~lOols and 
junior high schools in and around the CIty. 

ME1'HAOONE REHABILITATION 

Of the estimated addict population of 2,500, 
1,200 'I\.l'e now uttending methadone clinics, and 
W~ have reasonably good data on 767 who have 
been attending eight clinics f~r ? months 0.1' longer 
(table 1), This ullselected clm.l..c populatIOll COll­
tl\ins a relatively lower l)l'oportIOll \66 porcent~ ?f 
bIac,k males with highel' proportlons of wIllte 

Bloom ........... •••·••••••••· ••••••• 
Nix I. ........•...................... 
Nix 2 ••.••••..••••••• •••••••••••• •••• 

g~~ire:: :::::::: :::::: :::::: ::::::::: 
U i I~ ~ ~~ I j 
93 3 13 0 109 I \ 

House of Bread ••.••••.•.•••• "" .•• •••• 
9th Ward •••••••..••• ••·•••· •••..•••• 

3~ ~ I~ I~ ~~ \ I 
-51-1 --12-4 ---10-5--2==7--=767 l i 

Total ............. ·••·•••··•••· I) 
l' 

1 The tolallncome of each clinic each week (City Clinic excepted) can be calculated i '\' 
by multiplying $10 by the figures In the las\ column, II 

males (18 percent) and females (16 p~rcent) ~h~n 
our demographic estin~ate. T~e prIVate ClllllCS 
(Algiers, Bloom, and N1X) , w:hich operate at eco­
nomic ra.tes but without profit, accOl~modate .68 
percent of the total clini? sampl~, whlle the CIty 
Clinic, which operates Wlth publIc funds, accom­
modates only 8 percent. 

Dosao-e proceeds conventionally, st?,rting at 1~­
ao mg./::> clrui1y and rising until he~'olll 1.lUl1ger IS 

abated. Median dosage of· all patlents I;:; 90 mg. 
but the range varies greatly, ?et:veCl: patIe~lts aI~d 
between clinics (table 2.). DIstrIbutIOn. curves! 111 

aU except one of th~ clinics,. shows bunodahty: 
The majority of patIents receIve. doses o£ 5~-100 
mg. but a smaller number reqttlre much 11lgher 
doses (140-230 mg.) for maintena.nce. 
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Table 2.-DART '1 
New Orleans, La. !i 

Dosage of methadone (mg.) in patients under surveillance ! I 
Patients Median Range Distribution I i 

(number) (mg.) (mg.) (mg,) t I 
----------~------------------II!t· 

170 90 40-160 Bimodal 89,130. 
Algiers .......... ·······,,· 183 100 20-180 Bimodal 90,130. J' \ 

Clinic 

Bloom........... •••••••••• 120 90 20-230 Bimodal 90,120. , I 
Nix L ........... •• •••••••• 42 80 20-190 Bimodal 70,110, I I 
Nix 2 ............ • •• ••• .. •• 62 110 50-140 Bimodal 100,130, I I 
gl!~ire::::::::::::::::::::: 109 60 10-130 Unimodal, I 
House of Bread I............ 26 90 30-220 Bimodal 80,170. j . 

46 80 30-100 Bimodal 50,90, ! I 
9th Ward ••••••••••••• ,.... 767 90 10-230 BlomodaI90,130, I· f 
_ __ A~I~IP:at~len=ts~··~·~ .. ~··_··_· __________________________ 1 f 

It , \ 
. . 'f I , 

In the Desire Clinic, the medi'an dose IS Slg'lll • ! t 
icantly lower (60 mg.) than in any other, th~ r~nge \ \ 
relatively narrow (10-130 mg.) and tho dlstnbu,\ ! 
tion unimoda1 and norml~l with the me~n do~e ~o I 
the median dose. In the. o~her com.nnnllt~ chm?, I , 
in the ninth w'ard, a s111111I\;1' low-d?se ~~nge IS f \ 

practiced (30-100 mg,). In both ofthelr ~hmcs, th~ II 
pntients llre exclusiyely blRck 'Rnd ma1ll1y ~elm~ f 1 
25 years of af:e. Detox~fication is attempted I~ :~. I , 

clinics but WIth very lltt~e real succes~. Approxl j 
mutely 60 percCllt Rl'e estimated, by mIlle tests,·to ! 

be avoiding opiates but usage of barbiturates and 
alcohol is frequent, marihuana and amphetamines 
less so. The cure rate in 454 patients 'who had been 
maintained on lower closes or detoxified was esti­
mat.ed at best to be 0.9 percent--four patient$, who 
obt~tined regular jobs, left the drug-scene xnd 
stated that the:;.y had not used any opiate for 1 
month 01' longer. These four patients came :from 
two clinics. 

The ranges of dosage in black and white, male 
and female patients, are similal' (table 3). The 
highest doses (200-230 mg.) are required to main­
tain a frw white males and females. 

Table 3.-DART 
New Or/eans, La. 

Dosage of methadone (mg.) in patients under surveillance 

Number Median Range Distribution 

(mg,) (mg,) (mg.) 

Males: 
Black •••••••••••••••••• 
White ................ . 

Females: 
Black •••••••••••••••••• 
White ................ . 

All patients •••••••••• 

511 90 10-210 Unimodal, 
124 120 10-230 Bimodal 80,150, 

105 90 30-200 Bimodal 70,130. 
27 110 30-220 Bimodal 80, 170. 

767 90 10-230 Bimodal 90,130, 

Dropouts and reasons :for dropout are reported 
separately (Adams at al., 19(70). The dropout rate 
for all clinics except the oharity clinic (15 percent) 
were fairly constant at a bout 25 percent. We define 
a dropout as a patient who leaves the progl'<~m 
aiter l'oceiving two or more doses of methadone. 
The methadoue-failure l'a;te is different, being: 
total dropouts - (traIlsiers + returns). Reasons 
for dropping out (Adams et aI., 1970) vary 
enormously between patients and between clinics. 
Of relevance here is the fact that administrative 
clifficul'ties and compl>aints within the clinics ac­
counted f01' many patients leaving the pri'in:Lte 
clinics and that community influence seerned to be 
n. factor promoting attendance at local community 
clinics. Approximately 30 percent o£ dropouts 
complained about side effects or dissD,tisfaction 
with methadone, 'and one-third of these admitted 
that thoy waIlted to return to heroin even after 
increased dosage of methadone. The dropol1t rate 
was unrelated to dosage, l'RCe 01' sex. Of 70 who 
were traced 01' interviewed, at least 50 percent re· 
velted to heroin though 32 percent quickly found 
themselves in jail without any notification to the 
police; 31 percent reentered the Same cli .lie or 
another one; 4 percent died; 7 percent were ad­
mitted to hospital; and t.he remainder (8 percent) 
were drafted or left the area. 

Side effects of varying severity were reported 
by patients u;ttending all clinics and are detailed 

separately in this yohune by Butcher aIld Bloom 
(19'(0). Symptoms or signs of hepatitis ,"v ere re­
ported by 80 out of 356 long-term addicts (22 
percent) , of whom 5 percent had given blood don'a­
tions since their attack. A sig'llificantly higher 
proportion (PLO.a01) of this group was :female, 
mainly white, so the real figure may be higher, 

The benefits of methadone maintenance are not 
the subject of t.his communication but it may be 
noted that, in all clinics, at least 70 percent re­
mained on 01' returned to the program, lessening 
or abandoning the regular use of heroin as jndged 
by interview (tnd intermittent spot checks of urine 
passed on the premises under supervision. Sixty­
five to eighty-five percent obtained employment of 
one kind or another within 6 "'eeks-against an 
adverse eco11omic trend-and, in eight whose arrest 
records 'were obtained :from the police department 
over the years 1964-69, arrests and cha,rges were 
reduced threefold. 

Among other factors studied in the different 
clinics (table 4), local snppol't and recognition 
play important PRl'l:S in nULintaining attendance 
and morale in the two community clinics but ad­
ministratiY€i efficiency in their clinics is low be­
cause of freqnent changes and absences of the 
volunteel' staff. Political conflict arose, especially 
in the Desire Area, because we were accused by 
black militants of pursuing It genocidal policy. 
This attHude ehangrd to one of approval and 
support after meetings between Ollr research 
group, ex-addicts, and the black militants. 

Table 4.-DART 
New Orleans, La. 

Differences between methadone clinics in New Orleans 

Privale Cily Charily Community 

Official support ....................... + 
Official recognition •••••••••••••• _ ••••• <+) + (+) + 
Communily support •••••.••••••••••.• , - + 
Community recognition •••••••••••••••• + (+) (+) + 
Political conflict.. ..................... + 
Administrative confllct.. ............... + 

. Administrative efficiency ••••••••••••••• High High High low 
Cliques, powerplay .................... + -
Dropouts •••••• , ...................... HI~h ? low Medium 
Number of patients ••••••••••••••••••• 5 4 62 26 155 
(N=767) ............................. (68.3%) (8,2%) (3,3%) (20.2%) 

The pattem of ch'ng abuse is changing in. New 
Orleans, ItS in other cities, in that morc iLnd more 
ndolescents are turning to heroin as a first or sec­
ond: drug. It is, theref.ore, or interest to compare 
the reasons for nse of a drug as given by 77 con­
firmed younger addicts with those given by older 
addicts (table 5). This 'comparison suggests tihat 
the differences in. the n.ge groups 17-24 and 25-31 
are minimal, and that curiosity about drugs was 
!vt least as strong a factor ill persons who became 
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Table 5.-DART 
New Orleans, La. 

Reasons for starting drugs in heroin addicts on 
rehabilitation 

Age group (years) 
Reason 

17-24 25-31 31 

Curiosity .................... ••• 29 r.2) 42 ~52. 3~ 62 t.5) 
25 22.8) 43 40.9 36 40.3) Enticed by friend or gang ....... • 
15 14.7) 31 26.3 21 26.0) for kicks .................. •• .. 
8 10.3) 22 (18.5 17 (18.2) All others I ..................... 

Total ........... •• .... ••• 71 (77. 0) 138 (138.0) 136 (136.0) 

Total 

133 
104 
67 
47 

351 

addicted in the 1950's or earlier when, accordi~g 
to our estimates, addiction did not usually be.gIn 
until ac1'ult life. We hoped that our psychologlCal 
and psychiatric evahUt;tions, especially '~hen cor­
related with atlbitudes and value scales, mIght fy~ve 
O'iven us some predictors of response to rehablhta­
tion but so far this has not been the case. 

DISCUSSION 

The results reveal many imperfections in the 
assessment and management of the drug problem 
in New Or leans, but serye nevel'theless to show t~at 
about 50 percent of addiots of all ages, and In­
cluding recently addicted young perso?-~, ~an 
readily be recruited into metha.c1'one rel~ablht.atlOn 
programs operated at economIc. rates. 1~ prl~ate, 
municipal, charity or commumty clUllCS .. Each 
clinic, is able to holcl albOllt 75 percent of . ItS at­
tending list with maintenance doses In the 
(median) range 60-110 mg. per day. ~ ~oweT 
median (60 mg.) may suffice for .the m!J'Jorlty .~f 
younga;ddi!'.ts but long-term addicts may requue 
up to 280 r ~)' Even. at this high dose, methadone 
is well tolera,ted for months on end. . . 

Losses by dropout, incluc1ll;g deaths, adlmsslon 
to hospital, recidivism, and disappearance, reduce 
the proportion remaining on the program to. about 
38 percent of the estimated addlCt populatIOn of 
the city. This proportion has largely aibandoned 
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~. 
the use of opiates, though not of otJher drugs nor '\ 
a;lcohol, and has a greatly improved record. of 'I' 
employment and social stabi~ity, ru~d ~uch less m- I,'!' 
volvement in crime. A herom ac1dlCt m New 01'-
leans who is "ripping and running" has to earn I

t
'\ 

$30 to $150 per day to maintain his haibit, since 
heroin costs on averaO'e $5 to $10 per bag, and sup- I 
port himself. Such s~ms cannot be earned legi~i- 1 
mately by our a:ddict population but an ex-addlCt I 
on methadone at $10 per week, C[l.n and usually! 
does support l~llnself and his new h~bit, which he \' 
is therefore reluctant to abandon If he has any I I 
appreciation for personal and social sta~ility. I, 

The dropout rate 'Und methadone faIlure rate ! 
in New Orleans ·are high in comparison with some ~l 
centers in New York and elsewhere. ,Ve hayc I 
reason to believe that nonexpert supportive steps I! 
by community action personn~l and peel' groups I\! 
would improve Ollr perfo~m.ance .at low. cost,. A ! 
way to secure grcnteradmllnstratlve effiCIency as \' 1 
well 'as to improve the quality of treatment and I 
rehabilitation public funds on a much largH scalE' I 
is urgently required. In this area, drug abuse has .[ f 

to compete with poverty, slums, unrest,and many 11 
other social problems for relief measures and ~p- II 
propriation, and 'also, in no small meas.Ul'~, Wlt~l 11 
strongly polarized political and .morahs~lC attl- II 
tudes at all levels in the comnmmty. ,Vlnle tl:ese I' 
obstacles remain it is encouraging and expecltellt . I 
to note tJhat priv~te enterprise and voluntrurislll can II 
intervene effectively ill the cr~sis <;>f the conte~po- Il 
rary epidemic of drug addictlOlllll Ur?~ll somety,' ! i 
on a fairly 1ru'ge scale and yet at mllllmal cost. '\ 

I wish to acknowledge gmtefully the coUabortl,- 1\ 
tion of members of the Drug Abuse Research Team 
(DART) in New Orkt~ns ruld to thank espe-! 
cially R. P. A:dams, William Bloom, B. T. Butcher, I 

1 · I 1 W. O. Oapel, M. Oastet, June Olark, O. J. F emmg, II 

B. M. Goldsmith, Shirley Kirk, J. Henry, Kat?­
ryn McQueen, F. Minyard, Sister Mary .D~Vl~,1 
J. T. Nix, and I{jathleen ,Vaddell for theIr mdl- 11 
vidual contributions. I 
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It DOSAGE, DURATION, SIDE EFFECTS 

BLIND CONTROLLED DOSAGE COMPARISONS 
WITH METHADONE IN 200 PATIENTS 

Avram Goldstein, M.D. 

The Santa Clara County methadone progmm is 
a research program authorized by the State of 
Califol'nia Research Acl"isory Panel. This aCCOtlllt 
is a summary of our experience in the first H 
months. Oue is sometimes 'asked how it happens 
that after G years of methadone maintenance we 
still have so many questions-and some of thrl11 
quite fundamental-to answer. Let me point out 
in reply that favorable conditions for carrying out 
objective inYC'stigations in this 'area. have only 1'('­

cently developed. Cmwnt changes in public atti­
tudes toward heroin addiction and methadone 
maintenance are the direct consequence of the years 
of courageous pioneering by Vincent Dole and 
Marie. Nyswandel', against great odds. They 
showeU that nwthadone ,yorks and that it can be 
used safely on n. long-term basis. Now we need to 
apply the rigorous techniques of dinical pharma­
cologic experimentation to fill in the clet'ails, in 
order to optimize and standardize our methadOlll' 
trcatment procedures. ' 

Our aim is to include all hard-core heroin addicts 
in our county of Iftbvut a million population; we 
guess there are. about 1,000. The criteria for !tel­
mission m'c: (1) At Jeast 2 yrars of addiction; 
(2) at least one attempt to withdraw, with suhse­
quent rehpse; (3) age at least 18; (4) resid(,l1;rl~ 
in the county for nt least 1 year. All adclicts who 
met these cl'ite.l'in, without. exception, wC'l'e He·· 
ceptecl, in the order in which they presenled them­
selves. Neither psychosis nor alcoholism nor mul­
tiple drug abuse were grounds for ~x(' 111sion, flnc1 
no subjectiyc prejudgments 'about the lilwliho{)Cl of 
success were allowed to affect an addict's [tc1missiOl~ 
or his subsequent treatment. C'onsequC'ntly, the 
outcomes reported here can be taken to n,pply to un­
selected heroin addicts yoluntnrily enrolling in n 
methadone program. 

This report concerns the first 8 months of opera­
tion, during ,,,hich 206 patients were admitted. Of 

. these, 44 (21 percent) were women. The l't-lmic 

composition was: Mexican-American 55 percent, 
Black 6 percent, White 39 percent. 

An important aim was to ascertain if good re­
sults could be obta.ined without extensive ancillary 
services, and thus to see how economically a suc­
cessful methadone program might be operated. 
This approach, 'and the program policies, follow 
logically from our attitude toward heroin addic­
tion. ,VhateYel' motivations may have led a persoll 
initially to the usc of heroin, we postulate that the 
chief problem in the hurd-core addict is heroin 
itself-that most of his difficulties are the result 
of heroin use, rather than the other way al·olUlc1. 
It follows that our prllnary aim is to stop heroin 
lise. ,Vhen this has been .accomplished, we expe('t 
most patients to be able to proceed along the roal1 
to rehabilitation with such pragmatic conllseling 
as seems appropriate, but "'ithout formal psychi­
atric interventions. Our program is structUl.'ed ac­
cordingly. P.atients in need of medical, dental, 01' 

psychiatric services are referred elsewhere lor ap­
propriate treatment. ,Ye estimate that some 10 
percent of our patients require special psyehintric 
help; whether a matched. group of nonnddicts 
\yould be different in this respect we do not know. 

A clinic handling 200 patients is staffed by two 
psychiatric nurses, three ,addiction specialists aides 
(two male, one female), one vocational counsellor, 
and a clerk-typist. The addiction specia.list aide is 
usually an ex-addict (often a stabilized p.atient on 
onr own program) who acts as first-line liaison 
with the patients alld their communjties, super­
vises urine collection, and carries on a great deal 
of the day-to-day activity of the program. A Pa­
tient Oouncil, elected from among the stabilized 
patients who have ceased narcot.ic usc, is ehtrusted 
with responsibility in the area of discipline (e.g., 
infraction of l'Ules,absences) , public relations, and 
community drug abuse educatbn. Stabilized pa­
tients lead group discussions wit.h newel' or less 
successful patients. "r e are estr.blishing a demo-
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cratic rather than all authoritarian mode of oper­
ation, in order to develop each patient's potential 
for responsIble involvement in the welfare of 
others. Program policies (except for strictly medi­
cal ones) are discussed and modified, and new 
staff are interviewed and selected with participa­
tion of the stabilized patients. 

Central supervisioll over the several methadone 
clinics in tlle county is provided by a medical di­
rector (who is a physician), a supervising psy­
chiatric nurse, a supervising addiction specialist, 
and a supel'vlsing rehabilitation (vocational) 
counsellor. The total costs of such a program, em­
bracing five clinics with 200 patients each, are 
estimated to be about $10 per week per addict. 

To understand the successes and failures of any 
methadone program it is probably important to 
consider its "style," since so many different ap­
proaches are possible. Our program is built on a 
medical model of heroin addiction. Addicts come 
to us because they wish to be rid of their disease­
a chronic relapsing disorder of uncertain etiology, 
cl1!Lracterized by compulsive use of a narcotic. 
Methadone can help them accomplish this by free­
ing them of the craving (narcotic drug hunger) 
and by making them crosstolerant ("blockade") 
to heroin, thereby diminishing the rewarding as­
pects of a "fix." From the first contact with the 
addict we assume a sympathetic and nonpunitive 
attitude toward h~l'oin use. 'Ye establish a gradual 
ambulatory transition from heroin use to nonuse. 
Accepting in a matter-of-fact way that patients 
are using heroin when they start, we simply assure 
them that as the methadone dose increases, their 
nse of heroin will decrease and eventually cease. 
We ask to be told frankly when and how ;11uch a. 
patient has "fixed" so that. we can follow his prog­
ress and help him more effectively. If a patient 
continues using heroin we regard this as a, treat­
ment failure and seek to understand why, pa­
tiently avoiding punishment or threats of dis­
charge from the program. 

As a patient "cleans up" and his urine test re­
sults become consistently negative, he is allowed to 
attend clinic less frequently, on a graduated sched­
ule, so that after 3 "clean" months he visits clinic 
only once weekly. 

Beha.vior t11at cndnngers t.he program (e.g., sell­
ing 01' givinga.wny methl1.done, using the clinic to 
dea 1 in illicit drugs, violence or threats of violence 
against patients or staff) is cause for discharge, 
but no one has been discharged yet. The Patient 
Council deals with such cases, and with tIle prob­
lem Ot flagrantly irregular attendance. 

Alt.hough our basic I1.ttit.ude is nonpunitive, th~ 
program is not permissive. Certain rules are ad-
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hered to strictly, and sta.ff is ever mindful of the 
fact t.hat "comi.ng" is a perfected clement in the 
addict.'s lifestyle, indeed, is a component of the 
disease we are trying to treat. Examples of rules 
that are enforced to t.he letter are those COnCel'l11ng 
urine collection (see below), clinic hours (doors 
close at the specified time), and "t.ake-home" 
methadone (none lea.ves the clinic except in a 
lorked box). 

Since a ma.jol· objective was to secure informa­
tion about methadone dosages, a blind design was 
absolutely essential Dosage is never revel1.led to 
patients and is never discussed with patients. 'V"a 
discuss a patient's health, his physical and mental 
symptoms, and his heroin use, but. never his metha­
done dose. Resea.rch on dosage would otherwise be 
impossible. ,V" e believe, however, that quite apart 
from this necessity, there are good reasons to con­
duct'a program in this way. First, there is no "dose 
negotia.tion," and the methadone clinic is not seen 
as a "connection." The "dose game" is an integral 
pa.rt of the addict's lifestyle, which we "wish to help 
him change. Second, as detailed below, symptoms 
a,1'e often unrela.ted to dosage. The situation in 
,vhich a patient and a physician (or nurse) try to 
arrive at a. new dose on the basis of symptom com­
plaints is the epitome of "double-blind" design, i.e., 
the blind leading the blind. Only when we learn, 
through rigorously designed dosage comparison 
experiments, wllat t1le effects really are upon vari­
ous symptoms will it be possible to make rational 
decisions about dosage. 

EXPERIMENTAL DESIGN AND MEASUREMENT 
CRITERIA 

A. U1'ine testing.-The only objective valid w.ay 
to assess heroin use is to test urine collected under 
the strictest kind of direct observation. It. is not 
necessary to test urine daily, and pooling of several 
urine samples is fundamentally incorrect because 
it reduces the sensitivity of detection. 'V"e test ran­
domly at an a:verage frequency of 1 day in 5. A set 
Ot patient J.D. numbers is generated by computer 
and posted daily. If a patient.'s number is on the 
list, he is required to produce a sample under direct 
observation that day or the result will be entered 
as an "automatic dirty i" there are no exceptions to 
this rule. The urine samples are analyzed by TLC 
and GLC (if necessary) for all narcotics, and 
periodic tests for barbiturates and amphetamines 
are also done. The statistical basis for random 
urine sampling is published elsewhere (A. Gold­
stein and B. W. Brown, J.A.M.A. 214: 311, 1910). 

We are presently field-testing a narcotic detec­
tion system based upon an entirely new principle, 
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umploying free-radical technology.l The method 
requires no chemical manipulations whatsoever. A 
drop of urine is added to a small tube containing 
nmgents. This is placed immediately in a specially 
adapted electron spin resonance (ESR) spectro­
meter, and read instantaneously as positive 01' 

negative for l11prphine 01' other narcotics. 'l,ve be­
lieve ~he in~tantaneous feedback provided by such 
a deVIce WIll greatly enhance the value of urine 
testing in methadone programs. The cost will ap­
parently be 110 greater than that of the current 
procedure. 

B. P1'ogress questionnai?'e.-A 30-item checklist 
~on:cernin&, ?~dy symptOl11~, mood, emp'loyment, 
Illegal actIv}tles, and'hel'olll use is adminis'tere'd 
just bef.ore entry onto the program, then again 2 
weeks later, and at 1, 2, 3,6, 12,18, and 24 months. 
The patient marks his responses directly on an 
IBM Port-A-Punch card. A clerk later punches 
out ,the marked po.sitions .wi,th a stylus, 'and the 
cards are entered dll'e'ctly mto the computer. This 
procedure eliminates the need for a keypunch op­
erator and precludes transcription errors. The 
administration of the questionnaire before metha­
~one treatment ibegins has 'Proved to be extremely 
lin po~tant, f.or ('as seen 'below) many sympt.oms 
experIenced on methadone and considered to ibe 
methadone side effects are ,present even more Ipl'om­
inently before the addict starts on 'the .program. 

C . .Assignment to dosage g1'OU1)S.-'-Lt is axioma­
Hc ~n olinicall)hal'macol.ogy that no dosage com­
parIson can be meaningfu'l unless ,patients are 
randomly and concurrently assigned to the dos­
age groups. 1V" e proved this very well, though in­
advertently. In order to gain experience and 
confidence with the use of methadone before initi­
a.ting comparison studies, we placed our first 35 pa­
,tlents onth.e san~e stalbilization dose-100 mg. (AU 
d.oses are gIVen 111 terms of methadone hydrocMo­
l'lde.) Subsequently, random concurrent assign­
ments were made. On every criterion .0& success 
-the ~rst patients did better than any sulbsequelltl~ 
admItted. Xf one had compared them with l'ater 
groups placed on lower d.oses one would "have con­
cluded unequivocal1y (but incorrectly) that the 100 
mg, ~ose is vastly superior in all respects. Retro­
spectIVe analysis of input data, showed that the 
first patients to enter tJhe proO'ram were older 
had more struble lifestyles, 'and !h~d Ion O'er historie~ 
of addiction ,than those entering latel~ SiMe they 
were at the head of .the wa.iting iJist, they were pre­
suma:bly better motivated. All dose comp!\!risons 

1 Free Radicul Assay Technique (FRAT) developed by 
Syva Corp. (Synvar Associu1tes), 3221 Porter Drive, Paio 
Alto, Calif. 94304, from whOm further information muy 
be obtained. . 
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presented here are based upon patients assigned 
r~nd~mly and concurrently 'at ,the time of admis­
SIon. \Vomen and men were assigne'd separately so 
the sex mtio was the same in all groups. ' 

The most difficult lJart of conductillO' dosaO'e 
• " I:> I:> 

comparIsons IS to res,st pressures to alIter dosage 
prematurely. In tl1e eX'periments reported here 
we ·pl'anned to make ].10 changes unti'l3 months had 
el~psed, then to tl';rminate ,the experiment and 
~dJust cl?ses accor'?ing to our "best judgment." It 
IS temptll1g to thl.l1k that complaints have ;their 
roots in too-low or too-high dosaO'e aud,to inter-

d· I:> 
veno accol' mgly. One feels that this is the ethical 
thil;g t~ do, since one obviously wants to put the 
patIent s w~lfal'e first. But do ,YO know what is 
best for ,the 'patient? If we did, therelWou'ld be 
no point in conducting these. ex'pel'iments at all. 
The truth is ,that there is no relialble 'O'uide that 
woul'd :pevmit rational dose changes t; 'be made 
in. th~ knowledge tl:at they would 'probaJblly be 
effeotIVe. On the baSIS of our ex:perience we feel 
that for the 'present the Ibest thinO' for tho indi­
vi dna'! ,p~tient as well as for methadone patients in 
generalIS to conduct eX'pel'iments in rigorous ad­
'herence to the 'protocols, and foreO'o interventions 
based upon "intuition." Despitel:>om best inten­
tions we sometimes yielded to our own prejudices, 
but for the most pa'lt we resiste'd. 'Ve were re­
war~ed frequently !by seeing symptoms dis!l!ppeal' 
despIte our making no dose change whatsoever, and 
we were often embarassedon snch occasions to ibe 
thanked :profusely for increasing (or decre1:lsing) 
,the methadone dose. 

RESULTS 

Results Irrespective of Dosage 

After 3.3 weeks of operation, 206 patients had 
been ,a'clmltted, for It total of 3 513 patient-,weeks 
f · , 

o ex'perlence. Twenty-nine patients (14 percent) 
had left. the program inyoltintarily . most had been . , 
~nca.rcerated for crimes committed prior to enter­

.mg ~he~rogl'am, a few ijladleft the are~ ,to eSc!l;pe 
outs"a.ndmg 'warrants or because theIr ,role as 
police infol'mers had Ibecome known. The 'patteI'll 
we a.re dbserving is bhat all who are sent to jail 
reenter bhe program later, either upon their re­
lease, 01' thr~)Ugh a work-furlough arrangement 
with the sheriff's department. Five patients (2 per­
cent) left voluntarily, usuaHy to move to another 
area; and ,two 'patientswel'e officially ,transferred 
to methadone programs elsewhere. None were 
dl'opped from the program by staff action. At >this 
p!\!l'ticu'1ar time,tllerefore, we had 110 ,ac;tive pa­
tients, 01' 83 percent of the nnmiber admitted 
( mrol uJing the official transfers) . 

33 



A better measure of adherence to the program 
is a sUl1vivorship analysis ,at a given numlber of 
weeks after entry. The number of patients admit­
ted 6 months or more prior to the date of this anal­
ysis was 58. Of these, '7~ perCe!lt. were currently 
active 6 months aiter theIr admlsSIon date, and '71 
percent had not had a single inter:'ul:t.i.on. Since the 
inactive 24 ·percent were mostly 111 JaIl.and w.otv~d 
reenter it is evident Ithat the true survlIrorslup 1ll 

this ,pr~gram is very high, at least fo,r the first 
6 months. 

Of the 48 active patient.s with tenure of 
6 months or longer in the program, 88 percent had 
stopped using heroin. 'rhis statement means that 
they had achievec~ l1, record of cO~lsistentl'y. nega­
tive ("olean") urmes over a perIod covermg aib 
le'ast bhe Iprevious 4: weeks. 

Heroin use drops very abruptly within the first 
2 weeks on our program, Ito less than 10 percent of 
its initial value. Then a slower decline continues 
for a ,period of ap'Proximat~ly 3 months. The l~la­
jOl'ity of ,patients at 'bhat t:m~ luLYC ceased :-lSll1g 
heroin entirely, >!tlld the maJorIty of the remall1der 
use onlly small t!tl110Ullts sporadically. A few con­
tinue a Jow level of daily use, al,though very much 
less than before they entered the program. 

1\111 the results cited a:bove are influenced !by the 
pre'dominance oflbetter-111otivated, ol~eI> and 1110re 
stable 'patients among the eal'ly achmsslOns to Ithe 
proO',llam, as discussed earlier. ,Ve may well see less 
fav~ralble results as time goes on and patients. 
a:dmitotedlater enter the survivorship calcu'lations. 

Uniform Dosage 

In 93 patients an absolutely uniform procedure 
was em.ployed. The purpose ,yrtS to a~.~ertain tl:e 
feasibility of a unifol'111 dosage schedule, for tIns 
would O'reat.1y sin1p1ify the conduct of large-scale 

~ . b methadone proO'rams. The proceclure ,,'as am 11-

latory through~ut. Methadone hydrochloride was 
diluted in Irool-Aid, sweetened with sugar, and 
O'iven oncc daily in the morning. The starting dose 
~yas 30 mg., increased by 10 mg. daily, to l1, stabili­
zation dose Ot 100 mg., reached on the eighth day. 
In only a single patient was it. necessary to. ~evia.te 
from this plan, bccause of repeateel YOl1ntmg of 
the medication; eventuaHy she tolerated a slower 
buildup schedule, but other meltsures (milk, quiet 
rest) were also employed, so she might ha:ve tol­
erated the 'original schedule too. 

The extent o'f drowsiness during the builc:up 
period convinced us that It slower incrementation 
would be desirable. "Te therefore adopted a uni­
form buildup exactly one-half as fast, repeating 
each dose on 2 successive days, and t.aking 15 days 
to rCl1ch 100 mg. 'We have used this modified schecl-
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, n ;n ule in 13 patients Trom the start, and in 36 patients \' i.e., to force adaptation to a dose severa:l times 

raised from 30 mg. or 50 mg. after their 13th .! higher than threshold. 
week. Only milld drowsiness was encountered. \ I 

The point of all this is that ,yith respect to both , ' 
rate of buildup and stalbilization dose it is pos­
sible to treat virt.ually an pa,tients in exactly the 
same way. The rationale is well grounded in the 
pharmacology of methadone. The early studies at 
Lexington showed that patients could be made tol­
erant to at least 200 mg. daily (H. Ishell et a.1., 
Arch. Int. Mec1. 82 :362,1948). ,Vhatever arbitra.ry 
does is chosen, there,'fore, the body should become 
tolerant to that particular dose. Provided the rate 
of incrementalion does not exceed the ca,pacity of 
the physiologic mechanisms to adapt, any arbi­
trary rate. o'f incrementatiol1 should be possible. 
From our standpoint, the bster we break t.he pat­
tern of regular heroin use without inducing dis­
abling side effects, the better. Therefore, we 
conclude that to stabilize patients at 100 mg., the 
l5-day buildup in optimal. 

,Ye are a,,'are that our colleagues directing other 
methadone programs ha,ve arrived at "indivi.dua~­
ized" doses for different patients. The questIon IS 
whether or not t.hese patients "'ould do just as 
well on a uniform adequate dose. ,Ye had all oppor­
tunity to test this in another program t.hat offered 
to coperate. Stabilization doses in effect ill the pro-
0'1'[11n at ,y oodvi11e, Tulare County, Calif., ranged 
from 80 mg. to 150 mg. daily in approximately 45 
patients. Gradual blind adjustments up or down 
toward 100 mg. were instituted, Utt the rate of 10 
mg. weekly .. Event.ually all the patients were 
stabilized at. 100 mg. When complaints occurred 
they were unrelated to the dose manipulation. 
There appe!tr to be cyclic fluctuations in body 
symptoms (especially those related tl) autonomic 
dysfunction) on !t time course of days to weeks, 
even on constant dosage. 

The choice of stabilization dose, according to 
our pharmacologic model, need not b~ determil:ed 
by individual needs of different patlent~. If sl~le 
effects do not interfere, it. should be desIrable, 1ll 

principle, to choose an a,rbitrary high dose rather 
than an arbitrary low dose. There are two reasons 
for this. First. there is presumably some low dose 
th!tt represents the t.hreshdld for sUl~pression (sat- !. 
isfaction) of the craving for na.rcobcs. 'V~ expect 
this threshold to vn .. ry from patIent to pabent and 
possible temporarily within a, single patient, ju~t 
as thresholds for efficacy of most cll'ugs vary 111 

the popul!ttion. "Te must exceed the tlu'eshold by 
a safe margin to avoid treating some ~f the popu­
lation with inadequate ch>ses. Second, If the cross­
tolerance ("blockade") p1ays a role i~l ~xtin&,uish­
illO' the heroin-use behavior p!tttern, It IS desIrable 
to bestablish [1, sufficiently high 1evel of tolerance, 

Dosage Comparisons 

It remains to eonsider what daily dosage is 
optimal. "Te luwe eomparec1 single doses of 30 mg. 
(20 patients), '50 mg. (80 patients), and 100 mg. 
(106 patients). Data presented here relate to P!1,­

Hents' first 3 l1101liths on the program. As measured 
by urine test resul ts or by questionnaire data, we 
find a more rapid suppression of heroin use with 
100 mg. than with lower doses, but the results in 
all three groups tend to converge after the first 
month. There was little difference bebveen the 
doses by the third month, although what marginal 
differences there were favored the 100 mg. group 
There ,,'as also no evident influence of dose upon 
absenteeism, dropout rate, or the number of arrests. 

':l'he study of "side effects" yielded some sur­
prIses. ,Ve programed the computer to carry out 
a longitudinal analysis for each patient, compar­
ing his response to a given questionnaire item 
after [1, particular time on the program with his 
response to that same item just before entering 
the program. These individual compa,risons were 
then summa.ted for each dose group, and subjected 
to statistical analysis. 
Alm~st without exception t.he body symptoms 

~ompla;J..ned of on methadone were present prior 
to stm;tmg on the program, when t.he pa,tient was 
using heroin. Most of these improved on metha­
done, so that despite the natural tendency to blame 
all troubles on t.he drug one happens to be takinO', 
it is difficult to classify them as side effects. Indeed, 
some of the most. prominent. ones are clearly wit.h­
drawal effects rather than side effects, for their 
frequeney and severity are invers~ly related to 
met.hadone dosage, and they oceur principally in 
the evening, 8 hours or more after the daily dose. 
Symptoms t.hat. fall into this category comprise the 
constellation recognized by a,ddicts as "feelinO' 
sick," inducting insomnia, nausea and vomitin;' 
musclepains, and anorexia. 

There were a.Iso dose-rebted side effects. Der­
~natitis, constipation, impotence, difficulty achiev­
mg orgasm, and feeling "loaded" on methadone 
were the prominent. ones. They an tended to im­
p:'ove after the Hrst month, but c01.lst.ipa,tion and 
the sexual dysfunctions persisted in a smaH frac­
tion of patients. Drowsiness was troublesome dur­
iI~g, t,he first month; surprisingly, there was no 
chfferenee bet.ween 50 mg. and 100 mg. although 
the 30 mg. dose "'ns significantly better. In any 
ense, severe drowsiness disnppeared by the second 
month. 

As compared with the status before methadone, 
many symptoms showed improvement, but without 
significant dose relationship. Examples of these 
are headache, joint pains, hiccups, diarrhea loss 
of libido, nervousness, runninO" nose, troubl~ uri­
l1!tting, and unhappiness. Als~ unrelated to dose 
were dramatic reductions in the frequency of theft, 
a~lCl the amounts expended for heroin. Suppres­
SlOn of craving for heroin and reduction ·in heroin 
use were achieved faster at the higher doses, but 
by the third month the doses were virtually in­
distinguishable in these respects. 

Excessive sweating was a very common C0111-
plaint but difficult to classify. 1t was present to 
some degree in three-fourths of the patients before 
methadone, and in moderate or severe form in 10 to 
15 percent. By the third month it had become 
worse in 42 percent of the patients and better in 
about 30 percent, remaining unchanged in the re­
mainder. There was no dose relationship. 

.A. common and perplexing prob1em was numb­
ness, tingling, and stiffness of the fingers some-. ' tunes accompanied by pains rndiatinO' down the 
arms. This was present in one-fifth of the patients 
before methadone. Some improved on methacl.one, 
Some first developed this symptom on methadone. 
The frequency of the complaint fluctuated with 
time, but never exceeded 30 percent. There was 
no dose relationship. 

It is sometimes said that depriving an addict of 
the heroin "highs" to which he is accustomed must 
lead him to seek alternative sources of druO'­
induced satisfaction. Our findings lead us to co~­
dude that. this is a myth born of a distorted view 
of the heroin addict's motivation. Reo'arcUess of 
I · ~ (ose, exceSSIve uSe of alcohol remained unchanged 
as compared with premethadone use (about 20 
per.cent of patients), as did the use of amphet­
ammes (5 to 10 perc~nt) and marihuana (about 
45 percent). Use of bal'biturates, initially 20 per­
cent, declined to 6 percent. Finally, the fraction 
of the patient group.that before methadone abused 

. no drugs other than heroin (about 30 percent) 
did not change during 3 months oli methadone. 

The most surprising outcome of Out' investiga­
tion t.hus 'far is the lack of major clifferences in 
t,he effects of methadone dosage between 30 mg. 
and 100 mg. daily. Olearly, a motivated addict 
can and will give up heroin even on a dose as low 
as 30 mg. However, there are advantages of the 
higher doses that seem import.ant to us. The 100 
mg. daily dose suppresses heroin craving and 
heroin use faster than the lower doses, and there 
are fewe'r adverse symptoms of the withdrawal 
type. On the other hand, it does produce certain 
uncomfortable side effects in a gre!l;ter fraction 

·f patients and at greater severity than do the 
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lower doses' and whereas most of these wane a,fteot' 
the first fe'~T weeks, some persist,. Finally, the 100 
mg. dose presumably yields a higher level of cross­
tolerance (heroin "blockade"). It is too early to 
conclude definitively that a partir-nlar dose is 
optimal for most or all patients. That cO'nclusion, 
when it comes, will be based upon the trad·itional 
cost-benefit analysis that one makes fO'r any drug. 
Of no relevance here is the moralistic cO'ncept that 
because methadO'ne is a narcotic, the less we give 
the beUer. 

Duration of Action of Methadone 

The pl'incipal complaints, at all dosages, were 
thO'se identified as withdrawal effects (soo above). 
Usually the patient lumps them together in the 
phrase "The methadone doesn't hO'ld me," . mean­
inO' that withdrawal symptoms come on chu'lng the 
late afternoO'n and evening. Individual variation 
was very striking. SO'me patients had no such com­
plaints ever. Others had these complaints at a11 
closes we h'ied, Itlthough (ItS shown earlier) their 
frequency was lower at the higher doses .. For 
patients in this categO'ry, upward dO'sage adJust­
ment did not seem to be very effedive; for example, 
in a given patient the problem may be just as 
tronblesome after stabilization at 150 mg. as it 
was previously !tt 100 mg. or even at 50 mg. ~Ve 
are still carrying ont experiments and gathermg 
data on this paint, but our tentative interpretation 
is as fo110''"'s: 

In the tolerant-dependent state, the total num­
ber of narcotic recaptor sites in bmin is assumed 
to be increased, but the number of unoccupied 
sites is normal (A. Goldstein and D. B. Goldstein, 
Proe. Ass. Res. Ne.!'". Ment. Dis. 46: 265:, 1968). 
,Vithdrawal symptoms l'esnlt from a deerease in 
narcotic concentration, exposing the excess of 
receptor sites faster than their numbe'r cail be 
reduced by biochemical regulatory processes. If 
the time course of decline of methadone concen­
tration is slow enough, no significant withdrawal 
phenommla will ensue before the next day's dose 
snpervenes. Thus a steady state is maintained with 
but si1ght fluctua1!ion. If, on the contrary, meth­
adone is more rapidly metabolized or eliminated 
in a particular patient, withdrawal effects will 
be felt. within the 24-honr period. In such a patient, 
r(warcUess of the stabilization dose to which he 
Ilf~ become tolerant, withc1nnyal effects will be 
manifested as the methadone concentration falls 
from its peale at midday to a much lower leyel !l!t 
night. Direct measurcments of methadone plasma 
levels are ltl'gently needed to' verify or falsify this 
hypothesis. ,Vo are proposing simply that·in many 
people methadone is not as long-acting as has been 
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supposed. If our speculation is correct, the solution 
to the problem is either to employ a longer-acti~g 
narcotic (perhaps acetylmethadol) on a dally 
oasis, or to divide the methadone dose. On the 
basis' of our findings ,,'e split the dose of 110 
patients so that the same daily dose. was taken in 
twO' equal parts, morning and evenmg. The pre­
liminary outcome of this experiment was promis­
illO', 62 percent asserting a definite imprO'vement­
th~ methadone was found to "hO'ld" better. Since 
in onr experience, continuous or sporadic heroin 
nse virtually always occurs in the even~ng, it is 
possible that split dosage may also contri?ute to 
solving the problem of the refractory herolll user. 

CONCLUSIONS I 
I summarize here our tentative and preliminary II 

results based on data obtained in various studies 11 
on patients who have been in our program from I! 
3 to 6 months. I 

1. Good results are being obtained with lmS8- \ 

lected addicts in an economically operated pro- <j!l 

gram the total costs of whiCih approximate $10 . 
per week per patient. Our primary aim is to stop 
heroin use and find patients employment. Psycho- ! I 
them,peutic services, if needed, are obtained by ! I 
reIerral. I I 

2. A random urine testing system is described, 1 .. 1 
as well as the use of symptom questionnaires 
readily adapted to computer analysis. 

3. Dosage studies require randomized cor:cur- I i
l rent assignme)lts to the dosage groups, patlents I 

must not know their dosages, and baseline data 
must be obtained before starting methadone. Many \\ 
"side effects" were found to be at higher frequency ! 
and greater severity before methadone than later. 1 

4. Symptoms come and go even on constant dos- !li. 

age. One should be restrained in attempting to 
deal with complaints by manipulating dosage until 
the effects of diffeJ;ent doses have boon more clearly 
defined. II 

5. Virtually all patients oan be built up to' a . t 
uniform stabilization dose without regard for in- :t 
dividual differences. Our most successful method is I 
to beginllmbulatory induction at 30 mg. once daily 
and increase by 10 mg. every second day, stabiliz- l 
ing at 100 mg. after 15 days. Ii 

6. Comparison of 30,50, and 100 mg. daily doses 1.1 
revealed surprisingly few differences. The 100 mg. 
dose caused certain side effects more frequently 
and at greater severity than did lower . doses. On 
the other hand, symptoms of the withdra.wal type 
were less frequent,and suppression of heroin f 
craving and heroin use was faster than at lower t 
doses. Heroin use, however, declined very sharply ! 
in 'all dose groups, with little difference between 

the doses after the first few weeks. There was no 
dose effect upon attendaJ.lce or dropout rate. 

'7. Contra.ry to what is often said, we found no 
change in the use of alcohol, amphetamines, or 
marihuana, and a sharp decline in the use of bar­
biturates, as compared with the premethadone data. 

8. In many .patients the duration of action of 
methadone appears to be too short, causing with­
drawal symptoms in the evening. ,Ve were able 
largely to alleviate this problem by splitting the 
dose. If a longer-a.cting narcotic than methadone 
became available, it should be tried on a daily basis 
to see if a smoother action with less fluctuation can 
be obtained. 
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METHADONE MAINTENANCE: VARIATION IN OUTCOME 
CRITERIA AS A FUNCTION OF DOSE 

Jerome H. Jaffe, M.D. 

The data, presented here aTe taken frO'm 'a serie-~ 
of studies that are being conducted as part of th!:' 
Illinois drug abuse programs (IDAP). It is im­
pOltant to emphasize that some of the findings 
may be It direct outcome of the somewluLt unusual 
context in which the studies are conducted. Essen­
tially"the IDAP has attempted to create a multi­
modality treatment system for narcotics users that 
would permit patients to avail themselves (within 
a single administrative framework) of a number 
of disbinct approaches to social rehabilitation. 
Long-term maintenallce on methadone was only 
one of a number O'f a.vailable alternative pathways: 
others inclnded residence in a totally drug-free 
therapeutic community, the use of narcotic an­
tagonists, residence in a therapeutic comlllunity 
where methadone could be continued or discon­
tinued, and withdmwal from drugs followed by 
outpatient or half-way hO'use care. The availability 
of such alternatives has major advantages for pro­
gram development, but also creates problems that 
may not be encountered in programs utilizing only 
methadone maintenance. Both the Itdval1tages and 
the problems are discussed in detail below. 

1'here are several reasons (both pl'lactical and 
~heoretical) for our interest in the role of dosage 
In treatment w'i:th methadone. In the original 
studies with methadone (Dole and Nyswander, 
1965,; Dole, et al., 1968) patients were stabilized 
on 80 to 120 mg. of methadone per day. Such 
doses seemed to produce two distinct effects: a 
reduction or elimination of a vague sense of ab­
normality, and a high degree of cross-tolurance to 

opioid drugs that has been called "narcotic block­
ade." Theoretically, both of these actions could 
be essential in bringing about the changed be­
havior and social rehabilitation that were ob­
selTed. On the other hand, it was not entirely 
nnreasonable to wonder if one action, i.e., recl'uc­
tion of the felt sent of abnormn.lity, might not be 
more significant than the cross-tolerance induced 
"blockade. " ,York with cyclazocine-a narcotic 
antagonist capable of producing significant block­
ade (albeit by all elltirely distinct mechanism), but 
no reduction in narcotics hunger-caused me to 
suspect that the alleviation of hunger might in­
. deed be the 1110re significant of the two actions 
of high doses of methadone ( sce Jaffe, 1961, 1968) . 

One way to test this notion 'would be with lower 
doses of methadone. Theoretically, it might be pos­
sible to maintain patients at lower closes where, 
although they might not experience narcotic 
hunger, they wouldllot be sufficiently tolerant to 
be unable to feel the efferts of intmvenous heroin 
should they elect to use it. 

A . finding that some patients do not require 
"blocking" doses of m('lthadone, but merely a re­
duction or al1eyiation of "narC<Yt.ics hunger" could, 
in turn, be useful in dotermining the nature of this 

. postulated state of abnormality. Such a finding 
conld also be of some very practical significance 
if it should also turn out that patients can be 
maintained on low "nonblockillg" doses and bhat 
such patients find it eMier to withdraw frommeth­
Itdone entirely once some satisfactory level of so-
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cial suability has been achieved. On the other hand, 
Perkhls and Bloch (H),{O) recently reported that 
patients at Beth Israel who were maintained' on 
doses above 140 mg. per day tended to sho,\, fewer 
dropouts from treatment than those maintained 
at lower doses. 

Last year, a;t the Second Methadone Conference, 
I presented data from a study in which approxi­
mately 60 patients assigned to a single methadone 
outpatient unit had been randomly assigned to 
two groups: high dose methadone (where 94 per­
cent of pat.ients reached' a dose of 100 mg. by the 
14th week of treatment») and a low-close group 
maintained on an average of 40 mg. during the 
entire study. This group was followed each week 
with respect to rates of employment, urine test 
results, arrests, discharge and dropout rates. 
Patients were eligible for this treatment i:f they 
had used heroin for more tl1an 2 years: there was 
no other screening, stabilization on methadone 
was entire1y ambulatory. The rationale for these 
admission criteria and the ambulatory stabilization 
techniques have been presented elsewhere (Jaffe, 
et al., 1969) . 

The data presented for the first 17 weeks showed 
that the diffl'rences between the high-dose and low­
dose groups were. not dramatic. A slightly higher 
percentage. of the high-dose A'roup remained COll­

tinuously as onrbl)atients in treatment and they 
tondl:'d to have fewer urine specimens positive for 
morphine. The difference in the number of posi­
tive m'ine speCiml.'llS was statistically significant 
ror a number of weeks-from the 10th to the 24th 
week of tre·atment. r1'here ,ms 110 significant dif­
ference in the number of patients who became 
!Lbst;inent over the first 24 weeks. However, in 
confirmation of our previous observations (Jaffe, 
e·t a1., 19(9), pa:tients treu,ted with me1Jlmdone in 
this context did not not lose their motiyati0l1 to 
become a;bstJinent and several were able to with­
ch'aw fr0111 methadone entirely without l'elnpse 
to heroin nse. The follownp period arter with­
dm wa] l'nugeel' rrom sevBml weeks to several 
months. From our point or view, the most imp or· 
tant result of this early study was the high at· 
trition rate from both high and low-dose groups. 
By the 14th week, 40 percent of the patients were 
no longer in continuous outpatient treatment. By 
the 24th week, both groups Iliad fewer than 50 per­
cent of the original patients in treatment. Those 
who remained, however, seemed to be doing quite 
well, for by the ninth week, 90 percent of the 
pati.ents in both g't'Onps had at least one m'ine 
specimen negative for morphine, and employment 
was over 60 percent among the males. 

Examinations of the operations of the specific. 
unit to which all of these patients were assigned 
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revealed a great deal of confrontation between 
staff and pu,tients oyer the issue of continued drug 
use or failure to seek employm.ent. Furthermore, 
patients in the low-dose gronp often had difficulty 
in cOlwillcing the stn.ff to increase their 1l1etJhad'one 
dosage. In allY event, the unexpectedly high at­
tl'itJioll rate reduced the numbers in each group 
to a level that made statistical analysis difficult. 

As director of the program, I must assume the 
responsibility for this degree of conrrontation even 
though the zea.l with which it was applied ex­
ceded both. my expecoa;tions and preferences. The 
considerations tlrat enter into the £o~'muln;tion of 
operruting policies are complex and vary from 
community to community and from tbne to time 
within a given comnn1ll'ity. In onr situation, treat­
ment with methadone. ·was viewed with consider­
able skeptidsl11 by law enforcement officials and 
others with a vested' interest in more abstinence­
oriented approaches. ,Ve were concerned, there­
fore, that patients participa,ting ill our programs 
"make a good showing" and that the treatment 
concept would not be jeopardized by any publicity 
that could arise from. serious crimes committed 
by patients being treated with methadone. all the 
other hand, lye were ourselves committed to the 
idea of diagnosing the needs of the greater 
Chioago area by using a policy of nonselection 
(mw bona fide heroin nser of 1110re than 2 ye'!\;1's' 
dm'~t~oll :ms eligible) and of a tomlly ambulatory 
stab'lhzatlOll procedure. 

This dilemma was resolved by the clinicians 
(some of ,,·hOl'h were ex-addicts themselves) who 
waited only a week or two after an individual 
entered treatment before conveying their strong 
sense of expectation that the new patient would 
conforn1 to the unit norm by ceasing drug use, 
excessiye alcohol use, and find legitimate employ­
ment. This had the effect of extruding from the 
"intreatment" group those patients most likely to 
commit crimes while in treatment and thus open 
the entire program to criticism at a vulnerable 
stage of its evolution. 

The shape of the attrition curve forced us to 
conclude that a high percentage of unselected pa­
tients with an a\'erage of 14 years of heroin addic­
tion, most of whom have not been employed, find 
it easier to return to "the street" than to continue 
to be subjected to such demands for conformity. 
A number of procedures were instituted to reduce 
the degree of zeal, oue of which Was a deliberate 
delay in returning urine test results to the clinic. 
fUthough the patients who remained in treatment 
did extremely well with respect to arrest rates, 
chug use, and employment, ultimately, it became 
necessu,l'Y to change the l)erSOllnel in the unit in 
order to change the shape of the attrition curve, 

The data I will now present. comes from a study 
which attempted to replicate the previous design. 
It was started about 6 months after the completion 
of the first study. It may be that the group studied 
here was less well motiyated than the group studied 
earlier. All patients entering ally one of three 
geographically .distinct methadone treatment units 
over a 7-week period, from October 6, 1969 to 
Nm'ember 24, 1969, were assigned to high- or low­
close groups on the basis of whether they had an 
odd or even program identification number. A total 
of 126 patients entered the study. As shown in 
table I, there were no significant differences be­
tween these groups along a number of parameters 
including self-reported arrest rates. 

Table I.-BACKGROUND INFORMATION OF ADDICTS 
GIVEN CROSS TOLERANCE DOSES (HIGH DOSE) AND 
SELF·DEMAND DOSES (LOW DOSE) OF METHADONE 

High Dose(N=50) low Dose(N"'76) Statistics 

Sex: Female ____________________ 12.0% 
Male _________ • ____ ._._._._ 88.0% 

Mean age_ •• ___ ••••. _._ •• _ ..... 36.2 years 
Race: 

White ..................... 18.0% 
Nonwhite .................. 82.0% 

Marital slatus: 
Single •••••••••. _ .......... 46.0% 
Nonslngle .................. 54.0% 

Mean years of educatlon ........ _ 11.3 yrs. 
Mean years of addiction ...... _ •• 14.7 yrs. 
Mean arreslsffree man-weeks for 0.028 (N =44) 

the 2·year period prior to 
Inltl31 contact. 

Arrests per 100 man years ....... 145.60 , 

22.4% 
77.6% 
35.2 years 

27.6% 
72.4% 

x2=2.17 NS 

t"'.67 NS 

x2=1.54 NS 

43.4% xl= .05 NS 
55.3% 
10.8 yrs. (N"'75) t",1.49 NS 
14.1 yrs. t=.48 NS 
0.026 (N =67) t= 1.22 NS 

135.20 

The daily dose of the high-close group ,yas sup­
posed to have been increased by 10 mg. e>llch week 
ulltil a 100 mg. close "'as reached. The 10\Y-c1ose 
group was started on an ayeruge of 35 mg. and 
was to haye been giwll increases as l'equ(>stcd by 
the patient 01' as thought appropriat(> by the stalr 
of the. unit. Three difl'erent physicians "'('t·C' in­
volved hl dosage ndjustment. Pntirnts were not. 
aware of tlwil' own dosage. For the high-dose. 
gronp, tIl(> orders for increments were mncll' at 
the pharmacy by a member or the l'0search sta1\'. 
If ~he prescribing physician complained that the 
patIent was too sedated, tlH' ~lose was lowt'l'cd. 
Thus, the fhlal dosage for the higlHlot:e group was 
based on a negotiation between l'(>search Shlff aBel 
prescribing physicians. Through nn (',1'1'01', in­
creases in dosage for th(> high-dose group did not 
take place for fLl1.Ulnher of we(>ks. Thn gcmert'tl pic­
ture of the difler{mc(' in dose between the two 
groups is shown ill figure 1. It is nliOo appal'ent that 
the variation of actnal dosage for ~'a('h gl'onp was 
considerable. Our impression Was that t.hc staff 
had become quite. concerned about the attrition rate 
of the previous study which had gradually he­
Qome known oyer the I)01'iod of the second ~ttHly < , 

'and were more likely to increase the dose. fol' low­
dosage patients than they were the previous year. 

l?igure 2 shows the dropout and discharge mte 
ov:r the first 36 ,yeeks of the study for aU t 111'ee 
Ul1lts. The CUlTe for patients continuously in out­
patll'nt treatment is virtually fl!\t between the 24th 
to 36th we('ks with about 45 percent of paHents 
remaining continuously on methndone in an am­
bulatory outpatient status. However, by the 30th 
week there is virtually 110 di:fi'el'(>l1ce at all b(>hn'('n 
the high- nndlow"closage groups with respect to 
the perrentllge remaining' continuously in tr(>nt· 
ment as outpnti('nts. 

The broken line indicates the percentage of pa­
tients still somewhere in the treatment system and 
in tr~abneut. continuously although they did not. 
remam contllluousJy as ambulatory outpatients, 
Using this criterion it appears that between the 
10th and the 32d wel:'k there is ,It 1110'h(>l' pel'centngc 
of high dosage p~lti(mts remaining in some fOl~m 
of treatment. 

Figure 3 shows changes in employment for the 
t\yO dosnge groups. It is apparent that thon> is a 
C'hange. in tho reported employment mtes from 
nbout 45 percent to nbout {j8 percent. Hr;w('yer, 
giY(>l1 the dropout lInte this might merely l'Ppl'esent 
a dropout of the unemployed patients. Till' re­
snIts, therefore, were reanalyzed to ask how many 
10w- and high-dose patients emp10yed at the be· 
ginning of the study obtained and retained em­
ployml:'nt at Yal'iOllS times c1urhig the study. This 
analysis revealed that while 68 percent ~f both 
groups who l'el11ain{'d in tl'(>atment ·were employed 
at the 36th week, the gains made by t.he higher 
dose group were greater than that for the lower 
close group. Those remaining in the low-close group 
had claimed It 1>4.15 perceut prC'treatment employ­
ment rate, while the. high-dose gronp had claimed 
a 42.S percent pretl'eatm.ent employment rate. 

In contrast to the first study where the high­
dosage. group had slightly more patients with all 
negative nrine specimens, there ,yere no obvious 

. differences within the present study between the 
gl'?UPS with respect to the percentage of patients 
nsmg narcotics as measlU'ed by m'ine specimens 
positive for morphine. As shown in figure '.l:, by 
the 18th week at least 70 perce.nt of patients in both 
groups had all a.vailable urine specimens Jlegat.ive 
for morphine. Iumost instances at, least three urine 
specimens were to be collected from each patient 
each week. The lower CUl',res show the results of 
the m:ine specimens analyzed according toa dif­
ferent and much more stringent criterion-it 
shows the percentage of patients with all (of 
three) specimens negative for morphine with any 
missing specimen counted as a pl'esmned positive. 

39 

, 'I ' . 

, I 
. I 
• j 

: j 

.,;"11 

'.1
1 

c' .. 

; 
,,[ 
.\ 



It, 

·_--

120 -
----- HIGH DOSE GROUP 

110 r- -- LOW DOSE GROUP 

100 -
90 

,~ - -- -- -- - ~ --, - --- / 

N= 21 

I 
I 

SO - I 
I 

I en 
(!) 

70 ~ 

~ ~~ -- - I 
I 

~ ~~ -- -- -- -- -- ~ 

-~ -- -- ,- -- --
~~ 

~ , 

w 60 f- N=50 --I 
(!) 

<t 50 en 
0 

40 Cl 

30 

I 
I -I-'"" 

f-
I I V l-

I -I-

/ f...--I-- r-
;/jf-

I 

N = 33 

N=76 

20 f-

10 f-

I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I 
o 6 12 1S 24 30 36 

TREATMENT WEEK 

THE MEAN METHADONE DOSAGE LEVEL AND ± 1 STANDARD DEVIATION 
FOR PATIENTS STILL IN CONTINUOUS TREATMENT DURING A GIVEN WEEK IN 
THE METHADONE OUT-PATIENT PROGRAM. 

The fluctuations seen in the percentage of positive 
specimens are hard to explain 011 the basis of 
changes in laboratory procedures or failures by 
any given unit to collect three specimens. The data 
do not represent results coming from the lab dur­
ing a given week, but rather, results obtained 
during different weeks corresponding to time in 
treatment for the patients. It may be that more 
high-dose patients had earned the privilege of 
coming to the clinic only two times a week, and 
that the assumption that a missing urine specimen 
would be positive is ent.irely without foundation. 

As far as we (,fm tell from the self-reports of 
patients, there is no significant. difference between 
the two groups with respect to arrest rates. In the 
low-dose group there were 18 self-reported arrests; 
in the high-dose group there were 15. In addition, 
the arrest rl\tes per free ml\n week c1idnot seem to 
show any dramatic. decrease over the base expect­
aney mte. Viewed more optimistically, howeyer, 
most patients did reasonably well over the 36-week 
period. Of those who l'emaiJ.ted continuously as 
outpnHents 78 percent of the low-dose group and 
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71 percent of the high-dose group reported no ar­
rests at all during this period. If we eliminated 
arrests occurring during the first 3 weeks of am­
bulatory trea'tincnt, the figures are even more en­
cOUl'aging with 85 percent of the low-dose group 
and 76 percent of the high-dose group remaining 
[wrest free over the remainder of tho observation 
period. It should bo emphasized that an arrest in­
cludes arrests for loitering fiS well as for traffic 
offsenses. It is evident that a more detailed finaly 
sis of the type of offense will be required, as weU 
fiS a verificfition of these data by inspection of 
arrest records, before any final conclusions can be 
drawn. 

Figure 5 shows that in a complex system it is 
difficult to describe outcome in simple terms. It can 
be seen thfit by the 36th week approximately 70 
percent of patients fire somewhere in the treatment 
system for the high-dose group and 60 percent of 
patients are in the system in the low-dose group. 
Some of these patients have elected to be with­
drawn from methadone. But I\S the figure shows, 
the percentage in each group is not dramatic nor 
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PROVIDED AND SECOND, ON THE BASIS THAT 3 URINE SAMPLES A WEEK CONSTI­

TUTE A COMPLETE WEEK OF DATA WITH A MISSING SAMPLE ASSUMED TO BE 

POSITIVE, 

is there any significant difference betw.een the 
groups. The data, reported here are not easIly com­
pn,red with those from other methadone mainte­
nance programs operating in other communities. 
Aside from the differences in selection criteria, in 
closnge and in the use of ambulatory stabilizn,tion 
techniques, the Illinois drug abuse program oper­
ated its methadone program in what may be a 
unique philosophical ambiance. Ascribing to the 
view tlmt diiferent individuals might be best 
served by dift'erent treatment approaches includ­
ing abstinence-oriented techniques and thern,pen­
tic comllltmities, ,ye could not simultaneously 
subscribe to the YleW that all compUlsive narcotics 
use WitS a manifestation of a drug-induced meta­
bolic lesion. Patients who felt ready to attempt 
withdrawal from methadono were given the opt.iOll 
for transfer to other units. Not investing the use 
of methadone with special Ot' unique curative 
pottmtial had its disadvantages. Many pat!ellts 
requested withdrawal prematurely (we tl11nl~), 
and staff members seemed less reluctant to dIS­
chargc nonconforming patients (since tl1ey were 
not depriving them of an essential medicltl serY­
ice). Yot thesl.3 negative fltctors (which we feel 
may hltve contributed to high attrition rlttes) hltd 
to bo balltnced against somo yelOY l)ositive n.dvan-. 
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tages of this philosophical position. F~r example, 
althouO'h Chicago has a number of hIghly orga­
nized ~ld artieulate minority group orga.nizations, 
110 community group has raised the issue of an es­
tablishment program dispensing l1:edicati~n tl~at 
would permit it to control the behavIor of mmorlty 
O'l'OUps. In our situation the medication was viewed 
~s facilitating social recovery, not providing an 
essential element for the biology of the patient. 
The presence of former methadone patient~, now 
abstinent, did much to underscore the realIty of 
our commitment to this yiow. The criticism of ab­
stinence-oriented gronps has also been muted by 
our philosophi?al op~n-mind.edness. Ob:viously not 
every commumty WIll .find It npproprlat~ to ~ol. 
Iowa similar .approach. IVe present om' s~tuatlOn 
l11,el'ely to elucidate the factors that :vent mto the 
evolution of our early treatment pllliosophy. 

The datafl'o11l this study can be interpreted 
in n. nU111'bcr of ways. First, let. me POi}lt out whn.,t, 
in l'etrospect, may be less than an optunal expel'l' 
mental desio:n. In an effort to increase the dose SO 
o·\·achm.l1y that clinic physicians and sti,ff would 
~ot notice, the increase was carried out over n. num­
ber of weeks. Given the attrition rate, it might have 
been better to t.ry harder to get the higJ.l-dose 
group to the DO to 100 mg. stabilization dose. with-
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STATUS OF PERSONS IN THE IDAP WHO WERE ORIGINALLY METHADONE OUT­

PATIENTS AND EITHER I. REMAINED AS OUT-PATIENTS, 2. WERE TRANSFERRED TO 

OTHER MODALITIES, OR 3. LEFT AND RETURNED TO SOME FORM OF TREATMENT. 

in 3 to 4 weeks. Under such conditions, n, greater 
difference between the high. and low-dose groups 
might have become npparent, Given the study 
even as conclucted, however, it is difficu1t to avoid 
the infel'e.nce that for some patients, at least, rel­
atively low doses of methadone tLl'e sufficient to 
facilitate socia,ll'chabilitation, decrense heroin use, 
and increase productivity. 

On the basis of the data generated thus far, 
tll(~re is llO r~ason to believe that low dosage is 
in any way superior to high dosage although it 
may be that such side effects as cOllstipation ancl 
sweating may have been lower in the low-close 
group. However, our previous observations l'eann,in 
generally valid. If 11 p!1tient is making a relatively 
good adjustment on a low dose (with respect to 
heroin use, empioY11lellt, and there a.re no COI11-

plujnts of withdrawal) there is no imperative to 
increase the dose merely to induce cross-tolerallce. 
1Vhi1e 011e CaImot be cert.ain that a.U patients had 
equaJ access to heroin in sufficient purity to pro­
duce effects, observat.ion that some patients on high 
dosage continued to use heroin certainly indicates 
that heroin of reasonab]o quality was a.vailable hl 
the general area. Thus, the ItbSOllce of heroin llSO 

among a significa.nt lllunber of low-dose pa.tients 
cannot be readily attributed to an "adequate level 
of bloclm.de" relative to t.he quality of heroin 
available. 

Expressed in a more theoretical way, it appears 
that, for a few patients at least, it is the allevia· 
tion of nn,rcoHc hunger and not "blockade" that 
is the essential fea.ture of the maintenance pro­
gram as it operates in Illinois. 

Lastly, IVO have ngain observed that the avail-
. ability of methadone does not invariably elimi­
nate the interest in abstinence, und that a few 
patients do elect to undergo withdrawal itom 
methadone and that n. few of these a.re able to 
remain abstinent :for considerable periods mn.in­
taining the sochl gains originally nchievael while 
they were being treated with methadone. 
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Table 3.-DISTRIBUTION OF LONG AND SHORT TERM 
PATIENTS 

METHADONE SIDE EFFECTS AND RELATED SYMPTOMS IN 200 METHADONE 
MAINTENANCE PATIENTS 

Swelling of feet or ankles Nerl'ousness 
Tingling in skin Loss of weight 
Increase in weight Headaches 
Bleeding gums Numbness in hands and 

Long term (56 monlhs) Shorl term «6 monlhs) Tolal 

N •••••••.••••••• 96 113 209 

William A. Bloom, Jr., M.D. 
and 
Brian T. Butcher, M.S. 

ABSTRACT 

Earlier studies had indicated sexual problems 
apparently rela,ted to methadone use. To ~urbher 
evaluate this possilbility ,a total of ,209 pabents­
ao fema~es mfd 179 males-were surveyed, using a 
questionnaire administel'ed Iby trained volunteers 
to record the presence of sexual symptoms and 
other complaints before and during methadone 
use. 

Overall, ,t11Ose complaints ,whir:h increased most 
m!lirkedly after starting methadone treatm~nt v:ere 
weight gain, Increased frequ;ncy of

d 
l~rltnaltlonf' 

increased use of alcohol and 111Cl'ease 11l am 0 

fluids. Other complaints such as drowsiness and 
constipation were pres~nt but to a lesser deg~ee. 

,Vhen examined for mfluence of age, sex, 'tune 
on ,program, and dose of methadone, ,these factors 
were also shown to influence the reporting of com­
plaints. COTIlplaints of sexuwl difficulties llIl}l)e.ared 
only minimally relate'd to methadone. Fel~lale 'pa­
tients are thought to become more fel'bl~ once 
strubilizcd on methadone. 

A SURVEY OF COMPLAINTS OF METHADONE 
PATIENTS IN NEW ORLEANS 

Problems of Obtaining Hard Data 
from Soft Information 

'.Dhis study grew out of a. gradual realization 
of 'a need for greater objectivity in assessing side 
effects in methadone maintenance 'patients. This 
occurred when ibiases appeared as we ibecame inter­
ested in eva:hut,ting certain complaints such as 
sexual impotence in our ,patknts. EventuaJlly, it 
heotune tlip.parent tha:t many of our patients co­
operated to the degree of rea'di1y feeding back' 
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info11mation for which we were looking; i.e., they 
tended to ,tell us what we .wanted to hear. 

In the eal~ly stages of our 1)rog~!lim seve:'al of 
our quite reliable patients complamed of llnpo­
tence: "r e then began questioning all our m.ale 
patients rubout any diminished sexual deSIre, 
delayed ejaculation or impoten'ce .. Based on the 
patients' answers, we had Iby .the. tune of our -re­
port last year to the Second NatlOnal Methadone 
Conference 'concluded that at least 30 percent of the 
ma:les on our -proO'ram had seALlal difficulties dur-

b • 

ing the first 2 months of metha~one mamtenan~e; 
and thereafter, 20 .percent contmued to 'have dIffi­
culties. We hacl.hy'potJhesized that methadone was 
directly responsilble for a significant lev~l of sexual 
problems. 

T,he first blow to what in retrospect ruppears to 
have been a. falsely erected hypothesis was the 
result of a detailed home Hfe study of ,a sample of 
our patients. Forty-five spouses were i~terviewed 
and home visits ,were made iby the s~cla:l worker 
making the study.l Many of ·the 'pll!tlents on ,the 
prQO'ram reported t11eir husbands to he much ibetter 
abl: to function sexually after being placed on 
methadone than while using heroin. vVe conclluded 
that either our approach to investigll!ting ,Vhe 
matter had influenced our results or the men's 
basic a:ttitude aJbout themselves andbheir "ade­
quacies" was being reflected in the report of sexual 
functioning. 

A f01:111 was developed which could be .com-
plet~:d by .trained vo'l.unt~ers or nOl1'profe.sslOnal 
personnel to study soma:tlC symptoll!,s. WhICh <the 
patients migUlt have had before recelvmg meth.a. 
done. These symptoms could then be compared to 

1 Personal 'Communication wIth Miss June Olarlt, Drug 
AclcUctlon Research 'ream of Tulane University. 
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Decreased sexual interest feet 
Impotence Ejaculation (delayed) 
Confusion Hallucination 
Burns or fires trom Sleepwalking 

cigarettes Increased use of alcohol 
Increased intal{e of fluids Difficulty in urination 

(other than alcohol) Loss of appetite 
Increased frequency Other (specify) 

urination 
It should be pointed out that this is not a defini­

tive study of "side effects," but mthe'r, a survey 
to determine leyel of complaints before and after 
methadone maintenance. This might eventually 
be helpful in evaluating side effects in outpatient 
populations receiving methadone. 

METHODS 

The forms were administered by graduate stu­
dents in various fields of study to all pati{'nts 
who visited the clinic during interview time, which 
yaried from day to day. The dosages of methadone 
on the day of the -interview were recorded along 
with the datil the patient had begun the program. 
The patients were divided into two groups, de­
pending on whether or not they had been on the 
program over 6 months. There ,vere three classifi­
cations depending on age. 

RESULTS 

The distribution of patients sampled by age, 
dosage of methadone, and. length of time on the 
program is shown in tables 1, 2, and 3, respectively. 
The complaints, in all patients surveyed, that 
showed the greatest percentage ,incre.ase are shown 
in table 4. A comparison of these complaints in 
males and females is given in table 5. In the 
majority of cases there was little difference in 
reporting between males and females. 

Table I.-AGE DISTRIBUTION OF PATIENTS SURVEYED 

Agg 
Tolal 

<: 24 years 25-34 years >35 years 

N ••••••••••••••••••••••• 36 112 61 209 

Table 4.-COMPLAINTS FROM 209 PATIENTS BEroRE AND 
DURING METHADONE MAINTENANCE 

Before Melhadone 
(percenl) malnlenance 

(percenl) 

Weight gain ••••••••.••.•••••••••••••••••••••••••••.•••• 
Increased use of alcohol ••••••••.••••••••••••••.••••••••• 
Increased inlake of fluids ••. _ ........................... . 
Increased frequency of urinalion ••.••••••••••••••••••••••• 
Conslipalion .••••••••.•••.•••••••••.••••••.••••••••••••• 
Numbness of hands and feeL •••••••••••••••••••••••••••• 
Delayed ejaculalion •••••••••••.•.••••••••••••••••••••••• 
Hailucinalions •••••••••••••••••••••••••••••••••••••••••• 

2 
IS 
38 
11 
57 
12 
49 
6 

Table 5.-COMPLAINTS FROM MALES AND FEMALES 
BEFORE AND DURING METHADONE MAINTENANCE 

80 
43 
63 
37 
70 
32 
60 
17 

(N=179) (percenl) (N=30) (percenl) 
male female 

Before Melhadone Before Melhadone 
maintenance maintenance 

Weight gain .•••••••.•••.••••••••••••. 1 83 0 60 
Increased use of alcohol. ••••••••••••.• 14 40 17 30 
Increased use of fluids •••••••••••••••• 38 64 20 43 
Increased frequency of urlnalion_ ••••••• 11 35 3 40 
Constipalion ••...••••••••.• _ .••••••••. 57 70 60 67 
Numbness of hands and feeL •••••••••• 12 31 13 20 

Shown in table 6 is the percentage of reporting 
of symptoms of the three age groups for all 
patients. Increased use of alcohol is more marked 
in the oldest group, as is the reporting of halluci­
nfttions. The increased reports of delayed ejacu­
lation were found in males 25 years or older, but 
'blul'rinO' of vision was rel)orted to increase most 

b 

in patients of 24 years or less. 
,Vl1(m patients were examined by dosage of 

methadone (table 7) blurring of vision was shown 
to ,increase in those patients receiving 90 mg. a 
day or more. Reporting of drowsiness increas~d 
in patients receiviIig 90-170 mg. per day. Surprls­
ingly, however, reporting of drowsiness decreased 
in the group receiving more than 170 mg. per day. 
A decrease was also observed in those patients 
receiving less than 90 mg. per day. Swelling of 
feet and ankles increased in patients taking 120 
mg. or more per day. Impotence was increased in 
patients receiving 90 or more mg. per day, as 
were hallucinations (defined as "seeing or hearing 
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Table 5.-COMPLAINTS FROM METHADONE 
MAINTENANCE PATIENTS ACCORDING TO AGE 

<24 years 25-34 years ---
B 1 MM' 

percent 

Weight gain •••••••••••.••••••••••.••••••• 0 64 
Increased use of alcohol. •••••••••••••••••• 14 31 
Increased intake of fluids •••••••••••••••••• 36 64 
Increased frequency of urination •••••••••••• 3 33 
Constipation •••••••••••••••••••••••••••••• 61 75 
Numbness in hands and feeL. ••••••••••••• 14 33 
Hallucination ••.•••••••••••••••••••••••••• 3 11 
Delayed ejaculation ....................... 56 59 
Impotence ............................... 31 22 
Edema feet and anktes .................... 6 6 
Blurred vision ......................... •· 17 39 

1 B= Before admitted to methadone maintenance program. 
'MM=While on melhadone maintenance program. 

B 1 MM' 

percent 

1 77 
13 31 
34 58 
9 35 

51 74 
12 33 
7 14 

36 51 
21 22 
5 6 

13 18 

>35 years ---
B 1 MM' ---
percent 

2 90 
18 56 
34 62 
16 41 
64 64 
11 33 
5 21 

44 51 
23 26 
13 25 
18 25 

Table 7.-COMPLAINTS FROM METHADONE 
MAINTENANCE PATIENTS ACCORDING TO DOSAGE 

Dosage 

<80 mg. 90-110 mg. 120-140 mg. 150-170 mg. 5180 mg. 
--- ---- -. -- ---

BI MM' BI MM' BI MM' BI MM' BI MM' 

percent percent percent percent percent 

Blurred vision.... 10 
Drowsiness....... 44 
Heartburn........ 13 
Swollen feet and 

ankles......... 10 
Weight gain...... 3 
Numbness in 

hands and feet. 15 
Delayed 

ejaculation..... 47 
Impotence....... 81 
Hallucinations.... 10 
Increase in use of 

alcohol........ 13 
Increased intake 

of fluids ....... 41 
Increased 

8 
41 
18 

8 
64 

25 

57 
26 
10 

31 

59 

frequency of 
urination....... 13 33 

18 
33 
15 

10 
2 

16 

49 
22 
5 

15 

38 

25 
60 
31 

10 
80 

37 

54 
28 
13 

42 

60 

17 23 
17 34 
14 23 

14 
83 

26 

40 51 
20 23 
3 14 

28 46 

26 54 

12 34 11 40 

1 B=Before admitted to methadone maintenance program. 
'MM=Whlle on methadone maintenance program. 

27 41 0 24 
18 50 32 28 
18 45 16 36 

5 23 0 8 
0 77 0 52 

9 55 0 20 

27 45 44 68 
23 32 16 20 
5 36 8 16 

32 32 

27 59 28 48 

41 40 

things that are not there.") Heartburn, weight 
gain, numbness of hands and feet, delayed ejacu· 
lation, increased intake of alcohol and other fluids, 
and frequency of urination ,yere reported more 
frequently in all dosage groups. 

W11ile many other complaints such as constipa' 
tion and drowsiness were frequently reported, an 
increase in reports of problems while on metha­
done maintenance did not markedly excood the 
level existing prior to admission. 

DISCUSSION 

It should be emphasized that this study was 
based on self-reported complaints and not medical 
observations. However, certain of these complaints 
warrant further .jnvestigati'On because or the high 
percentage of. patient.s reporting them. The com­
pI'aints which inoreased most frequently after 
treatment with methadone were; weight gain, in- . 
creased frequency of urination (most marked in 
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the females), increased use of alcohol (primarily 
in the patients over 34 years of age), and numb­
ness of the hands and feet (which were reported 
in.the higher dosage group.) 

Blurring of vision was more common in patients 
receiving higher doses of methadone and among 
the younger patients (less than 24 years of age). 
High dosage patients of both long and short term 
complained of swelling of feet a.nd anIdes. 

Hallucinations were infrequently reported but 
there was a slight increase in the older age group 
and in the higher dosage groups. 

SEXUAL PROBLEMS IN MALES 

Although our earlier studies indicated impotence 
was a possible side effect of methadone, our present 
results do not support this. The change in Teports 
if impotence after admission to the methadone 
program was insignificant. In a breakdown of the 
long-term and. short-term patients it appeared the 
longer term patients and the older patients claimed 
an increase in impotence, while the ghort-term pa­
tients did not lllless they were on high doses of 
methadone (over 140 mg. per day). In the short­
term patients there was increased sexual interest, 
but there was also an increase in patients report­
ing delayed ej aculation. 

PREGNANCY 

The l'I1te of pregnancy in our New Orleans 
methadone programs has been as high as 20 per­
cent during the past year. Female patients of 
childbearing age appea.r to be more fertile once 
they are st.abilizecl on methadone.2 They should be 
informed of this and where appropriate, be 'af­
forded birth control information or measures. 

LENGTH OF TIME ON PROGRAM 

This did not appear to greatly influence the level 
of complaints w'ith the exception of impotence, 
blurring of vision, swelling of the feet and ankles, 
all of which were increased in the long-term 
patients. 

CONCLUSION 

Obviously many factors can influence patienL 
complaints. It is recommended more detailed. and 
objective assessments be made of the somatic 
symptoms of patients before beginning methadone 
in order to evaluate the significance of possible 
methadone-induced problems. We havo found it is 
more difficult to ask the "right" questions tJhan to 
get the "right" answers. 

• Communicntion with Dr. Frnnk Minyard, an OB-GYN 
specialist and director of the Bethlehem House program in 
New Orleans. 
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DRUG ADDIOTION RESEAROH TEAM (DART) STUDY SIDE EFFEOTS 
OF METHADONE INTERVIEW 

Name _____________ Age, ____ Olinic, ________________ _ 

Sex: M F Race: W N Other Interviewer,· __________________ _ 

Date of interview __________________________________ _ 

Date commenced taking methadone: :Month ____ _ Year ______ Dosage, ______ _ 

KEY: O=None 
l=Little or moderate 
2=Frequent or severe 

SYMPTO:r-,/[ 
1. Runny or stuffy nose _____________________ _ 
2. Dryness of mouth ________________________ _ 
3. Blurring of vision _____ .. ___________________ _ 
4. Ohest pains ______________________________ _ 
5. Sweating ________________________________ _ 
6. Pain down left arm _______________________ _ 

7. Nau~e~-------------- .. --------------------8. Vomltmg _____ .. ____ .. ____ .. ________________ _ 
9. Drowsiness ______________________________ _ 

10. Oonstipation __________ ~ __________________ _ 
11. Diarrhea ________________________________ _ 
12. Heartbul'll __________________ ' _____________ _ 
13. Swelling of feet or ankles ___________________ _ 
14. Ner,:"ousness _____________________________ _ 
15. Tingling in skin __________________________ _ 
16. Loss of weight ___________________________ _ 
17. Increase in weight ______________ ' __________ _ 
18. Headaches __ -, ____________________________ _ 
19·. Bleeding gums ____________ .:. ______________ _ 
20. Numbness in hands and feet _______________ _ 
21. Decreased sexual interest __________________ _ 
22. Ejaculation (delayed) _____________________ _ 
23. Impotence _______________________________ _ 
24. Hallucination ____________________________ _ 
25. Oonfusicm _______________________________ _ 
26. Sleep walking ____________________________ _ 
27. Burns or fires from cigarettes_.:. ____________ _ 
28. Increased use alcohoL _____________________ _ 
29. Increased in take fluids (0 ther than alcohol) __ _ 
30. Difficulty in urination _____________________ _ 
31. Increased frequency urination ______________ _ 
32. Loss of appetite __________________________ _ 
33. Other (specify): 

BEFORE METHADONE 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 

1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 

2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
? 
!& 
2 
2 
2 
2 
2 
2 
2 

PRESENTLY 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 

1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 

2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 

o 1 2 0 1 2 
o 1 2 0 1 2 
o 1 2 0 1 2 Comments: ______________________________________________________ ___ 
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RESULTS OF LOW DOSAGE METHADONE TREATMENT 

William F. Wieland, M.D. 
(md 
Arthur D. Moffett, M.S.W. 

Last year at the Second Methadone Con~erence 
wc reported a method of treatment whIch we 
termed "Outpatient Detoxification." In general, 
the method consisted of prescribing low doses of 
'methadone (50 mg. per clay or less) in t~bl~t .form, 
with O'radual reduction in dosage at an mdwldual­
ized ~te. Suppol,tive counseling and other serv­
ices were provided for each patient. V,T e rep?rted 
162 cases, few of whom had completed deto:\'''lfica­
tion by that time. The overall response of these 
patients was favorable ~nd was comp?,rable to 
hi c~h dose methadone mamtenance. PatIents who 
r~ponded poorly were usn ally tmnsferred to high 
dose maintenance. 

During the past ye[tr three problems were noted 
with this [tpproach : 

1. Many patients rmnained on a low dose indefi­
nitely and could therefore, hardly be de­
scribed as undergoing "detoxification." 

I "d t 'fi t' " 2. The dropout rate from t l(~ e OA'1 ca lOn 
progl\'tm was excessive compared to high dose 
maintenance. 

3. The incidence of continued heroin abuse Wf,J,S 
'also excessive. 

A fourth problem l1as been the recent promulga­
tion of O'overnmental regulations agaiilst the use 
of meth~done tablets in the treatment of opiate 
addicts. 

As a result, the method of treatment has been 
reconceptualized and its operation has been 
changed as follows: 

1. The dispenoBing of methadone doses of 50 
mO'. per day or less is now caned "low dose 
m~intenance.)' The t.erm "detoxification" is 
only used when a pa'tQcnt is actually under­
O'oinO' a O'mdual dose reduction, usually at h .", b 

the rate of 10 mg. per week. 
2. Pntients are more rapidly transferred to 

"hiO'h dose maintenance" 'when their need be-t:> 
comes apparent. 

3. All me'thadone is dispensed in liquid form 
mixed with Tang, just as it always Ims been 
for the high dose patients. 

This report descl'i'bes the status of 52 low dose 
maintell'ance patients as of September 1, 1970. 
These pabients were lUl . ..ler treatment at our largest 
clinic and represent 14.4 percent of the total of 
360 active patients in thUJt clinic. 
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POPULATION 

All 52 low dose patients described in this repor,t 
had been in treatment a minimum of 3 months. 
For purposes of compa'rison, a matched sample 
of 52 high dose patients was selected; the mwtchlllg 
was done by race, sex, UJge, and length of tr~at­
ment. All high dose patients were also seleoted' 
for dosages of 100 mg. per day or more (range: 
100-180 mg. per day). 

Table l.-DEMOGRAPHIC CHARACTERISTICS (N=52 IN 
EACH GROUP) 

Characterlsllcs 

low dose 
(50 mg. 
or less) 

High dose 
(100 mg. 
or more) 

-----
N Percent N Percent 

Male__ _______ ____________________ ___________ 40 
Female __ ._ _________ __________ __ __ ___________ 12 
Black ____ • _________________ ._________________ 40 
Whlte ___ • ________ ••• _. __ ••• _._ ••• __ •• _._ ••• _ 12 
<30 years of age._._. __ •• ____ •• _ •• __ •• _. __ ••• 25 
>30 years of age._ •••••• ___ ._ •• __ •••• __ •••••• 27 
<12 years of schooL._ •• ___ •••• __ •••••••• ---- 33 
12 years or abovtl_ .• _____ • __ • __ ••• _._. ____ •••• ~5 

~~~~re(c.::: :::: ::::: .::::::: ::::::::::: ::::: 21 
Separated or dlvorced ____ ••• ___ ._ ••• _ ••• ____ ._ 11 
Wldowed •• _ ••• _ •• -. -•• ---- --. ---. -. --- ------. 204 Work at admlsslon __ ._. _________ ._ -.- ---- •• ---
Not Working at admlsslon. ______ • __ ._. ___ ._. __ • 28 
Probation/parole. __ • _._." _____ ._. ___ •••• _ _____ 16 
Cases pendlng _______________________________ • 6 

76.9 40 
23.1 12 
76.9 39 
23.1 13 
48.1 26 
51.9 26 
63.5 35 
36.5 11 
38.5 14 
40.4 19 
21.1 17 
0.0 

46.2 23 
53.8 29 
30,8: 18 
11.5 7 

76.9 
23.1 

, 75.0 
25.0 
50.0 
50.0 
67.9 
32.1 
26.9 
37.3 
31.6 
4.2 

44.2 
45.8 
34.4 
13.2 

'.Dalble 1 represents demogr~ph~e d'3.ta o~ the two 
populrutions. There were no slgn'ificant dIfferences 
in the two popUlations. 

Table 2.-SELECTED DEVIANCY CHARACTERISTICS 
(N=52 IN EACH GROUP) 

Characteristics 

low dose 
(50 mg. 
or less) 

High dose 
(100 mg. 
or more) _._-

N Percent N Percent 

Heroin addlc!... ___ • ___ • ___ • __________ ._. ____ • 49 
Other oplates __________ ----.-----.-- ---.-----. 3~ <8 years of use ________________ • _______ • ____ _ 
8 years or above __ • ______ • _________ • ______ .___ 18 
Pcevlous treatment ____________________ • _____ ._ 27 
No previous treatment ______ • ___ .______________ 25 
No arrests __ • _. __ • _____________ • ________ .____ 15 
1-4 arrests ________ ._ •• ________ • ___ ._. _____ .__ 23 
5-9 arrests._. _______ -- --.------------------- - 1~ 10 or above ____ • __________________ ._. __ ._____ 21 
No Incarceration ___ ._. __________ .------.------
1-3 years Incarcoration ____ • _____________ •• ___ • 11 
4-7 years Incarceration_. _____ • ________ • __ .____ 20 
8 years or above __ • _________ •• _ •••• ___________ 0 

94.2 5 
5.8 I 

65.4 27 
34.6 25 
51.9 35 
48.1 17 
28.8 4 
44.2 20 
5.8 10 

21.1 18 
40.4 4 
21.2 23 
38.4 . 10 
0.0 15 

97.2 
2.8 

51.9 
48.1 
66.5 
33.5 
8.0 

38.2 
19.8 
34.0 
8.5 

42.9 
18.9 
29.7 

Table 2 presents selected devi~ncy charact.eris­
tics. There is a tendency for the lugh dose patIents 
to have had longer 'addiction careers, more prc-

vious treatment, more arrests, and more incarcera­
tions than low dose patients. 

RESULTS 

The results are based on a 60-day evaluation 
period in July-August, 1970. T'able 3 presents data 
on employment, receipt of welfare, and arrests. 

Table 3.-EMPLOYMENT, WELFARE, ARRESTS (N=52 IN 
EACH GROUP) 

60 day period 
low dose High dose 

N Percent N Percent 

~g{~~fliij,g:::::::: ::::::: ::: :::::: :::::: :::: 28 Welfare __________ • _____ • _____ ::.________ _____ ~~ 
No welfare _______________________________ .___ 27 
Arrests_ -- ------ -•• ____ . _____ <::: _ _ _ __ _ _ _ __ _ _ _ _ 0 
No arrests_ -- --- -- _ _ _ _ _ _ _ __ _ _ _ _ _ __ __ _ _ ____ _ _ _ 52 

53.8 23 
46.1 29 
48.1 28 
51.9 24 
o 0 

100 52 

43.9 
56.1 
53.8 
46.2 
o 

100 

Employment l\'\tes are lower than anticipated 
for both groups and are lower for high dose than 
low close patients. This may partially be due to the 
general rise in unemployment. No arrests wpre 

I.

·.. It{jnOwn f?lt' ei
t
t
1
hel

1
' group, which is in keeping with 

·le C?nSlS en y ow arrest rates of patients aftcr 
enterlllg our program. 

prug abl~se patterns :were also determined bJ 
urme survOlllance* durmg the 60-da.y period in 
July-August, 1970. Patients had one to five tests 
per week by thin-layer chromatography. The re­
sults are presented in table 4. 

Table 4.-DRUG ABUSE PATTERNS 

Drug (60 day test period) 
low dose High dose 

N Perc'lOt N Percent 

1. HeroinJQ or M): 
2 3.8 5 9.6 

a. one positive _________________________ 
b. 1-35 percent ~ositive---- __________ • ___ 10 19.6 26 50.0 c. 36-708ercent positive ________ •• ______ • 14 26.6 12 23.1 d.71-10 percentpositive __________ • _____ 26 50.0 9 17.3 

2, Am~hetamlnes (lor more positive tests): 
36 69.7 38 72.2 N~:-:: :::::::::::::::::::::::::::: ::::: 16 30.3 14 27.8 

3. Barblturates(1 or more positive tests): 

~~~:-:: ::::: :::::::::: ::: :::::::: :::::: 14 26.9 10 19.6 
38 73.1 42 80.4 

,I ·Performed by the Olinical Pharmacology-Toxicology 
:.If Center at Philadelphia General. Hospital nnder the lIi-1 rection of W. J. :Russell Taylor, M.D., Ph.D. 

424-W50-71-5 

It is rupparent thrut drug use and flJbuse con­
tinues to be prevalent in both groups according 
to urine surveiUance; however, the lorw dose pa­
tients more f'requently show a high percentage of 
~ositive specimens for heroin thal~ high dose pa­
tIents. kpparentJly the methadone "blockade" is a 
pal1tial deterrent lior high dose patients; whether 
because it blocks the craving or the emphoria or 
both 'Was not detel1lllilled. 

DISCUSSION 

As a ,result of ,this study we conclude tJhat low 
dose !lllethadone maintenan'Ce in selected cases pro­
duces fairly similar resu1ts to high dose mainte­
nance in selected cases. The low dose ;prutients in 
this study had slighlily Ibetter cml)loyment records 
on tlhe ,positive side, !but increased heroin albuse as 
a negative :6actor. Both groups shOlWed a high inci­
~e~ce of amp'hetamine use and a rel'lttively high 
lllcl:dence of ba11biturate use. On the !basis of ol,ini­
cal repOlts, it was fOlUld that much of the amphet­
amine and barbiturate use was in modern dosage, 
of.ten for symptomatic relief of sluggishness or 
obesity (amphetamines) or relief of insomnia 
(barbiturates). Of course, some patients 'were 
fairly ·heavy rubusers of Ibhese substances. 

One might 'COnclude thrut dosage per se is a less 
i'mportant ,varialble thano'ther factors, sU'dhas tJhe 
typology of the :patients, the ancii1ary services, 
and the attitude of the program regardinG' plllli­
ti ve discha,rge from ,treatment. 1V' e ;plant:> to re­
evaluate all Ilow dose patients to de;termine whioh 
ones might Jbenefit :6rom transfer to high dose 
maintenance. 'tVe will then see 'whether any signiifi­
cant dhanges occur in .their treatment outcome 
pUJrticulady,the frequency of heroin use. ' 

Despite the unexpectedly high incidence of ,posi­
tive urines, criminal a'Ctivity and arrest rates -are 
markedly reduced. Both patients and families 
usually ,reported overall improvement under treat­
ment, despite the lack of total reJhalbiErt!1ltioll. [n 
both the fields ·of psychiatry and general medicine 
we 'or.ften ,have to be content with achieving some 
measure of improvement in patients which may 
faU shor.t ·of our more idealistic goals. '.Dhere is no 
reason to e:\.'})ect anything different in the treat­
me'llt of heroilladdiction, tradi,tiona:lly one of the 
more difficullt entrties to treat. . 
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SEXUAL EFFECTS AND SIDE EFFECTS OF HEROIN AND METHADONE 

William F. Wieland, M.D. 
and 
Michael Yunger 

'1'here is a paucity of data on the sexual effects 
of heroin addiction and an even greater defici.t on 
the sexual effeots of methadone use. 

Lindesmith (1) claims that "particular ail­
ments" 'of opiates "are associ'ated wi.th some inci­
dental aspects of the addicts' way of life rather 
,than with .tJhe drug per se. The same may be said 
of the depression of sex activity, since users some­
times repol't no such effect and may even regard 
tIle drug as an n;phrodisi'ac." The U.N. Commis­
sion on Narcotic Drugs (93) in its annual report 
of 195'3 reports "the reproductive system general'ly 
tends to become inactive in iboth males and fe­
mn;les; opiates have a general ten'dency to reduce 
or obliterate sexual desire although there may be 
individual exceptions to this." 

B[um and Asso'ciates (3) feel "a safe 'assump­
tion is that chronic drug use (opiates) in fact 
reduces sexual interest and potency (it may, how­
ever, also increase the duration of the maie erec­
tion)." Mathis (4-) feels that heroin addicts "are 
less interested in sex, or 'less conceme'd wiith it than 
the average for their age group. Heroin ... 
furnishes the ultimate in tranqui'lization. It leaves 
no anxieties to act upon-sexual or otherwise." 
Willis (5) found in a sample of 77 males and 31 
females thllit liibido was depressed while on heroin 
in 87 percent of tIle ma[es and 55 percent of ItJhe 
females. He wlso found that 70 percent of males 
ex>perienced impotence while on heroin. 

One of the 'Common patient concems aIbout 
methadone is whether its use decreases the sex 
drive. Dole alid Nyswander (6) reporttJhatdUl'ing 
treatment with methadone "sex drive is usua}lly 
blunted in heroin addicts and they often joke 
about it." 

Other commonly reported side effects of metha­
done include consti'pation, weight gain, nausea, 
YOluiting, sluggishness, pruritis, sweating, and 
menstrual Irregularity. 

This repoI't 'describes the results of a question­
naire administered !by one of us (,N.Y.). Patients 
were queried regarding the existence and severity 
of the common side effects of methadone, compared 
with these same effects while on heroin. In addi­
tion,a con"}:parison of the sexna'l aspects of heroin 
and methadone inclu'ded questions on sex drive, 
sex acti'vity, sexual enjoyment, difficulty in achiev­
ing a climax, difficuQt'y in obtaining an ereotion, 

5.0 

and changes in activity occurring during sex, such 
as becoming more 'passive. 

PopUlation.-The subjects of this study were 
all former heroin addicts presently being treated 
on the methadone program of the ,:Vest Philade1- I 

phia Mental Health Consortium. There were a I 

tot'al of 70 patients studied, all of whom were nnder 1"1 

the age of 36. Of these, 55 were male (40 white 1'1 
and 15 black) and 15 were female (eight wbite. ,:'\ 
and seven black). The age distribution was as 
follows: 37 patients were less than 24 years of 
a,ge (28 males, nine females); 19 were between " 
24 'and 28 years of age (15 males, foUl' females); I. 
and 14 were between 29 and 35 years of age (12 

males, two females) . .: .. ·., .. 1 .. There 'was a fairly equal distribution of patients 
on a low dose of methadone (50 mg. or 1 ss), mod­
erate dose (60 mg. to 100 mg.), and nigh dose :~,,:.il 
(over 100 mg.) at the time of the interview., 
Eighteen males 'and seven females were low-dose f, 
patients; 20 males and six females were moderate-! 
dose patients; and 17 males and two fema 1es were 1j 
high-dose patients. ,:"J

1 Results.-Constipation and weight gain were 
evaluated quantitatively. Moderate constipation :'\' 
was designated from 3/7,4/7, or 5/7 of the normal -
bowel habit and severe constipation was designated 
from 1/7 or 2/7 of the normal bowel habit. 

The remaining areas 'were evaluated qualita- i 
tively and comr)aratively between heroin and 
methadone. "Occasional" or "frequent" were des-:!' 
ignated as it related the perceived effects of heroin 
or methadone in the individual patient. If a pa­
tient experienced the side effect only in the first I 
few weeks or months of use, this was designated "i 
by "'initially." '., 

There were no significant differences between 
males and females or between blacks and whites 
in the incidence of general side effects, so the data 
on all patients was pooled. The data on sexual 
effects are reported separately for males and fe'l 
males, since differences were noted by gender. ;i 

There were no significant differences in the • 
frequency of side effe~ts or in the se~ual effects 
relative to the dose of methadone. However, there Y 

was a slight, but not significant, trend for high 
dose patiencs to 'be more severely constipated, to 
gain larger amounts of weight, and to have more 
menstrual irregul!Lrity. 

GENERAL SIDE EIiFECTS 

. 'I'he result~s obtained on constipation are, O"jven 
Jll the followmg table: b 

percent 

Heroin Methadone 

Normal bowel habiL ___________ _ 
Moderate constipation ----------------- --- -- ---
Severe constlpation ___ :::::::: ::: ::::::::: ::::: ::::::: ::: 

22.8 
35,7 
41. 5 

45.8 
32.8 
21.4 

Heroin is more associated with severe constipation 
t~ltln methadone. Also, about twice 'as many pa­
tIents repor~ a norma1 bowel habit on methadone 
than 011 herolll. 
. The results obtained on weight gain are shown 
III the next table. These results are with methadone 
us~ only" virtt~ally no one reported any ,veight 
gam whIle taklllg heroin: 

Weight gain 

None ________________ • 
Initially only (greater or;;Sibs-imoY----------·-----------­
Initially only (loss than 5Ibs./nio.)_~:::----·-··------------­
Gradually (less than 21b I) .------------.-------
Gradually (greater than Nl~~irrio,):::::::::::::::::::::::::: 

Percent 

Males Females 

52.7 
12,7 
3.6 

14.5 
16.5 

46.8 
20,0 
13,3 
13.3 
6.6 

The res:llts of weight gain are summarized in 
the followmg table of total weight gain: 

Total weight gain 

None ________________ • 
Less than 10 Ibs --.-.--........ -.... -... -....... -.. 

~~:~t;~ tWin ~g ~;.~::: ::: ::::: :::: :::::::::::: ::::::::::: 

Percent 

Males Females 

52,7 
5,3 

31.1 
10,9 

3 

1h 
33.3 
6,6 

As :vas mentioned previously there was tendency 
for hIgh-dose patients to gain more weight (six 
out of .seven of th~se gaining greater than 25 Ibs. 
were Illg~l-dose patIents). 

App.etIte was reported as good in 100 percent 
of pat~ents on methadone and only in 14.3 percent 
of patIeI,lts on heroin. On heroin, 39.9 percent felt 
that ~heir appetite was fair and 45.7 percent felt 
that It was poor on heroin. 

The following table illustrates the results on 
nauseaalld vomiting, which indicate that these 
are very common in the initial period of heroin 
use: 

Nausea: 
None_ 

vomi~!~Wll~~r!~::::::::::::::::::::::::: ::: ::::::::::::: 
~~fi~i(y-iiiiii:- .. -.. -· .. ---·· .. ·· .. ·-.. -.. -·-·---·· .. -
OccasionaL •• ::::::::: :::::::: ::: ::::::: ::::: ::: ::::: 

Percent 

HeroIn Methadone 

48_5 
47.2 
4.3 

47.2 
45.7 
7.1 

84,3 
5,7 

10.0 

91.5 
5.7 
2,8 

. The results oIl: slu~gislmess, pruritus, a,nd sweat­
mgare summarlzed m the following tables : 

Percent 

Heroin Methadone 

Sluggishness: 
None. 

Pru r~ttr~~:~~~~~~ ~ ~ ~ ~ ~ ~ ~ ~~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~~ ~~ ~ ..... ;~~ i· 
rn~rl:iiy.iinii:::::::::::::::::::::.:.:: ...... -.. -.. - ~5. 7 
Occasional -. .. ...... -.... 4,3 

"i~~;~;~~;:;; ~ ~~ ~ ~~ ~~~:: ~::::: :~~~~: ~::::::: ::::: :::: 
OccaSional • -.......... -.... --.. .. 
Frequent.:.::::::::: :::::::: :::::: ::: ::::::: :::: ::: ~~: ~ 

48,5 
4.3 

30.0 
17.2 

75.7 
2,8 

14.5 
7.0 

37.1 
5.6 

32,8 
24,3 

These .results indic~te that both sluggishness 
and pr~u'Itus are aSSOCIated more with heroin use 
than '~lth methadone use. Sweating, on the other 
hand, IS common to both heroin and methadone. 

SEXUAL EFFECTS 
. Bl~nick(?') reports that "chronic opiate addic­

tIOn I~ women is associated with amenorrhea, ano­
vulatIOn,. [md infertility." Eighty percent of 
fBlI,lales m the present study had regular periods 
whIle on metha.done; in contrast, 26.6 percent of 
women had regular periods while taking heroin. 
Only 6:6 percent experienced persistent amenor­
rl:ea WIth metl;adone (this one patient was on It 

Illgh dose) Whll~ 53.4 percent exp~rienced amen­
orrhea wh~n takmg heroin. An additional 20 per­
cent experlen~ed late periods on heroin while 6.6 
per?ent experl~nced this on methadone (this one 
patIent was a Illgh -dose patient). One patient (6.6 
percent experienced shorter periods on methadone 
(a low-dose patient). 

In this study 56.4 percent of males and 46.6 per­
cent of females were never married. Of those that 
had been married, 62.5 percent of males and 25 
percent of fem~les felt that drugs definitely af­
fected the marrlage adversely while 37.5 percent 
o! m~les and 75 percent of females felt that drugs 
had h~tle or no effect on their marriage. 

Patl~n~s were aske~ to rate their sex drive, their 
se~ actlVlty, an~ ~hell' enjoyment of sex on a 4-
pomt scale conslstmg of above average, average 
below average, and very low. These ratings werd 
n:lade for both heroin and methadone in each pa­
tIent. The results with heroin are shown in the 
next table (by percent) : 

On heroin 
Sex drive Sex activity Enjoyment 01 sex 

Males Females Males Males Malos Females 

~bove average .......... _ .. _ .. ___ .......... __ • 
verage_ ... ____ .______ 18.2 26,7 20:0 ...... 26:1' 

~elow average ..... ___ .. 63.6 73.3 61.8 73.3 ery low_ .. ____ .. ______ 18.2 __ .. __ ... _ 18.2 ..... ___ __ 

5.5 ........ __ 
27.2 33.3 
60,0 66.7 
7.3 ......... . 
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Heroin suppresses all three areas in. the ma­
jority of patients, somewlu,:t greater m ~ales. 
Only three males stated that It enhanced theIr en­
joyment of sex. The results are similar to those 
reported by Willis (5) in tI~e males, but ~ur sample 
showed greater suppressIOn than Ins female 
sample. . _,. 

The results 011 methadone are summal'lzeu III 

the next table (by percent) : 

On methadone 
Sex drive Sex activity Enjoyment of sex 

Males Females Males Females Males Females 

Above averakO __ ----------65-4------66.'1' ---sri----- -66:7 ----74:7------ -53:3 
Average ________ .. _____ 20'0 123 21.8 33.3 18.2 40.0 
Belowaverage__________ 14' 6 20' 0 9.1 __________ 7.3 6.6 Very low ____ .__________. • 

Methadone apparently produces less frequent 
snppression than heroin. However, fu~·thei' anal~­
sis of the data indicates that a few patIents experi­
ence Worse suppression from m~thadone. The l;ext 
table demonstrates the change 11l sexual functlOn­
inO' from hcroiIi to methadone (by percent) : b 

Change from heroin 
to methadone 

Sex drive Sex activity Enjoyment of sex 

Males Females Males Females Males females 

Improved______________ 60.0 
No change .... _________ 21.8 
lower. ____ .___________ 18.2 

46.6 56_ 4 
26.6 32.7 
26.6 10.9 

46.6 49.1 
46.6 36.3 
6.6 14.6 

33.3 
60.0 
6.6 

Whether the improvement is due to the change 
in drug or to the change in life sty Ie is not deter­
mined by tIris data. About 20'perce~t of the males 
reported an initial sl~ppreSSlOll wIth methadone 
that improved over tllne. . 

The following table presents the r~ults wl~h 
difficulty in achieving a climax and chfficulty III 

obtaining an erection (by percent): 

Difficulty with 
climax 

Males Females 

1'Ione •• ______________ Heroin_________________ 15.4 13.3 
Methadone __ ._. ___ .____ 52.7 33.3 

Sometimes ___________ Heroin. _____________ .__ 36.3 20.0 
Methadone ____ .. _______ 16.3 40.0 

ImpOtence. 
males 

f'requent. ----------- Heroin __ ._ ... _________ - I~' ~ ~~. ~ 
Methadone_____________ • • 

I nitiallv .-... --...... - Heroin .... -.. -... --- --.. -- ---7- -3--. -- -•• ----. ---- ----'1-3 Methadone ... __ ...... __ • ___ .. __ .. _ • 

34.S 
54.3 
50.9 
21. 8 
14.5 
16.3 

These results show that heroin pI'oduced more 
difficulty with climax and witl~ impo~ence th~.lI 
methadone. The impotence find111gs With herom 
are similar to those of Willis (65.4 p.ercent '/)S. ?O 
percent). Promise.uity and changes 1ll the a.v~\.11-
ability of partners are shown hl the folloWlpg 
table (by pel'cent) : 
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Each person was also questioned as to whether 
there were other factors that may have influenced 
their sexllallife such as lack of time, poor mood or 
a suitable partner not being available. Eleven per­
cent of males felt that time was a limiting factor 
while taking heroin, and 7.3 percent of males and 
20 percent of females felt there were other factors 
involved such as POOl' mood or unsuitable partners. 

Males Females ""I were present, they tended to be more alU10ying 
than the othe~' side effects. None of the patients 
planned to terminate treatment because of side 
effects. 

Aval~~I~~Bg:.~~~~~~~: .. _ .... -------------.--------- .. --.. 60.0 53.4 J

f 
More available on herom •• _____ .. ____________ .. __ .. ___ • ~~. g 1~. ~ 
Less available on heroln .. _______ .. _______________ • __ .. • • 

prom~~~~~ct_~~~~~_l_o:.~~~y_~~~~~~r_s_:_. __ ------------------- iN 4~. ~ ""I 
Decreased with both ....... _ .. _ ...... ___________ .. ___ • 3' 6 6' 6 
Decreased with methadone __ .. _____ ... __ .______________ 9'1 • 
Decreased with heroin .. _____ • ___________________ ._____ 14' 5 ------"6"6 
Increased with heroln ___________ • ___________________ ._ • • 
I ncreased with methadone_ ... ___ • ______ • ________________ .... _____ ... ___ .. _ 

These results show that heroin use ~s ~sso~i­
ated with a. tende.ncy to increase promlscUl~y 111 
some patients alid a tendency to decrease promls~u­
ity in others wlrile methadone trefLtment has VIr­
tually no effdct on promiscuity. :n:eelings of sexual 
inadequacy such as loss of manimess, wnd loss of 
womanliness are shown below (by percent) : 

Sexual inadequacy Males Females 

None ________________ • ____________________________ • __ ... _ 76.3 85.6 Yes on heroin only __ .. ______ . ___________________________ _ 1.8 13.3 5.5 _______ .. _ 

I 
I 
1 

.! 
Yes' on methadone only _____________ ... __________________ _ 
Yes' on both ___________ .. __ .. _______________ • ____________ _ 
Yes, on methadone initially as well as heroin _________ • ____ ; .. 

7.3 _________ _ 
9.1 ______ .... 

The following table illustrates the results of 
change in activity during sex (by percent): 

f 
! 
! 

Passivity 
I 

Males Females ,j 
No change_ .... _ ..... __________________ ..... _ .. _ .. _______ fN rg:g '! 
More passive on heroln __________ .. _____ .. ________ ... __ ... _ 1.8 6.6, 
More passive on methadone ______ .. ________________ ... _ .. __ 200 I 
."~:::.::J~'~~;~:;;;~~~:-=~~~ ~~ f~=~;: .1 
tend to deny any feelings of sex:ml m:~d~quac~, 
although males have a ~lightly ~l:lgher lll(nder:ce.1 
Males also tend to adnnt beCOl~1l1g more ~assrvel 
with heroin and methadone dUl"lllg sex. 'yh11~ th~ ! 
vast majority of females do not. PaSSlYl!ty IS, 0 'I 
course more acceptJable to the female sexu'al r~le. f 

N on'e of the females admitted to homosexuahty ') 
and 81.8 percent of males denied any homosexual ;'f 
aotivity. FOlu'teen !md a half per?ent of ~ales ". 
admitted to homosexuali'ty only dUrilng herOIn use ij 
and 3.7 percent of males admitted to homosexmd- 'I 
ity throughout their life. . . ~ 

Only 13.3 percent of fem.ales lt~mItt~d to prost!- ,r 
tutJion to help SUppOl't theIr hablt wllll~ 18'.2 per­
cent of males admitted to male prostlrtu'tllon to 
help SUppolt their haJbit. . 

Only 23.7 percent of males abstamed fro~ 
heroin on the street for longer than a week. als ~ld 
13.4 percent of the females. Of tihose who dId l{lc~ 
heroin longer tItan It week on the street, 53.~ pel' '.~ 
cent of males and 100 percent of females felt J 
their sex dl'ive increased, while 46.1 percent of tho :~ 
males felt there was no effect.,~ 

~ 
~ 

Discus8il)Jl.-This was a retrospective study and, 
therefore, subject to falsification or distortions of 
memory. Howeyer, according to the patients' sub­
jective reports, jt wonId appeal' that most side 
effects are less on methadone than on heroin, or 
at least they are perceived as being less severe. 
None of the side effects were incapacitlltting and 
they were seen more as an annoyance than a source 
of s('rious dissatisfaction. -When sexual side effects 
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A COMPARISON BETWEEN SUBCUTANEOUSLY ADMINISTERED 
MORPHINE AND SUBCUTANEOUSLY AND ORALLY ADMINISTERED 
METHADONE ON PUPILS AND SUBJECTIVE EFFECTS 
William R. Martin, M.D. 
Donald R. Jasinski, M.D. 
Peter A. Mansky, M.D. 

The potency of orally and subcutaneously ad­
ministered methadone was determined in relation 
to subcutaneously administered morphine in 12 
prisoner patients who were sel'Ying sentences for 
violation of Fedel'alnarcotic laws. Ten and 20 mg. 
of orally or subcutaneouSly administel'ed metha­
done were compared with 10 and 20 mg. of sub­
cutaneously administered lborphine. The study 
was conducted in two groups of six subjects using 
a latill square design in which the order of the 
doses was randomized. On eac.h test clay, which 
Were at weekly intervals, subjects received both a 
SUbcutaneous injection and 30 mI. of IUl orange 
flavored drink. One or the other of these vehicles 
contained the active drug. Observations, which 
consisted of the measurement of respiratory rate, 
blood l)ressure, pulse rate, recta] ,temperature aJld 
pupillary diameter, were made at 0700 a.nd 0730 
pri~r to receiving the medication at 0800, and 
ngnlll at 0830, 0900, 1000, 1100, 1200, 1300, 2000 
~nd 0800 the fOllowing moming. After the admin­
Istration of medication, patients completed at these 

sume times the Addiction Research Center single 
dose questionnaire and a SUbjective drug effects 
qnestionnaire, and the observers completed their 
version of the single dose questionnaire. 

Using changes in pupillary constriction, opiate 
signs and obse~'yel's' liking scores, subcutaneously 
administered methadone was found to be approx­
imately equipotent to subcutaneously administered 
morphine, and orally administered methadone 
about one-half as potent as subcutaneouSly admin­
istered methadone. Using subjects' liking scores, 
opiate symptom scores and scores on the MBG 
scule, subcutaneously administered methadone 
produced higher scale scores, and for this reason 
was adjudged to be somewhat more euphorogenic 
than morphine; however, valid potency estimates 
were not obtained. Twenty mg. of orally admin­
istered methadone produced scores that were com­
parable to Or greater than those produced by 20 
mg. of subcutaneously ac1milljstel'ed morphine on 
the subjects' liking, opiate symptom and MBG 
scale scores. 

With regard to the miotic effect, the effects of 
subcutaneously administered methadone on pupils 
were maintained fOl' al)proximately 24 hours, as 
were the effects of orally administered methadone. 
The efl:'ects of morphine on pupils decayed to about 
50 percent by 24 hours. 

Most of the measures of subjective effects indi-
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cated that the euphol'ogenic action of methadone 
was only slightly less than peak effect at 12 ho?l'S 
and O'reatly diminished at 24 hours. The duratIOn 
of action of morphine was less t.han that of either 
subcutaneously or orally administered methadone. 

It is concluded that both orally and subcutane­
ously administered methadone have potent euphor-

oO"enic actions that are entirely commensurate 
,\~th the,ir ability to constrict pupils. The duration 
of action of methadone ds well sustained on pupils 
for 24 hours, which is in keeping with the findings 
of Isbell; however, subjective effects exhibit a 
marked decrE-ment between the 12th and 24th 
hours. 

DURATION OF METHADONE INDUCED CROSS TOLERANCE TO HEROIN* 

Arthur Zaks, M.D. 
Max Fink, M.D. 
Alfred M. Freedman, M.D. 

With the rapid proliferat.ion of methadone 
maintenance programs for the control of opiate 
dependence, 't,he need to define t.:1e clinical phar­
macoloO'y of this agent becomes urgent (1). A 
major problem ,in these programs is the delivery 
of medico,tion. Because of the unreliability of the 
patients and the salability of methadone, it is 
desirn,ble to give the patient the least amount of 
medication for seH-administration. The require­
ment that the p!ttients att.end a clinic daily to 
receive methadone, however, interferes with vo­
cational and educational programs. An accepted 
compromise is for the patient to receive methadone 
in the clinic two or three t.imes per week, as well 
as a supply for self-administration on the inter­
vening days. Such a compromise, however, allows 
seepage of methadone into the community, with 
its abuse including the accidental ingestion of 
methadone-a possibility that has led to six re­
ported deaths in New York City in 1969 (2). 

A more ideal situation would allow the admin­
istration of the ma.Jntenance medication as infre­
quently as possible, each administration under 
observation, allowing none to be dispensed directly 
to the patient. This study was undertaken to in­
vestigate the dose-time relationships of C1'OSS­

tolerance to heroin induced by methadone. 

METHOD 
Male narcotic addicts admitted to the Metro­

politan Hospital narcotic addiction treatm~nt 
facility volunteered for this study. The populatIOn 
is similar to those reported .]n eu,l'lier treatment 
studies from this laboratory, with an average 

*This paper was accepted for publication in the BI·iti.~h 
Journal. of Au(lictiolb prior to presentation in New Yorl;: 
and the sponsors of the Conference are grateful for per­
mission to reproduce it herein. 
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period of opiate abuse of 14.8 years, and un age 
range of 22 to 48 (men,n, 34.9) years (3-6). 

Each patient was detoxified, using reducing 
amounts of methadone. After a minimum of a 
1 week without drugs, e'ach subject l'eceived an 
intrav~nous "challenge" of 25 mg. recrystallized 
d1~.ceLylmorphine (heroin) in 2ec saline, admin­
istered in 2 minutes (6). The subjects were inter­
vie,ved and completed a 14-item questionnaire 
dm. wn from the Addiction Research Center In­
yentory (ARCI) ('7). The quality of the euphoria, 
pupillary constriction, voice change, and reduc­
tion in the respirn.tory rate were observed. This 
data provided a baseline for the subject's response 
to heroin. 

Twenty-nille subjects participated in the study. 
Twenty-one were stabilized at 100 mg., five at 150 
mg., a;ld three at 300 mg. daily. To determine the 
degree of cross-tolerance, challenges with 2?, 50 
or 75 mg. heroin or placebo were repe,ated at dlffer­
ent times. Patients stabilized on daily doses of 
100 mg. metluldone were challenged at 6, 24, 48, 
and 72 hours fo1lowing the }ast dose of methadone. 
Those stabilized on 150 mg. and 300 mg. methadone, 
per day were challenged 72 hours after a dose of 
methadone. Patients challenged aftl'r 48 hours re­
ceived an identical tasting placebo substitution in­
stead of methadone at 24 hours after methadone; 
while those challenged at 72 hours received placebo 
at both 24 and 48 hours. 

After each heroin challl'nge, each subject again 
completed the drug effect inventory. A research 
assistant, unaware of what the subject had re­
ceived, rated the subject's physiologic~l and be­
havioralreactions. A global rating combining the 
self-assessments and the interview ratings wos 
obtained. Cross-tolerance ("blockade") was de­
fined as the nibsence of enphol'ogenic effects follow­
ing an injection of heroin. 

RESULTS 

The results of the heroin challenges in patients 
maintained on 100 mg. methadone ctaily are sum­
marized in figure 1. 

Challenged at 6 honrs after a methadone close, 
fiye subjects experienced no behavioral effects of 
heroin. 

At 24 hours postmethadone, four subjects de­
mon~trated complete blockade to 25, 50, and 75 mg. 
herom. Qlle patIent showed no response to 25 mg. 
and 50 mg. challenges, but exhibited euphoria 
following 75 mg. heroin. 

At 48 hours, no subject experienced the effects of 
the 25 mg. challenge, but two of six responded to 
the 50 mg. dose. Seventy-five mg. heroin produced 
euphoria in four of six subjects. 

At 72 hours after the last dose of methadone, 
cnch of five subjects responded to the 25 mg. heroin 
challenge with euphoria. 

,Ve attempted to extend the duration of cross­
tolerance by increasing the maintenance dose of 
methadone. Five subjects were brought to a daily 
dose of 150 mg. All became tolerant to the efl'ects 
of l!lethadone and were challenged 72 hours fol­
lowmg the last dose. Each subject in this group 
responded to a 25 mg. heroin challenge. 

Three subj ects were stabilized on a daily dose 
of 300 mg. methadone. They showed no response 
to 50 mg. challenges of heroin 72 hours after a 
methadone dose. 

There' was consistency between the different 
measures of subjects' reactions to heroin. In those 
challenges where some euphoria was experienced, 
the average score on the inventory was 3.4. ,Vhere 
blockade was present the mean score was 0.6. 

, .1;1 premethadone challenges, all patients ex­
l~lblted pupillary constriction to pinpoint size. Sub­
Jects w~lO showed no behavioral response to heroin 
~lso faIlec~ to show pnpillary constriction except 
1~1 a few mstances when pupils were reduced in 
SIze, although not to pinpoint size. 

1'0 test whether high dose methadone could be 
clinically useful each subject received 300 mg. 
methadone on Monday, ,Yednesday, and Friday, 
~nd placebo 011 the intervening days. Each sub­
Ject developed withdrawnl symptoms about 40 
hours following the last dose of methadone. 

DISCUSSION 

SUbjects receiving a daily schedule of 100 mO'. 
methadone exhibited cross-tolerance to herohl 
which persisted for at least 48 hoUl's following the 
lust dose of methadone. This observation extends 
the reports tha~. ~ubjeets maintained on 100 mg. 
metlmdone exll1blted cross-tolerance to 30.0 mg. 
morphine parenterally gin' \l (8). 

Increasing the maintenance dose of methadone 
to 300 mg. daily did extend cross-tolerance to 72 
hour~. :Attempts to 1~1aintain patients on this close 
admullstered three tunes per week, however, were 
unsuccessful as the onset of withdra:wal symptoms 
precluded the practical use of this schedule. 

The desirability of administerinO' methadone 
in a clinic, with none dispensed fo~· self-use, is 
clear. Such a procedure would overcome the objec­
tion that these programs may serve as a source 
for the introduction of narcotics into the commu­
nity. Recent reports of the successful mainte­
nanc~ ?f patients by. using alpha-acetylmethadol 
admullstered three tunes per week suggests that 
other. synthetic narcotics may provide a longer 
duratIOn of pharmacological cross-tolerance use­
ful in the treatment of opiate dependence' ancl 
studi~s of these agents are urgently needed (9). 

TIns paper was accepted for public'lltion by 
the B1'iti8h J oU1'nal of Addiotion8 prior to its pre­
sentation at the 31'cl N,ational Methadone Confer­
ence . and we :are grateful for their permission to 
publIsh also 111 these Proceedings. 
From the Division of Biological Psychia,try, De­

pal-tment of Psychiatry, New York M:edic~l Col­
lege and the Metropolitan Hospital Mental 
Health Center. 

Supported by contraot funds of the New York 
State N{l;]'cotic Addiction Control Commission 
and grant MH-13358, Natiour'! Institute of 
Ment'al Health. DSPHS. 

The assisDance of Drs. R. Resnick, J. Reuben and 
V. Major is grrutefully acknowledged. 

Presented, jn pa11t, at the NAS-NRC Committee 
on Problems of Drug Dependence, P.alo Alto, 
February 1969. 

REFERENCES 

(1) Dole, Y. P., llnd Nyswander, 111. A lIIedical Treatment 
for Diacetylmorphine (Heroin) A.d(liction. J.A.M.A., 
193, 646-650 (1965). 

(~) Baden, l\I. III. Investigation of Deaths of Persons 
Using lIIetlladone. Committee on Problems of Drug 
Dependence. NRC Washington, Feb. 16-17, 1970. 

(3) ~~ink, 111.; Zal.s, A..; Sharoff, R.; lIIora, A.; Bruner 
A.; Levit, S. and ~~reedman, A. 1\1. Naloxone iI~ 
Heroin DQpendence. Olin. Pharm. Thcl'ap., 9 568-
577 (1968). ' 

(4) Freedman, A. 1\1.; Fink, l\1. j Sharoff, R.; and Zal,s, 
A. Clinical Studies of Cyclazocine in the Treatment 
of Narcotic Addiction. .-illlcl'. J. PS1/chia,t., 124, 
1499-1504 (1968). 

(5) ~~reedman, A. 1II.; l~ink, lII.; Sllaroff, R.; and Zal,s 
A. Cycluzocine und lIIethadone in Narcotic Addic: 
tion, J.AN.A., 202, 101-194 (1967). 

(6) Zal;:s, A. j Bruner, A.; Fink, 1\1.; and Freedman, A. M. 
Intravenous Diacetylmorphine (heroin) in Studies 
of Opiate Dellendence. Dis. Ncl"v. B1/st., 30, 89-92 
(1969) . 

55 



NYMC 2/70#116 
HOURS FOLLOWING PREVIOUS DOSE OF METHADONE 

6 HOURS 24 HOURS 48 HOURS 72 HOURS 

PERCENTAGE 

OF SUBJECTS 
DE MONSTRATING 

COMPLETE 
BLOCKADE 

PERCENTAGE 

100 

2:1 

OF SUBJECTS :II? 
REACTING TO HEROIN 

7:1 

100 

~mG.50 mg. 7'!5mG' 

1I0mG 

711m I 
\ 

I 
I 
I 

II 
! 

f 

\ 
I 
I 

Intravenous Heroin Challeges in Patients Maintained on IOOmg Methadone Daily 

(1) Haertzen, C. A. Development of Scales Based on Pat­
term; of Drug Effects Using the Addiction Research 
Center Inventory (AROl). PSI/oholooioal Rcpol'ts, 
18, 163 (1966). 

(8) Dole, Y. P.; Nyswander, 111.; and Kreek, 111. J. Nar-

co tic Blocl~ade. Al'oIL Int. Mecl., 118, 304-309 (1966). 
(9) Jaffe, J. H.; Schuster, C. R.; Smith, B. B.; and 

Blachley, P. Comparison of Acetylmethadol and 
Methadone in the Treatment of Long-Term HerOin 
Users. J.A.M.A.., 211, 1834-1836 (1970). 

I 
PREGNANCIES IN METHADONE MAINTAINED MOTHERS 

A Preliminary Report 
Robert A. Maslansky, M.D. 
Richard Sl.'Ikov, M.D. 
Graham Beaumont, M.D. 

The effect o£ maternal narcotic addiotion on the 
newborn infunt has been widei.f reviewed in the 
literUiture with case reports dating back to 
1875 (1, ~). To thesl~ reports, whi0~ deal ~lrr:ost 
exclusively with heroin and morphme a~dlOtlOn, 
it now seems appropriate to ad'd our findmgs and. 
to raise severnl questions regarding the effects of 
methadone on pregnancy and the neonate (8,4,5)., 
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Mobh.dono is • synthetic narcotic which waS II· 

developed in Germany during the Second vy~r1d I 
,,\Var as a byproduot o£ rcs~arch on .meperIdme. 
Conceived originally £01' its al;'alges.lC p~operty, 
methadone is now being used w'ldely 1ll tJlns. coun· ~ 
try to maintain or bloclmde former her0111 ad­
dicts so tJIU\;t heroin becomes nci.ther necessary nor 
desirable, and the addict can return to a normal, 
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more productive life (6, 7). Recenitly, guidelines 
for meJtJhadone ID!l!intenance treatment progmms 
were established by the FDA, thereby increasing 
the probaJbilrity for the continued growth o£ this 
modality o£ therapy. 

Because o£ the' frequent use o£ methadone in 
women of child-'bearing age the questions o£ 
placell't'al trans£er, teratogenicity, and neon~al 
effeots as they pertain to methadone treatment are 
relevant, 

There is liow ample qualitative evidence that 
methadone and other narcotics cross the placenta 
(8,9,10, 11, 1~, 18, 14), hut there are few quanti­
tative data. relating to this (15,16). Eisenbra.ndt 
at al. (17), while in the process o£ examining the 
excertion o£ methadone using C un labeled-meth­
adone, found large amounts of radioactivity in 
both the placenta and fetus of a rat found to be 
pregnant at autopsy. Davis and associates (B) 
demonstrated methadone in the urine o£ nine babies 
born to mothers who received methadone anal­
gesia during labor. However', the circumstances 
under which these observations were made differ 
markedly from those existing in methadone treat­
ment centers, and placental transfer tmder these 
conditions has not yet been described. 

li'ear of the possible terutogenic effect of metlla­
clone has been mentioned by one author (5) as rea·~ 
son for a temporary reducti'On in methadone dos­
age given during pregnancy. This possibility has 
been pondered by many other persons involved in 
methadone treatment programs. Nevel't;heless, no 
human teratogenic effect of methadone has been 
reported to date .. An increase in congenital mal­
formations was £ound in hamsters when large 
quantities of methadone were given subcutane­
ously during pregnancy (8). Interestingly, much 
larger quantities of heroin were required to pro­
duce the same incidence of malformation. 

'rho development of abstinence symptoms in in· 
fants delivered of narcotic-addicted mothers 'has 
received consideruble attention in the literature 
and constitute a characteristic syndrome. Most 
authors report that the infants appeal' normal at 
birth, but that a progressive restlessness and irri­
tability enSUQ within 24 to 72 hours. ('oncomitant. 
with the restlessness is ,1, protracted shrill cry. 
sometimes lasting for hours at a time. The infants 
generally feed poorly. This, coupled with frequent 
diarrhea and vomiting, may cause inanit.ion (~). 
'Y a ",ning, sneezing, excessive perspiration, and 
convulsions have also been noted. A variety of med­
ical regimens have met with varying degrees of 
success in attempting to treat this syndrome. The 
possibility of It similar wHhclrnwal ()ccul'ring in in­
fants born to methadone-treated mothers Ims been 
I\Jnticipltted. Thus far there has beell so signifi-

cant evidence o£ "withdrawal syndrome" in these 
infants. The reasons £01' this rema.in to be o..x­
pl'ained, since methadone does have a character­
istic withdrawal associated with its discontinu­
ance in adults. 

The opportunity to further examine the plut.r­
mn.cology of methadone as it relates to pregnancy 
and the neonate has been provided through the 
cooperation o£ several addicts currently partici­
pating in two Minneapolis methadone programs. 

MATERIAL 

The two major Minneapolis methadone treat­
ment programs 1 are concerned with the volunta,ry 
rehabilitation of the "hard core" addict .. Although 
criteria £01' admission and continued participa­
tion in the programs differ, both use liquid meth­
adone to produce narcotic blockade. Comprehen­
sive medicn.l and social service facilities are also 
available to the patients. At the time of this study 
there were 26 women in the programs, o£ which 
25 were of child-bearing potential. Six pregnan­
cies were seen, of which five were conceived on 
high dosages o£ methadone; in one, therapy was 
init.iated following heroin addiction during the 
first trimester. There have been three live deliv­
eries and one abortion. Two women are currently 
pregnant and undelivered. 

CASE STUDIES 

Case I 
ill ate1,twl addwtion and o08tet1io M8t07'y.,-Pa.­

tient A was a 25-year-old Caucasian female 
gravida IV, para 3-0-0-3~ blood type 0 negative. 
She had negative se1'olof,,), and pap smeal' during 
the pregnancy of interest. Her last pre;;:,luucy oc­
curred prior to narcot.ic addiction u.ttd T'\!lrminated 
,vith the delivery of It viable 2000 gm. male infant. 
At that time the patient. was using large quanti­
ties o£ amphetamines. She had a 2-yellr history 
of heroin use prior to her admission to the metha­
done program in May 1060. Her ha.bit was esti­
inated at five bags a day, and she had attemped 
other forms of t.herapy (4-). Her methadone dos­
age during pregnancy is shown in table 2. 

Lauo1' and delive1'!}.-A 2355 gm. female infant 
was born a.t 36-38 weeks gest.ation by nOl'mu.], 
spontaneous vaginal delivery. One-minute and 
5-minute Apgar scores were 6. The placenta was 
grossly normal and the cord had t hl'ee vessels. 

Infant lwspital o01.U'8e.-In£ant A was admitted 
to the newborn nursery o£ Mt. Sinni Hospital on 
May 6, 1970. Physical examination was not re­
markable and gestational age was estimated at 38 
weeks using criteria outlined by Lubchenco (19). 

1 Pilot City Heo,lth Center, 1\It. Sinai Hospital. 
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The first 4 neonatal days were not rema,rkable; 
however, on day 5 the infant began to feed poorly 
and was noted to be "fussy." On day 9, because 
of continued poor intake. and weight loss, the 
infant was begu.'l on gavage feedings. On day 10, 
the infant was noted t.o be extremely irritable, 
with a loud cry and rapid respirations. On day 
11, the infant was admitted to the pediatric 
special care unit and extensively evaluated. The 
workup revealed X-ray evidence of minimal pneu­
monitis and clinical suggestions of congestive heart 
failure. Subsequently, a positive urine culture of 
E. Coli 10 (8) was obtained. The infant was treat­
ed appropriately for these clinical ent.ities. N eyet'­
theless, respirations continued at about 110, and 
there was some temperature spiking to 1020 and . 
1030 from days 12-15. Excessive perspiring, pro­
longed crying, and thrashing of the arms and le~ 
were also noted Ihrlng this interval. The infll-nt 
began gaining weight on day 15 and steadily im­
proved from then to her discharge on day 26. A 
urine obtained foi· qualitative methadone analy­
sis on day 17 was negative. 

The infant is now 3 months old and has con­
tinued to thrive without further difficulty since her 
discharge. 

Case II 
ill atel'nal addiction and obstetric histol'lj.-Pa­

tient B was a 25-year-old Caucasi'an female gravida 
5, Para 1-0-3-2, blood type A positive. She had 
negative serology and pap smear during the preg­
nancy of CUlTent interest. She had an abnormal 
obstetric history in that she had two babies born, 
one at 6 months and one at 1 months, both of whom 
died. Her last two pregnancies terminated with the 
deliveries of viaible female infants. Both occurred 
prior to narcotic addiction. She had a 21jz-year 

5/18 5/19 5/20 

Bilirubin 17.5/ 25.1/ 23.01 
.8 1.0 1.0 

(Pretransfusion) 25,5/ 24.5{ 
1.1 1.2 

.Bilirubin 14.0/ 17.8/ 
1.2 1, 1 

. (Poflttransfusion) 24,3/ 10.0/ 
1.1 O. 6 

Hemoglobin 16.4 

history of heroin addiction prior to admission to 
the methadone progmm and was using an esti­
mated three bags a day (table 2) . 

Laoo1' anit delive1,,!/.-A 2580 gm. male infant 
was born at 38-40 weeks gestation. Labor was in­
duced by amniotomy and delivery accomplished 
vaginally. The 1-minute Apgar score was 9. The 
placenta was grossly normal and the cord had three 
vessels. 

Inf(J!ltt hOS1Jital cou1'se.-Inhnt B was admitted 
to the newborn nursery of Mt. Sinai Hospital on 
May 16, 1910. Tohe baby appeared to be about 38 
weeks gestation by physical and neurologic exami­
nation. About 2 hours after birth the infant had 
ra,pid res~"iI'lltions (65) with concomitant flaring 
and .grunting He was admitted to the pediatric 
special care unit. Chest X-ray w'as suggestive of 
pseudo respiratory distress syndrome; however, 
respirations decreased by 8 hours at which time the 
examination was normal. On May 18, day 3, the 
iHfant appeared jaundiced. Biliru:bin was 11 mg. 
percent and phototherapy was initiated. On day 4, 
Bilirubin was 25 mg. percent with 1.1 direct, 'and 
the infant was exohanged with whole blood. The 
infant tolerated the exchange well; however, the 
Bilirubin persisted at 23-24 mg. percent on the 
following day, and a second exchange with 330 cc. 
of whole blood was done through a supraumbilicn,l 
cutdown. The baby appeared to tolerate the second 
exchange well, was constantly vigorous, and fed 
by mouth. However, an unusual amount of irrita­
bility, characterized by a. persistent shrill cry and 
rigorous thrashing of the arms and legs, was noted 
during the first 4 posttransfusion days. 

The inflUlt was examined on day 11, found to 
be active and alert, feeding and gaining weight 
normally, and was discharged to his home. He has 
thrived without complication since then. 
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Case III 

. Matemal addiotion and ob8tetrio ki8to1'y.-p.a­
tlent C. 'yas n 19-ye~r-old gravida. 2, para 0-0-1-0, 
o posItlVe CaucaSIan female. Her only other 
'l~regnancy ended in a;bortion at 16 'weeks' ges'ta­
tIO~ w'l;eI~ ,tl~e. pfltient was 15 years old. Ait time the 
patIent s IlhCIt drug. use in.cluded methedrille (1 
ounce/week), mescalme, pSIlocybin and cocaine 
She began.,using ~leroin (3 ba;gs/day') and LSD il~ 
the ~rst trImester of her second pregnancy and twas 
admIt~ed to the methad.one program at 22 ,weeks' 
gestatIOn. Near ,temn 'the l)atient had a positive 
V'DRL; however, a later FTA was negative 
(hl-ble 2). 

Labol' Clnd deUvel'y.-A 3015 gm. female infant 
was Iborn at 38 weeks' gestation by spontaneous 

Maternal serum methadone level* 

Infant sprum methadone level 

Infant urille methadone level 

1 

178 ug.% 

210 ug.% 

2 

vaginal delivery. T,he 1-millute Apgar score 'Was 
8. The placenta was grossly normal and the cord 
'l:ad .011ree vess~ls. Microscopic sections 0If placenta,l 
tIssue showed What a;ppeare'd ;to bea mature 
placen1:ia wi~h minor degrees of deO'enerative 
ohange. SectIOlls of umbilical cord sholw~d nOl'mal 
cord structure :Dree from inflammatory change 

lnfa.nt hospital oowwe.-Infant C 'Was admitted 
to the lleWibOl'llllUrsery of St. Paul Ramsey Hospi­
talon June 28, 1D70. P.hysical examinati.on was not 
;-emarkaible and gestrutiona!l age was estimated at 
,39 'Ye~l~s. The neonatal course 'was complicate'dlby 
an HUbal posi,t1ve VDRL. A repeat VDRL d 
FTA' an h . were negatlVe. The infant was kept in ,the 
, ospItal for ~ week and was disoharged as a nor­
mal female miant. No manifestations of with­
drawal were oIbserved. 

Days 

3 4 5 6 7 

116 ug.% 118 ug.% 110 ug.% 80 ug.% 75 ug.% 

h accur *Used thin layer chromatograp y 

Oase IV 
ate to less than 5 ug. %. 

M ate?"lud Obstet1'io hist01,,!/.~Patient D was a 
36-J:'ea~-01d Negro female gravida 4, para 3-0-0-3. 
PatIent Qlad ~ spontaneous rupture .of memibranes 
a~.20. w~eks ll~ her pregnancy and required I.V. 
?lto~11l111du0tlOn and vacuum curetta:ge ibeoause of 
mlr~llnent rubortiQn and eJleva'ted temperature. The 
pfltlent had.'b.een hospitaJlized ,and treated for acute 
p~.elonei~hrItIs ea,~'her in the pregnancy and 
uIl~rulYSIS flit the ,tIme of a'bOl~tion revealed 35-40 
wlute bloodcel[s, ~nd 1 + a~lbumin. No positive 
cultures were dbtallled frohl the uterus or the 
m·ine. 

The &1'088 consisted of a male infant mellsuring 
11 cm. from crown to rump. There did not appear 
to be any congeJ~italalbnol:mali,ty. A 6 om. ul1~bi1i­
cftl cord and sectIOns of all Immature placenta 'were 

. 111so observed. 
l11a,ternaZ addiotion history.-Patient D had 

l~ore ,than a.2-year history 'Of known heroin addic­
hon "precedmg her admission to the methadone 
program. She entered the metha'done program 
sever.al months 'before conceiving her rubOl,ted 'Pre!l'­
nft.ncy and successful blockade was accompilish:d 
llSll1g 12~ mg. liquidmethadolle a day. At albout 
16 weeks 11l ,the ·pregnancy it 'Was decided to l'e'duce 
her methadone dosage iby 10 mg .. weekly decre-

men:ts. in an attempt 'at de'toxification. She was 
recelVlllg 80 mg. a day at the time O'f the a'bortion. 

COMMENTS 

. Evaluation of :the tropic uncleI' study is ma'de 
dIfficult 'both by the series size and SOllle unex­
peoted, c.ompounding varialb1es. Neverthe!less sev­
~ral nndmgs consistent with those of other st~dies 
(3, f' 5) have Dlp.pearecl and answers t.o seveml 

. pertl1le~lt questions more thoroughly elalborate'd. 
PreVIOUS r~ports ,have indicated that narcotic 

(1,20), and, mdeed, mebhadone (8) usaO'e during 
'pregnancy has ibeen associated with ith: delivery 
of low Ibi~th wei&ht inf.ants. Our nndings woul'd 
t~nd to substantIate those observations. Addi­
:tlOnally, the discrepancy between ge::rtational age, 
as calculated ~y the da~e o~ the LMP and physicall 
,a~ld neu!'aloglc exaI~lln~tlOn and the eXlpecte'd 
bI~th weIghts would mdlC'rute thiLt these low ibi'rth 
weIghts were due to more than just early I alb or. 
~erhaps, placental and/or nutritiona~ factors are 
mvolved Qlere. 

~h.e uJbsence of any life ,threatening withdrawal 
acbvItywas a seccind,1inding. This concurs 'wi,th 
re.ports of other neonates conceive'd and delivered 
~Ulder simibr drcumstances (3,5). A.J.though both 
mfant A and B did demonstrate activity consist-
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ent . with a:bstinenc~ symptoms, the 'P~esence of 
other more dbjective patholog! requ.mng tr~at­
ment and complicating the dIag~osls of wIth­
drawal preempted ,treatment fo: wlthdrruwal. The 
l'~I'ationship of metha:done to t1us other ,pabhology 
remains undefined. . . 

The presence of a transiently pOSItIve. VDRL 
in infant 0 rond her mother is a provocative ~nd­
ing. The role of methad?ne a~d/or Ul:ln:o~vn lIver 
disease as a cause of a bIOlogIC false pO.sltlve sero­
logic test for s~phili~, in. this populatIOn, should 
receive further lllvestIgatlOn. ., 

The absence of congenitv..l malformatIOns III the 
three viable infants and in th~ one abor~ed. fetus, 
despite reliable documentatIOn of SIgnIficant 
placental transfer and accumulation of methadone, 
is fin encouraging finding. It should be remem~e~ed 
that the fathers of infants A and B wel'(~ reCelVll1g 
methadone. 

It is our hope to follow these infants to try to 
determine if there are any latent consequences 
associated with the use of methadone in pregnancy. 

SUMMARY 
1. Placental transfer of methadone has been 

shown. 
2. No teratogenic effect of this transfer was 

observed in our four subj ects. 
3. Minimal withdrawal activity, not requiri?g 

medical intervention, was observed in the two 1l1-

fants whose mothers received the highest metha­
done dose during pregnancy. 

Table l.-FEMALE PATIENTS IN METHADONE 
TREATMENT PROGRAM 

!tfi~~~~~!;ff:n~~c;~;~ ~ ~~ ~ ~ ~ ~ ~ ~ ~~ ~ ~ ~ ~ ~ ~~ ~~~ ~ ~ ~ ~~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~~ ~ ~ ~~ ~ ~ ~ Curren!.. _______________________________________________ ---------------
Abortions ______ -- ----- -- ---- ---- ---- ---- -.--.- --- --- ---- -- --. --- -- -----

26 
25 
6 
3 
2 
1 

Table 2.-METHADONE DOSE IN Mg.jDay 

0-12 12-16 17 18 

A 140 mg. QD \70-80 mg. BI D 

~ 

~ B 60-70 BID \70-80 mg. BID 

0.. 

I c 

I D \120 mg. QD 
\ 

110\ 

,able 3.-DATA RELATING TO PREGNANCIES 
METHADONE PROGRAM 

IN THi:. 

Al B I C D 

~:~iy::::::::: :::::::::::::: :::: ~~-O-3 
25 19 36 
1";}-3-2 0-0-1-0 3-0-0-3 

Birth we~ht in grams_ .... ________ 2354 2578 3015 
Estimate gestational age by dates __ 36-38 wks. 38-40 wks. 38 wks. 20 wks. 
Estimated gestational age by exam __ 38 wks. 38 wks. 39 wks. 

NA Infant w!thdrawal symptoms _______ Present Present Absent 

I Husband in methadone program. 
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ABSTINENCE-RELAPSE PATTERNS AMONG HEROIN ADDICTS 
RECEIVING METHADONE TREATMENT ON AN OUTPATIENT BASIS 

William Johnston, B.A., 
Clinical Director, 
The Narcotic Addiction Foundation of British Columbia, 
Vancouver, Canada. 

Hugh R. Williams, B.Se., M.D., 
Research Assistant, 
The Narcotic Addiction FoundatiOn! of British Columbia, 
Vancouver, Canada. 

The Narcotic Addiction Foundation (NAF) of 
British Columbia has been offering prolonged 
methadone treatment to addicts since 1964. During 
this time over 1,000 addicts have been treated with 
methadone maintenance and social counseling. Re­
sults with many of these patients under treatment 
have bMn excellent. In any particular month, with 
an average caseload of 337, between 65 and 70 
percent of patients are working regularly and are 
not using heroin. It has been noted however, that 
many leave after a period of successful treatment 
to return to the use of heroin. Some of these return 
for treatment, while others never come back. 

The NAF had 337 patients on methadone main­
tenance as of January 1, 1970. Table 1 shows the 
retention rate at the end of 3-month periods, along 
with the average age. 

Table 1 

Patient Percent of original Mean 
number group lost in Interim age 

337

1 220 
157 

lan. 1. 1970 ________ • __________________ _ 
Mar. 31,1970 ________________________ ; __ 
lune 30.1970 __________________________ _ 

Sept. 30, 1970 _________________________ _ 128} 

34.7 

18.7 

8.6 

30 
37 
39 

39 

Approximately one-third stopped treatment 
during the first 3 months. In the months that fol­
lowed, the dropout rate was steadily smaller. A 
high percentage of those who stopped treatment 
were in the younger age group. This occurrence 
has always been noted at the N AF. Our experience 

has been that many young addicts still enjoy the 
excitement of the life which addiction produces. 
They apply for treatment to reduce their habit or 
to see what the program is all about. With daily 
urine testing and pickup of medication it becomes 
a drag for many and they drop out. This paper 
proposes to examine the abstinence-relapse pattern 
of a small group of addicts who remained on 
methadone maintenance treatment for over 2 
years. 

PROCEDURE 
Patients were selected for the project who met 

the following criteria: 
1. They must have first come to the Narcotic 

Addiction FOlmdation for treatment on or 
before December 31, 1966. 

2. They must have been in treatment on a metha­
done maintenance program for at least 50 
percent of the time between January 1966 and 
March 1970. 

Forty-nine patients were selected who met the 
above criteria (34 males, 15 females). One-third 
of this group could be diagnosed as having severe 
psychiatric disorders as well as dependency on 
narcotics. Their average age was 45.3 years (range 
28 to 75), and they had been addicted to heroin for 
an average of just over 20 years (range of 2 to 57 
years). The data for this paper were collected 
solely from each patient's file, and the following 
information was obtained: 

1. Basic data (age, sex, marital status, etc.). 
2. Addiction history data. 
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3. Length of time between 1966 and 1970 spent 
in treatment. 

4. Amount of daily methadone prescribed. 
5. Number or relapses to heroin use during their 

time in treatment (a relapse was defined as a 
period or 2 weeks or longer during which the 
patient hr.d dropped rrom treatment volun­
tarily and returned to heroin use) . 

6. Reasons for the reI a pse (s) as stl'.ted by the pa­
tient to the social worker. 

Berore presenting the results, it should be 
pointed out that not all patients in this study 
were receiving blocking doses of methadone. Up 
until 1968, the average amount of methadone pre­
scribed was between 30 and 40 mg. daily. With the 
introduction of the high methadone maintenance 
program in that year, patients were offered levels 
of methadone up to 150 mg. a day for those who 
continued to show heroin in their urine. Only a 
few were tried at levels of 180 mg. daily. It was 
decided that with those who still' used heroin at 
levels of 150 mg. a day of methadone, little would 
be achieved by it10reasing their medication. All 
had stated at that level they got no effect from 
heroin. Their continued use seemed to be related 
to association with users or the ritual of the needle. 

TabJ'3 2 presents inrormation on daily dose or 
methadone ror the 4:9 subjects: 

1. When they began treatment, and 
2. As or March 1970, or their most recent period 

in treatme-.o.t. 

Table 2.-DOSE LEVELS 

Mg./day 

20 30-40 50-60 70-80 90-100 OWlr 100 

Dose when starting treatment. 11 21 
Dose as of March 1970....... 3 15 

2 
12 

The 49 patients received nn average dose or 
44 mg. or methadone per day when they began 
treatment" and were averaging 73 mg. a day as 
or March 1970, or their most recent period in 
treatment. Dosage increased ror most patients, 
either because they were doing poorly in treat­
ment, or because they requested more medication. 
'rhose who remained: at the lower doses were gen­
erally older patients who were doing well in terms 
or drug abuse. 

RESULTS 

Of the 49 patients involved, only eight had no 
relapses in the period under study. Table 3 pre­
sents data on the number of relapses by the number 
of years under study for the 49 subjects. 
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Table 3.-NUMBER OF RELAPSES BY YEARS 
UNDER STUDY 

Years 

Total 

r.o.~~~~~~~~=:=::=::=:==:::::::::::::::::::::::::::: ~ ~ ~ ~ 
~::::::::::::::::::::::::::::::::::::::::::::::::: 1 1 ~ ! 
4... .•..•••..••..•..•••....•..••.....•.••......•.• 0 2 3 5 
5_ •••.••••• _ ••••••••••••••••••••• •·••••••••••••••• 1 1 2 2 
6 •••••••••• _ .•••••••••••• _ •••••••••••••• • •• •• •••• • 0 0 1 2 
7 •••••••• _ ••••••• _ •••••.•••.••••••••• • •••• •••••••• 0 1 1 1 
8.... .....••...........•.......................... 0 0 1 1 
9_ ••••••••••••••••••••••.••••••••••••••.•••••••••• _0 __ 0 ____ _ 

Total. •• .,................................... 3 11 35 49 

The group averaged 2.9 relapses each in the 
period under study, which worked out to 0.79 
relapses per patient-year in treatment, or one 
relapse every 15 months in treatment. The rate 
held the same for both sexes. 

Table 4 shows the relation between age and 
number of relapses for the 49 subjects. 

Table 4.-AGE VS. RELAPSES 

Number in age category •••••••••••••••••.••• 
Total relap~es In category •••••••••••••••••••• 
Averag9 per person ••••••••.•••••..••••••••• 
Average per year In treatmen!.. •••••.••••.••• 

Under 40 40-49 50-59 60t 

14 18 9 8 
U ~ ~ 11 

3.6 3.5 1. 8 1. 4 
1.0 1.00.53 0.34 

Those subjects who were under 50 relapsed about 
once every year, those in their fifties about once 
every 2 years, and those 60 and over about once 
every 3 years. 

'While both males and females relapsed once 
every 15 months on the average, the females tended 
more toward the e::\."tremes in terms of actualnum­
bel' of relapses per person, as table 5 indicates. 

Table 5.-SEX VS. NUMBER OF RELAPSES 

Males ........... 
Females •• _ •••••• 

Total ...... 

None or 1 ~ to 4 5 to 9 
Number Percent Number Percent Number Percent 

11 32.4 
6 40.0 

17 34.7 

18 
3 

21 

52.9 
20.0 

42.9 

5 
6 

11 

14.7 
40.0 

22.4 

Females under 50 averaged one relapse during 
every 10 months of treatment, while females over 
50 averaged one relapse in every 39 months of 
treatment. 

Generally, those who received high d<)ses of 
methadone were doing the poorest in treatment. 
P.atients who abused heroin regularly usually had 
their daily dose of methadone increased. Tahlp. 6 
relates dose level as of March 1970, to the mun· 
bel' or relapses for each subject. 
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Table 6.-DOSE VS. NUMBER OF RELAPSES 

Mg./day 

20-40 50-60 70-90 lOOt 

Num· Per· Num· Per· Num· Per· Num· Per· 
ber cent ber cent ber cent ber cent 

None or 1.. .......... • 12 66.7 25.0 2 40.0 1 5.6 
2t04 ............... 2 11.1 62.5 3 60.0 11 61. 1 
5t09._ ............. 4 22.2 12.5 0 0.0 6 33.3 

Those receiving 30 to 40 mg. relapsed about 
once every 21 months, those receiving 50-90 mg. 
relapsed about once every 19 months, and those 
receiving 100 or more mg. relapsed about once 
every 11 months. 

Correlations between relapse and marital status 
were found. Of the 24 married subjects, 19 had 
addict spouses (the patient sample in this study 
contains two husband-wife pairs). Tab]e '"/ shows 
the relation between relapse rate and marital status 
for the group. 

Table 7.-RELAPSE VS. MARITAL STATUS 

Wldow(er) Nonaddlct Addict Single Divorced 
spouse spouse 

Number In category ......... 4 5 19 13 8 
Total relapses .............. 3 10 60 36 32 
Average relapses per patient. 0.74 2.0 3.2 2.8 4.0 
Months In treatment per 

relapse .................. 60 22 15 15 11 • 

Divorced patients tended to relapse more than 
any other group. PIl.tients whose spouses had elied 
or were nonaddicts relapsed far less frequently 
than did the others. 

Data on reasons given to social workers ror 100 
of the 141 recorded relapses are given in table 8. 

Marital 
problems 

26 

Table S.-REASONS FOR RELAPSE 

Yen for 
heroin 

Job 
problems 

Holiday 
relapse 

4 

Psycho· 
social 

problems 

56 

As the table shows, most of the relapses were 
the result of psycho-social or marital problems 
(82 out of 100). Only seven relapses were directly 
related to a yen for heroin. Psycho·social problems 
included difficulties with the law, friendship prob­
lems, difficulties with welfare agencies, and as­
sociation patterns. The association pattern was 
considered by the treatment staff as the major 
factor for relapse. 

Altogether, 2,148 patient-months were examined, 
432 months of which were spent in relapse to 
heroin use (20.1 percent of the time). The average 
relapse lasted just over 3 months. 

CONCLUSION 

This paper has attempted to point out the oc­
currence or relapses in treatment of patients on 
the methadone maintenance program. Tn our opin­
ion these relapses appear to be due to association 
patterns, boredom aggravated by lack of employ­
ment, and a desire to once more experience the 
effects of heroin. vVe have found in a number of 
our patients that alcohol is sometimes it predi:>­
posing factor in the return to heroin usage. There 
is no question in the effectiveness of the methadone 
program, however, perhaps more must be offered 
than medical and social work intervention ir we 
are to decrease the number of relapses from the 
program. The~'e is also a need for {l. greater effort 
in followup studies for dropouts from the program. 
These stucljes are costly and difficult to do. How­
ever, only by such studies will the long-term effect 
or the methadone program be evaluated. 
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ilL ANCILLARY SERVICES 

THE BERNSTEIN EXPERIMENT 
Harold L. Trigg, M.D. 

The current staffing pattern for the Bernstein 
Institute methadone maintenance t.reatment pro­
gram is rooted in the history of the Bernstein 
Institute's Drug Addiction Service, ·which latter 
service concerns itself primarily with short-term 
detoxification. 

In the process of setting up the Drug Addiction 
Service itself, in the early months of 1961, there 
occurred a rapid realization that staffing with 
psychiatry and other medical specialties, nursing, 
and social service, though perhaps adequate for 
simple pharmacological detoxification, was not 
adequate to covel' other needs. One almost has to 
"entertain" the patient undergoing detoxification 
to assist him through a 2- to 3-·week period of 
hospitalization and to control the number of pre­
mature Sig110Uts against medical advice. 

At that point in 1961, the author was teaching 
in a local graduate school of psychology, and with­
out any previous experience, with a nontraditional 
staffing pattern, selected two graduate students, 
both young men, with no previous experience in 
working with the addict population, and employed 
them in the capacity of general "troubleshooters" 
(officially named "counselors"). Their areas of 
functioning, though broad, did not inclnde tra­
ditional medical and nursing responsibilities, but 
did include snch areas as recreational therapy, issu­
ing of phonograph records and recordplaycl's, de­
fusing difficult relationships between patients 
before any altercation might occur, checking 
locked screens to make sure that locks had not been 
tampered with, and many other details. 

The period of time up to February 1965 might 
be considered a thol'oughly bleak one for any opi-

\: ite addict, since t.he· therapeutic community­
abstinence programs were barely being whispered 
about, and one hardly knew, except through pri­
yate conversat.ions, that Dole and Nyswander were 
doing the initial research a,t Rockefeller Univer­
sity during the year 196'.1: on the high dosage 

, Dole-Nyswandel' methadone maintenance treat­
ment approach as we know it today. After spend-

424-101) 0-71-6 

ing the year 1964 doing the a:forementioned initial 
research, Dole and Nyswander approached the offi­
cials of what is now the Bernstein Instit.ute (tlwn 
Manhattan General Hospit.al) stating that they 
needed space in which the ,york with more patients 
on the embryonic methadone maintenance treat­
ment program. The Bernstein Institute answered 
in the affirmati ve, thus establishing a relationship 
with Dole and Nyswander that has led to what is 
t.oday the largest methadone maintenance treat­
ment program in the world. 

However, going back to February 1965, which 
is tIll' actual beginning of the Bernstein metha­
done maintenance t.reatment program, it was natu­
ral for the parents of the newborn methadone 
program to take meticulous measures to insure the 
growth of their child. I was privileged to have 
many discussions with Drs. Dole and Nyswander 
in those early days-in fact, it was Dr. Nyswander 
who worked so hard with me in launching the 
Drug Addiction Service in 1961. She was, there­
fore, familial' with the staffing patteI'll used on 
the Drug Addiction Service. 

Drs. Dole and Nyswander had brought with 
them from Rockefeller a staff discipline known as 
the research assistant. The research assistant, as 
many of you know, is, by definition, n. former 
hcroin addict who has been under treatment on a 
methadone maintenance treatment program for a 
minhnum of 1 year and who is deemed suitable 
for helping patients make the transitioll from the 
beluwior of the "street. addict" to that of "patient" 
on a medically snpcrviEed and controlled treat­
ment program. Howevcr, during the early days 
ancJmont.hs, one of course could not have the more 
refined and, at t.he same t.ime, relaxed view of 
today as to t.he role of t.he resea,rch assistant. One 
had no clear idea in those days as to the extent 
of the strength of the research assistant and 
whether one was simply being burdensome in ask­
ing the research assistant to undertake certain 
work with pat.ients. In view of many such Ullce.r­
tainties, we reached a decision to int.roduce the 
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category of staff referred to as counselor on the 
Drug Addiction Service. 

Counselors, in this context, are, by and large, 
relatively young people, most of whom have a 
bachelor's degree in one of the behaviora~ sciences. 
In order ,to effect a smooth relationship ibetween 
these two disciplines (i.e., counselors and research 
assistants), it became necessary to calTe out 'Some 
areas of responsibilities. One of t~le things agreed 
upon at the. YCl'y outset, for example, was that 
only the research assistants would speak to pa­
,tients nbout contaminated urine specime.ns in ,the. 
first 6 weeks of hospitaliz>ation. It was out opinion, 
at !that time. (an'd still continues to be mille) ,that 
only .tIle research assistant, by virtue of his own 
expe.riellce, had enough finesse to speak to such 
patiel1'ts, during ,this early phase, wit~lOut having 
the ,patients heighten the.ir security o'perations and 
isolation rtechniques. In the eal'ly days, I might 
add, counse;lorswel'e viewed 'as staff melIrbN's who 
could keep the ,patient launched once the research 
assistallt got ,the patient off the ground. After 6 
years, we now know that the latter c1istinotion does 
not seem to be warranted. "What seems ,to me. to be. 
true is, that although ,the research assistant seems 
to be the. most 'potent vehide. for launching the 
patient, once. the. research assistant reany settles 
into the. program, he often becomes as "square" as 
someone who has never used heroin and can be.­
come. as effective with advanced patients 'as any 
other 'category of staff. In Phase II, primarily, the 
distinction ibetween Ule counselor and the research 
assistant in their day-to-day functioning has 
undergone considera!ble Iblurring over the years, 
and it seems to me, all for the good. 

The social service component O'f the Bernstein 
metha'done ,program 'hus undergone consideralble 
change over the years, in vimv ()1f the fact that all 
staff members, regardless of professiona~ dis­
cipline, function more generically than otherwise­
each staff member being expected ,to' ,provide as 
wide a range of sel'\'ices for his patients as is 'pos-

sible within the limits of skiU and legalli:ty; chiefs 
of the various disciplines are functioning pri­
marily as resource people. 

The vocatiO'nal rehwbilitationcomponent of the 
Bernstein methadone program, which had con­
siderable difficulty getting off the ground, has been 
an invalualble Iprogram component for the ~past 
couple of years. Our patients are now a:b~e to avail 
themselYes of special vocational myd educa,tiona:l 
training programs which were previously not open 
to them jor, if open to them, really did not under­
stand the needs olf an individual who had spent 
many years of hi~ life using heroin, but who was 
llOW on methadone maintenance and had a differ­
ent set of nee'ds. Many new jdb areas have been 
opened. 

In terms of the internal medical, obstetrical, 
gynecological, ,pedi'a:triccomponents and the 
ancillary services O'f the Bernstein mebhadone 
maintenance trewtment program, there are three 
ex'perts ,to cover those areas in more detaill, later 
this morning. I would sinrply like to note, at this 
point, bhat ,ve take great pride in these speciwlty 
services and hope to be 'wble ,to expand them, not 
only to be able to provide continuity of services 
within the sn,lne medical center setting, but in 
order to enwble us to do fln~ther evaluation and 
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research for many years to come. \j 
Having been asked repeatedly for the staffing jl 

pattern for a Phase II methadone outpa- 'I 
tient clinic, the following is 'based O'n a census of "+ 
u;pprorxillflla!ely 100 PI ~tiC1:tS : ",! 

1- a -t11ne 'psyc lla:trlst i! 
Half-time administrative support '[ 

f!', 2 full-time counsellors 
2 furl-time research assistants i! 

:{ 
Quarter-time vocational re'halbHitation coun- i i 

s~llor i,ll 
2 full-tim(\ nurses !I ::~~;:: :c::.;;r1m' l' 

ANCILLARY SERVICES IN METHADONE TREATMENT: 
THE BEDFORD-STUYVESANT EXPERIENCE 
Beny J. Primm, M.D. 

The Bec1:ford-Stuyyesant experience has been a 
ha1'l'owing, fl'ush'ating, and thoroughly rewarding 
(\x!perience for me at this time. 'What Dr. Trigg has 
sRid is indeed true. I don~t know now, when I 
look hack, why I really took the assignment, be­
cause it wus fraught with so many difficulties and 
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frustrating pwtterns. There we're three. things, 
though, that I think were gleaned out of the 
BecHord-Stuyyesant experience that I could share 
w~th you. One of them is the political part of start­
ing a program in an a.rea where you are not nec­
essarily welcO'me in the first place. The ar~a itself 

was rather hostile to methadone maintenance. Peo­
ple there decided that I was the black man whO' 
had been chosen by the white man to deliver the 
,,-hi:te man's poison to that community, which sort 
of l1.lienatecl me completely from the segment of 
the populoatioll that I had been identified with in 
the past. The ~l1edical community did not know 
w'hat my feelings were about l1lethadone as a 
1l10dalilty of treartment. They, too, were somewhat 
reluctant when they heard that Dr. Beny Primm 
was going to take on the task of the Addiction 
Resem'ch 'and Trea'tment Corpol'!I;biO'n. 

Politically, I was in something of a no-man's 
land, and this no-man's land included the com­
munity. n has welcomed us after 1 year. The 
medical community has presently laid ont a wel­
coming carpet for me, and that's probably why 
I'm here today delivering to yon some of those 
(',xperiences. This is heartening. ·With the encour­
agement of Dr. Dole and Dr. T'aylor, visiting 
from Phila'Clelphia, we instituted in the pharma­
cological pOl'tion of our program technicians 
rather than nurses, which has helped us con­
siderably in cutting down on expenses and, of 
course, in rendering a. much better service. I 
have been enco''''~'Xed as well by Dr. Lowinson's 
regular telephoLu communications and, of course, 
Dr. Nyswlludel"s warm greetings and well wishes 
yesterday . .Also heartening has beE'n my contact 
with Dr .• Taffe, whom I visited in Chicago, who 
helped·me rid myself of many frustrations, and 
whom I later saw in Snn Diego, where he shared 
with me a number of experiences that guided us 
a. little botter. 

The LeX'ington experience, which no program 
director should exclude from his agenda, was also 
invaluable. And I mention all of these because 
initially I had not realizect that all of these were 
important for the success of the program. The 
exchange of ideas among professionals is the most 
important aspect of starting a methadone main­
t('n:ancc program and making it functiion adC'­
quartely. I think the lesson tlmt is gleaned, the 
political lesson that is, ont of the Bedford­
Stuyvesant experience, is that we must not allow 
the politicians, the oft-times sensational news 
media, nor a frightened socit'iy and cyen petty 
jealousies, to make us look, act, or seem like 
enemies-espeoially (>nemies- of the community. 
,Ye !l;re togeth('r for a common cause: Curing 
addiction. 

Administratiyely it is an area where it is most 
diffioult to rnna program of such ('normons design 
as we have a:t the Addiction Research and Treat­
ment Corporation. I cannot go piece by piece 
on the administrative chart to show you just W'lm,t 
haPPl'l1s but we s('t the program up in a corporate 

manner, as seen on the lighted board to your 
right-during intermission :fou can go there and 
see how the program is set up in an acb11'inistra­
tive fashion. IVe had to go out and canvass in­
dustry for the kind of individual who would be 
a good administrative director, who would be wel­
comed by the community, and who had the skills 
to coordinate all the disciplines that you sec listed 
on that board. 

1Ve Ira ve extramural based research and eval ua­
tion teams. The Harvard Law School for the 
Betterment of Criminal J nstice does criminal 
evaluation; the Yale Medical School cloes our 
medical evaluation; and the Colum:bia School of 
Sooial IVork does our social evaluation. These in­
stitutions determine the kind of impact we have 
in these three areas in tIl(' community in which wc 
are locu;ted. This ongoing research and evaluation 
is mtllet· uniqne to .ARTC. IVe receive continual 
feedback from these institutions r('garding their 
areas of concern so that we can change our pro­
gram structure as t11e program ('volves in order 
to be more l11l'aningful to the patient population 
that we are serving. There are weekly meetings 
with the Board of Directors of ARTC to keep 
them abreast of deyelopments so that if we have 
any difficulty in s('curing funds 01' problems in 
locating propCl'ty-mld the many, many other 
problems that I know all of you are faced with­
they can be of assistance to us in getting these 
things done. So it is n. very C'ool'dinated effort, 
working together to deliver the service. 

The delivery of allC'i1lUl'Y selTices requires dedi­
cated, compassionate, c('rtif1oated professionals 
from all disC'iplines. Theil' skills must be finely 
coordinated and thpir departments interrelated. 
Tht' program's administrative director has this 
sensitin> task. HC' must crC'ate and dirt'd system;') 
of communication between departments to c1('­
liver these aneillal'v sel'viees ('ll'C'C'tiYelv. 

lYe haye tl I)rp!;rtmC'nt of Pl'('\'rntion and Edu­
cation, which thr ('0l11munity rC'ally had dirC' need 

,for !tnc1rrql1estrc1. This department communicates 
with ('YCl'y dC'partlllent, fC'eding back gathel'c<l in­
formation frolll the t'ommunity, i.e., how t1ll'Y wer(' 
)'('C'eived, etc>. 

lYe ha \'C' It Department of .r ob Deyclopment, 
where "'C' go out to sensith'C' industry to take on 
addicts who haw been l·ehabilitnted. lYe help the 
medical professional who works in that industrial 
C'omplC'x with problems that he might face in the 
industry when trt'atinp; an employee who might 
he addicted to drugs. IVe follow that individual 
,,,hile 11(' is working with voC'ational counse,1ing, 
{'onstnntIy talking back and forth with the medical 
c1rpartment wh('1'('. hc is working. 
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Let's take the other areas, such ,as social service, 
which is in constant communication with job de­
velopment. "When program participants !\,re not 
doing well in their family situation, the job devel­
opment people know about it. "Ve hay\! a combined 
counselor-therapist. Rather than have the thera.pist 
outside the arm1!\, of social services, or the counselor 
outside social services, we luwe 'Combined these 
two job slots. And the counselor and the therapist 
work together, so that the patient cannot manipu­
late two people, one person against the other, with 
the manipUlative attitude that addicts often have. 

The medical department is rather unique, in 
that we deliver the kind of care from head to toe 
that you would see in Ilny major private medical 
clinic. But what is particularly unique about 
ARTC is the entire podiatric medical care and, 
or course, full-time dental care on all outpatient 
basis. 

The podiatric medical care takes place right at 
ARTC, on the spot. Bert Brown made [tll interest­
ing observation when he came to visit ARTC and 
went to It local barbershop in om area to get a 
haircut. The barbel' sn,id to him that addicts haye 
a tremendous "milage" problem, because they are 
constantly "chasing the horse." Therefore, they 
have very, "cry bad feet, and he wondered how 
they even continue to do this. 8'0, when Bert came 
over that morning, he was going to suggest to me 
that maybe we should ll!tve a podiatrist to take 
care of the addicts' 'reet. 'Well, r told him we had 
a. p'odiatrist working there fol' the last year. And, 
we also havo the senior students of the M. J. Lewi 
Conege or Podiatry, who come on a daily basis 
to take oare of the simple foot problems. If there 
arc operative problems or the feet, we send them 
to the College of Podiatry. This has a tenclency 
to make the addicted individual feel that we are 
concerned with treating him as a whole, and not 
just with his problem of addiction. MRny of them 
C0111(" in with reot that arc filthy, and our podiatry 
students show them how to 'care for them, teach 
them propC'r hygiene, and geneml1y dignify their 
medical oare. The other day we had a telcwision 
perfol'mance on the relationship of podiatry to It 

narcotics treatment program. 
",V'e have, a legal sC'rvice that employs two full­

time la, wyers. In this system we have t,ake]l one 
patient who was at the Bronx State Hospihtl, who 
was on their mC'thndol1e progl'Um, and who was 
known as a "jailhouse lawyer." "'V' e cltH him a 
Legal Advocate. He works constantly in tbis ca­
pacity, relie,ving our two lawyers or a gl'eltt delll 
of their responsibility. He is doing considt'l'llbly 
well. ""TO Iu'e thinking of 'Creating an addition",l 
position in this department when we nxpanc1 to 
the Bl'onx. 
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"'V' e started a Therapeutic CommunitY-'we now 
luwe two-ror our most incorrigible patients. A 
patient becomes incorrigible at ARTC when he 
fails to respond, after many trials, to the rules 
and regUlations we have established. Presently we 
have I\, dropout rate that is very, very small. 'We 
have lost only about 27 out or a total or 577 that 
we have on the progmll1. This is because we reel 
that we should measure our program's success b~7 
how well the most incol'1'igible patient does on the 
program. The Therapeutic Community was es­
t!ablished after consultation with our research and 
evaluation team and executive staff. The Thera­
peutic Community concept in an outpatient meth­
adone maintenance program 'Nas copied after 
Jerry Jaffe's in Chicago. vVe presently have 18 peo­
ple in our therapeutic community. If they don't do 
well there, we do not dismiss them rrom the pro­
gmm. ",V'e may suspend them for a period of 3 
months, or 6 months, until their attitude becomes 
a little bit better 01' theyJre more positively mo­
tivated. W'e then take them back on the program, 
to try to let them function again. 

There is a great deal of difference !between a 
program that is located in an area such as Bed­
ford-Stuyvesant and 'a progmm located, let's say, 
in midtown or lower Manhattan. There, in Bed­
ford-Stuyvesant, I consider wh!Lt Iwe h!Lve a very 
naturall Jaboratol'Y. R,ight next door to my build­
ing is the biggest dope drop in Brooldyn. And 
people can walk out of my bui[ding and ,walk Tight 
next door and "cop." For eX!ample, across the stre,et 
is a;lso 'a ibig dop(} drop. r have done my damnedest 
to 'try 'and get ithe responsible authorities to come 
into tthe area and close these 'peop1e up. It is im­
possible. They can',t find the drugs within these 
;two places of business, so they can',t do anything 
rubou-t iit. 

This makes program success a limited program 
success. It creates an abstinence barrier for people 
on the :program. Oft-times they have nowhere :to 
go,and addicts who are not on the 'program con­
gregato outside or :the building. An'd the kind of 
peel' pressure ,that takes ,place when an individual 
walks outside or the building mailms it very diffi­
curt:to look for ,the kind of success you might ~ook 
for everyw'here else. 

r propose ,to this CiOnrerence that wllen you run 
into tJhat kind 0'£ srtmlition, e.g., :w'hen the program 
is Uocruted in 'a natural lulb oratory , ,that you should 
not usc the same yardstick to measure a program 
as you ,would a program in another situation. Be­
cause you can't look for the same kind of success 
rate, and ifihe 'pa'tients arc -indeed more incorrig1b1e. 

There are 'a number of gleanings from the Bed­
ford-Stuyvesant eX'perience. 'On Ithe basis of them 
r would like to recommend to this body that a re8-

olution come rrom this Conference that gives a 
carte blanche for program directors to communi­
cate effectively. Thalt is, whenever they have a 
l)rdblem 01' are in need of information from an­
other ,program. This communioation should be ,wel­
comed-whether the program is located in New 
York or whether it is in 'Cruliro1'llia. 

You wou'ld be sUl~prised rut how mu~h lack of 
confidence r Jlad rwllen r saw certain things with 
people using iHicit drugs in the program, after 
they were properly bloclmded. I did not believe 
wh!lit I saw. I had subscribed to certain theories in 
going into!\. modality Hke methadone l~aintenance. 
I felt that once you ibloclmded a patIent, the pa­
tient did not need drugs anymore. 'rhis is not 
always 'true. IWcit drug use was seen everyday, and 
I was terri'bly ::rustl'!l:ted. vVhen r ,talked wi,th Dr. 
Jaffee an'd ,people throughout the country, 'par­
ticula,rly the 'people in Lexington, they reassured 
me that ,this does oceur. "V1hell patients come on 
!L 'Program initiaHy, especiaQly an outpatient 
methadone -maintenance program, ~5 percent use 
illicit ch'ugs, 20'percent clrop out inithillly, another 
20 to 30 percent continue to be pOOl' program per­
formers. They reassured-me tha't these were statis­
tics simil'!Ll' to theirowll and not to be frustrated. 
This inrormation call only come rrom other expe­
rienced investigators. r think this is a most im­
portant factor: ",V'hen programs are designed, 
provisions should be made ror the technical assist­
ants capable of communicating that kind or 
experience from one program to another. For ex-

ample j r think funding should include a position 
or this sort. 

"Ve must design a new yardstick to measure a 
program's eff~~cti veness and success in a natuml 
lalboratory setting, i.e., drug assessment is different 
in an asimilar milieu, i,t is different in a different 
arnlbiance. A ch'ug's effect is different [when admin­
istered ina Taj Mahallike Columbia Pl'esbyteri.an 
than a storefront in the South Bronx or Bedford­
Stuyvesant. The kind or aura thrt, surrounds a 
Taj Mahal-the coiumns, the organized efficiency 
and order in the w'ay things 'M'e done-11ave a 
tendency of predispose to good 'program perform­
ance bya participant in that program. A goo'd deal 
of the success of a 'progra.m depends upon the 
director, ie., whether he is Mack 01' ibrolwll 01' 
white, professional or nonproressional. In the cli­
mate today, the black director has to !LnSwer to 
the community on a one-to-one equal basis. He is 
conrronted, threatened, mld often insul,ted. The 
white program director is rarely if ever ap­
proached by the black community rebel on a one­
to-one basis. I doubt seriously if Dr. Dole has 
ever 'been conironte'd as r have in the Bedfo,rd­
Stuyvesant community. My lire· has bcen con­
stantly threatened race to face, i.e., "We are going 
.to cut your head off," ""Ve are going to iblow up 
your cal', etc. Programs outside or communities 
like Bedford-Stuyvesant arc very insulated, and 
of course a different yardstick should 'be designed 
by a forum like this to measure that program's 
effectiveness. 

COMPARATIVE STUDY OF THREE GROUPS OF PATIENTS AT THE 
BRONX STATE HOSPITAL METHADONE MAINTENANCE PROGRAM 

Beatrice Berle, M.D. 
and 
Joyce Lowinson, M.D. 

The methadone maintenance program located 
wt Bronx State Hospital has been in opera.tion 
since December 10, 1968. At the time of writing, 
it consists or [tll inpatient faciHty (capacity 28 
beds), three outpatient departments (OPD's) at 
Bronx State and I..Iinc01n HospitJals and a recently 
established residential therapeutic community. 
The program is being expandecY through a grant 
from the Ne'w York State NnrcoticAddicti'On Con­
trol Commission (NACC) to the Alber,t Einstein 
College of Mecl!icine (AECOM). 

Tho expanding program will be financed 
throngh the AECOM grant. It is expected to take 

('arc of some 2,000 patients residing in the Bronx. 
UncleI' terms or the grant, the Albert Einstein 
College of Medicine will (loordinate the programs 
at nine Brollx hospitals, including Bronx Siooke, 
Montefiore, Morrisania, Jacobi, Soundview­
Throgs Neck Community Mental Health Center, 
Linco]n, Lincoln Community Mental Health Cen­
ter, Fordham, and Misericordia. These facilities 
will be responsible for the medical care whioh 
these patients require as well as ror the manage­
ment or the methadone maintenance program with 
supportive se·l'yices. 'rho method's developed by 
Dole and Nyswandel' (1) will be followed in the 
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Hew OPD's according to the protocol established 
by the methadone maintenance program rut Bronx 
Rtate Hospital. 

The following rC'port deals with 125 patients 
select;ecl from 335 patients at the Bronx State Hos­
pita] methadone ma'intenance program. as of Octo­
hC'r 30, lD70. No distinction has heen made hetween 
patients stabilized in the hospital and those 
stabilized on an ambulwtory basis. Patients at the 
Lillcoln Hospital OPD arc not included. Three 

groups will be discllssed ; 

Table I.-NUMBER OF MONTHS BETWEEN ADMISSION 
AND DISCHARGE FOR 54 BRONX STATE PATIENTS 
WHO WERE DISCHARGED FROM THE PROGRAM 

N=54 Months 

~ean number of months between admission and discharge ••••.••••••••• _. 5.5 
Ma~e"""ti"'f"'"'Ii''-''''''''''''''''''''''''''''''''''''''''''' 0-24 elan num er 0 mont s ........................... _ ..... _........... 4 

Note.-Pa(ient~ (31 percent) were dIscharged after 1 month or less on the program. 

N =335 Number Percent 

Group f The dlscharged................................. 54 16 
Group II The nearly discharged.......................... 36 1\ 
Group III Successful patients ........................ _.... 35 10 

Group I are those patients who have been dis­
charged from the program. Group II consists of 
those patients whose behavior and lack of progress 
would hrwe made discharge mandatory in a less 
flexible program. For purposes of this discussion, 
the succ,essful patients (group III) nre defined as 
follows: 

(n) Ono year Oil the progrnm with Ol1re-a-week 
pickup of medication. 

(b) Stendy employment verified by monthly 
inspection of pny stubs. 

(e) Stable home. 
(c1) No Ilscel'tainnble drug use nfter first 2 

months on progrnm as determined by oh­
selTatioll, urinalysis, patient.'s own state­
ment. 

'We hope to answer the follo'whlg questions 
through an examination of demographic data on 
admission in lt1] three gl'onps find ('omparil1O' rea­
sons :for dischargC' or neal' dise-harge in gro~lPS T 
anrl II. 

1. Gan patients in gronp III be identified upon 
admission? 

2. Why is one·rat-ient who breaks the rules dis­
charged while another may be retained? 

3. How can the number of discharges be 
reduced? 

Both a more libel'lll admission policy and a more 
flexible discharge. poliey than those enforced Oil 
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some other programs were in opemtion at Bronx 
State. Patients were admitted at the age of 18 with 
a 2-year history of heroin addiction. Applicants 
with a history of diagnosed 1l11.mtal diBease, arno­
t,ional instahilit.y, Or mixed addiction were not 
necessa.rily excluded. P'atients manifest.in 0' dis­
rnptive behavior, drug n:buse, and ,apparer:t lack 
of progress were frequently given another chance 
hefore being finally diseharged. 

In an attempt to particularize the reasons for 
discharge, the following list was devised: 

1. iVo progrcss.-H -after a period of 3 or 4 
months, an individual continues to use heroin ')1' 

other drugs intermittently, maintains a. druer 
oriented attitude toward lif0 and appears to hav~ 
made no attempt. to secure a job, he may be dis­
chargedllnder the he'Hling of "No Progress." This 
is usually associated with other reasons. 

2. Di,~l'llptil'(! be/l(wiol'.-This is defined as 
creating disruption on the ward, on t.he hospital 
grounds, in the OPT) 01' in a public place where 
t·he disruptive individual may try to involve other 
pat.ients, i.e.: Bowling Idley, m~vie t.heater. This 
mn.y inyolve. physical and verbal abuse of staff. 

3. Alcolw7i.~m.-Appeflring frequently a.nc1 ob­
viously intoxicated at the OPD. Lack of response 
to attempts to treat this condition. 

4. Selling drugs, 7'eSllltin,rJ in rm'est.-This is 
self-explanatory. 

5. BringiJlg rlrug8 on ward OJ' OPD.-This is 
self-explanatory. 

6. (!7'iminal be7uwiol' (e.g. assault, rohbery, 
homicide) resulting in arrest. 

1. Sdf-disclwl'ge.-Indh'ichmls ,,,ho failed to 
report for medication for 8 days without aclequflt€ 
explanation were ('.onsidered to have detoxified and 
discharged themselYes. 

8. Phycho-8oNa7 pathology beyol1(l tl1el'eaoh of 
thi.'J pl'ogmm.-This includes individuals who ap­
pear to require intensive phychiatrie care as in­
patients or out'patients but for whom such care iB 
not. avai1ablc. They also include individuals whose 
pel'sonal1ives have been so disrupted, due to their 
past drug history, criminal activities and persollal 
handicaps, that the services existing within the 
program are not. sufficient to provide l'ehabilita­
tiOll. Incidentally, these people are known among 
professionals tlS the multiproblem patients. They 
become l11ultipie.ageney prohlems on whom many 
nll1n-hours may be spent, alas, to no avail. 

D. j]jiwecl addioUon.-This is self-explanatory. 
In reviewing the elise harged and the nearly dis­

charged, \YO note first that 31 pel' cent of the pa­
tients were discharged before 1 month on the 
program. This category includes individuals dis-

, charged immediately for bringing clt'ugs on the 
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Wl1l'd. Among early discharges we find individuals 
admitted at the reqnest of a hOllsemate, (re]athre, I spouse, friend) already on the program. 'rhe in-

f dividnal thus coerced hy a relative or friend OIl 

the program frequently t.urns out not to be willing 
or able to cOl11mit himself to the program. At the 
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same time, the .24-month range indicates thnt a 
num:bel' 0:£ patients were carried as nearly cBs­
chl1rgecl for a considerable period of time. 'We can 
produce the record of a male patient on whom the 
therapeutic efforts of the staff individually and 
collectively were expended for the 24 months with 
little progress. During his third admission to the 
ward, he went out ona pass and was an'ested for 
possession of drugs. This incident led to his final 
discharge. To try to estahlish a statistically sig­
nificant difference between t.he reasons for dis­
charge and nearly discharged ,,,ould be stTetching 
the elata. These are clinical obsenations. Looking 
at tl1ble 2, one can infer that the progl'am does not 
tolerate drug traffic, is not equipped to deal with 
severe and persistent phycho-social pathology, ex­
pects a degree of progress, endeavors to deal with 
alcoholism, disruptiye behavior, and mixed [ld­
dictions (table 2). 

Table 2 

Discharges Near discharges 
Reasons fQr discharge or near discharge ....... N=54 Percent N=36 Percent 

No progress ............... _._.............. 17 32 8 22 
Disruptive be,havlor ......................... 7 13 13 36 
Alcoholism................................. 6 11 8 22 
Selling drugs resulting In arrest .. __ ...... .... 14 27 1 3 
Brln~lng drugs on ward or OPD............... 4 8 6 17 
Criminal bohavlor........................... 7 13 5 14 
Self ................ _...................... 2 4 0 0 
Moved .. __ ......... _ ..... _................ 6 11 0 0 
Psycho· or soclopathology .. _................ 16 30 8 22 
Mixed addictions........................... 9 17 10 28 ---_._----

TotaL ............... _ •••• _........... 87 ......... 58 .... _ .. .. 
(An averag~ of 

(An average of 1.6 reasons per 
1.6 per discharge) near discharge) 

Table 2A 

Multiple reasons 

~ ~::~~~s:==::::::::: :::::: ::::::: ::: :::::: 
3 reasons ........... _ .................... .. 

N =54 Percent N ",35 Percent 

30 
20 
4 

55 
37 
8 

17 
13 
5 

49 
37 
14 

Tolal ....... _......................... 54 ...... _.. 35 ........ . 

The d1lscharged and nearly discharged fre­
quently merge i11'to en.cIt other. Eight of the dis­
charged 'wer('. readmitted. Six are making 
satisfactory progress, two have been dischal'ged 
after re'admission (table 3). 

In a clinical review ot the nearly discharged, 
we can pick out a number of patients who may 
soon fall into group I. Others for whom discharge 
orde,!'s were written 6 months ago and retracted at 
the last minute are doing well. 

Table 3 

Dispositions on discharges 

Transferred ............................................... . 
Transferre~ to other agency ................................. . 

k~~~~1Ir;a~::::: :::: :::::: :::::: :::::::::::::::::::::::::: 
Discharged after readmissIon ............................... .. 

N = 16 percent 

2 
o 
4 
8 
2 

13 o 
25 
50 
13 

N =54 Percont I 

Unknown.................................................. 18 34 
No data....................................... ............ 20 38 

I "Unknown" and "no data" responses have been eXcluded from the percentages 
but their percentage of the total is shown. 

At present, we hlwe only clinical impressions as 
to the c.ircumstances which may intervene in favor 
or aga.illst a patient neal' discharge. ThesB nre 
listed in the hope that a more systematic. evaluation 
or these fr\.ctors will be made in the Iutme. 

1. 1'7te tlwmpeutic ul'ge.-A staff member may 
he challenged by the difficulties encountered with 
u. particular patient. whom others have failed to 
reach. The new approach mayor may not sncceed. 
As far as we know there is no yardstick to measure 
reasons fot' success 01' failure in 11, particular per­
sonal endeavor of this sort. 'While staff are en­
cOl1l'aged to "try their hancl." the physician must 
set a time limit for the eXl)el'iment as a counselor 
should not spend DO percent of his time on one 
pat.ient, neglecting the other 30. 

2. Life (fi1,c1t1l1.~tan(}(!8.-A lucky 01' unlucky 
break in a joh or family situntion may tip t.he bal­
ance either way in the marginal patient. 

3. A slIppm·ting family 01' cmploYeJ' mn,y help 
to rehabilitate a patient a,t a critical moment. 

4. Patient intel'l'entioll.-0n the ward, a group 
of patients may intercede for a patient. ahout. to be 
c1ischn.rged and carry him through 11, c.risis. On the 
other hanel, a. patient dealing in drugs may corrupt 
ll, marginal patient leading to the discharge of 
both. 

Since the dischaTged and neady dischnrged be­
come clinically indistinguishable at u. time of crisis 
.on the program, how do they dift'e.r from each ot.her 
nnd from the successful patient on admission? 
Ba~ic data colleded on the three groups on ad­

mission and proces."ec1 t.hrough Rocke.feller Uni­
yersity are shown in table 'b. 

The three g'roups are similal' in age, ycars on 
drugs, age wl{en addicted. A greater proportion of 
white ml1.1es are found in group III thun in either 
of the other two groups. :lVIllrriage is reported as 
highest in gronp I but the quality or ma.rriage is 
nol' estimated. The noteworthy ya.riahles ll1U.y be 

. snmmnrizecl as follows: In thG Bronx State Hos­
pital program, as eonstituted n,t present, the appli­
cant most likely to Sllcreec1 is white, isor is not-mar­
ried, has a high school education or better, is mol'C 
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Table 4.-BASIC DATA-PREADMISSION 1 

Variable Discharged Nearly discharged Doing well 

1'1=54 Percent 1'1=36 Percent 1'1=35 Percent 

Sex: 
47 87 30 83 33 94 Male ................... 

Female .................. 7 13 6 17 2 6 
Ethnlclty: 

12 22 10 27 4 12 Black ................... • 
White ................... 35 65 19 53 25 71 
Puerto Rican ............. 7 13 5 14 6 17 
Oiher .................... 0 0 1 3 0 0 
No Information ........... 0 0 1 3 0 0 

1'1=54 1'1=36 1'1=33 

Age (years): 
32 30 29 Median .................. 

Range ................... 21-50 25-48 27-49 

1'1=54 1'1=16 1'1=21 

Longest lob held (mdnths): 
16 18 21 Median .................. 

Range ................... 0-72 0-120 4-60 

1'1=54 Per· 1'1=36 Per· 1'1=35 Per· 
cent cent cent 

Ma rita I status: 
15 28 17 47 13 37 Single ................... 

Married .................. 32 59 14 39 16 46 
Separated ................ 4 7 4 11 5 14 
Divorced ................. 2 4 1 3 1 3 
Common·law ............. 1 2 0 0 0 0 
No Information ........... 0 0 0 0 0 0 

Education: 
2 4 1 3 1 3 Grades 1-7 ............... 

Grades B ................. 3 5 3 9 2 6 
Some high school ......... 39 72 12 35 12 3B 
High school graduate ...... 9 17 15 44 11 34 
Some college ............. 1 2 3 9 6 19 
College graduate .......... 0 0 0 0 0 0 
Other .................... 0 0 0 0 0 0 
No Information ........... 0 0 2 6 3 9 

Vocation: 
26 50 5 14 7 21 . Laborer .................. 

Semiskilled .............. B 15 9 25 7 21 
Skilled .................. 6 12 7 19 2 6 
ClerlcaL. ................ B 15 7 19 7 21 
Professional .............. 1 2 0 0 3 9 
Sales .................... 1 2 3 B 1 3 
Other .................... 2 4 6 16 6 6 
None .................... 0 0 1 . ~ 1 3 
No Information ........... 2 4 1 1 3 

1'1=54 1'1=17 1'1=14 

Months since last Job: 
13 10 12 Median .................. 

Mean .................... 22.4 19.7 12.4 
Range ................... 1-60 3·60 2-60 

1'1=54 N=35 1'1=34 

Age when addicted: 
17.5 IB.5 IB Median .................. 

Mean .................... 20. a 18.2 19.2 
Range ................... 12-30 13·27 14-30 

1'1=54 1'1=34 1'1=34 

Number 01 criminal ~onvlctions: 
Median .................. 6 5 3 
Mean .................... ' 8.4 6.7 3.0 
Range ...... ., ........... 0-30 0-30 0-22 

1'1 .. 54 1'1=34 1'1=33 

Number of times In treatms"! 
for addiction: 

2.5 2 1 Median .................. 
Moan .................... 3.5 2. B 2.2 
Range ................... 0-2~ 0-10 0-20 

Ii 
,< 1'1 =54 Percent 1'1=36 Percent 1'1=35 Percent 

Worll history: 
3 6 1 3 0 0 Nevor worked ............ 

Workl':f now ............. 4 11 7 21 17 49 
Worke In pas!.. ......... 44 86 25 76 18 51 
No Information ........... 3 e, j 8 0 0 

Welfaro: 
14 27 8 25 4 11 On now ................. 

On previously ............ 24 46 13 40 9 26 
Nevoron ................ 14 . 27 11 35 22 63 
No Information ........... ,2 4 4 9 0 0 

I "No Information" rosponses have beon excluded from the percentagos. 
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a,pt to be laborer, clerical, or semiskilled worker, is 
currently employed, has never been on welfare, has 
become addicted between the ages of 14 and 30, hns 
a median of three criminal convictions before com­
ing on the program, and a median of one previous 
ll'eatment for drug albuse. Previous residence in a 
therapeutic community is in his favor. Five of the 
success:ful patients had spent time in a therapeutic 
community. 

In groups I and II, there is a greater proportion 
of females and blacks. The same proportion of 
Puel'w Ricans is iound in all groups. Only one 
member of group I had some college experience al­
though nine claimed some college in group II. The 
proportion of laborers (50 percent is greatest in 
group I. The median number of previous criminal 
convictions in group I is double that in group III, 
as is the number of previous treatment.s for drug 
abuse. One quarter of l)atients in group I were 
receiving welfare at the time of admission. Only 
6 percent of group I were working and 3 percent 
of group II. 

CONCLUSION 

1. Groups I and II present many similarities 
in reasons recorded for discharge and nearly 
discharged. 

2. Group III at time of admission present a 
number of notewort.hy differences in demographic 
variables compared to group I and II. Patients in 
group III are be,tter educated, possess more skills, 
have a history of continuing employment, fewer 
criminal convictions, fewer treatment failures than 
their eOlUlterparts in group I or II. . 

RECOMMENDATIONS 

1. Criteria need be estabHshed for selection of 
potential group III patients for rapid induction 
centers where supportive sm-vices are minimal. 

2. Special rehabilitative services for group I 
and group II patients should be instituted as soon 
as possible after admission. These should include: 

(a) A therapeutic community (eight of our 
'nearly discharged patienb have been 
selected for this experiment). 

(b) Dispensing of methadone should be pro· 
vided by the social or medical agency assum­
ing primary responsihi.1ity for the care of 
the severely disturbed patients. A psychotic 
patient should he able to receive methadone 
while under psychiatric treatment on the 
psychiatric ward just as the tuberculous 
patient has -received methadone while on a 
tuberculosis ward. 

i 
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USE OF PHENOTHIAZINES AND ANTI-DEPRESSANTS IN THE TREATMENT OF 
DEPRESSION AND SCHIZOPHRENIA IN METHADONE-MAINTAINED PATIENTS 

William F. Wieland, M.D. 
Richard t!. Tislow, M.D. 

Insufficient attention has ,been paid to psychi­
atricdiagnosis in opiate dependent patients. 'While 
there has been recognition that some addicts are 
psychotic or depressed, it is customary to view 
most addicThI as having character disorders, and 
further exploration is usually devoted to deter­
mining various demographic or behavioral 
characteristics; 

In the course of treating heroin addicts in an 
outpatient methadone program, the authors were 
impressed with the large number of borderline 
patients, many of whom also exhibited symptoms 
of I:epression, anxiety, and intermitt~nt psychosis. 
Other patients had significant depressive reactions 
or schizophrenia. The recogn~tion of these symp­
toms becomes particularly important today because 
of the availability of a wide range of psychotropic 
drugs, which are fairly specific in treating these 
symptoms. Furthermore, the recognition of a 
borderline state has implications for psycho­
t~lerapy and prognosis. 

The present report is a study of 126 patients, 
the fulJ.caseload of a satellite clinic which opened 
in April 1970. The study was done during the last 

,,2 weeks in October 1970 by two psychiatrists in 
collaboration with the counseling staff of the clinic. 
All patients were on methadone, with a dosage 
range of 1() to 180 mg. per day, all were receiving 
individual counseling, some were attending group 
therapy, and some were receiving various psycho­
tropic drugs in addition to methadone. 

Pozntlation.-Table 1 shows the race, sex, age 
range, and marital status of the 126 patients. 

The age range is 17 to 52 with a mean of about 
30. The racial breakdown is 61 percent black, 39 
percent ·white.Only 10.7 percent are females. The 
most striking data is the high percentage of single 
patients (53.2 percent), the high percentage of 
separated black males (33.3 percent) and the low 
percentage of currently marl'ied patients (23 per­
cent). , 

Table 1.-SELECTED CHARACTERISTICS OF 126 PATIENT 

Black (N=77) White (N =49) 
Totals 

Males Females Males Females 

SlIlgle ...................... . 
Age range .................. .. 
Married ..................... . 
Age range ................... . 
Separated ................... . 
Age rHnge ................... . 
Divorced .................... . 
Age range ................... . 

Total. ................ . 

27 8 
19-52 19-35 

14 3 
17-50 33-49 

21 3 
21-47 23-50 

1 ........ .. 
33 ......... . 
63 14 

31 1 67 
17-35 23 ........ 

11 1 29 
20-47 22 ........ 

3.......... 27 
22-50 ................. , 

2.......... 3 
21-25 ................ .. 

47 2 126 

At the time of the study, 50 percent of the pa­
tients were employed, in training, or homemakers. 
The remainder were depenJent on parents, 
spouses, 01' welfare. 

11IetllOd.-One of us (R.F.T.) interviewed each 
patient and the patient's counselor to establish a 
diagnosis and to determine the cnrrent respons~ to 
treatment. The othe.r author CW.F."\V.) has inter­
viewed most of the patients and frequently con­
sulted on diagnosis as well as prescription of psy­
chotropic drngs. 

Result.-A total of 64 patients (50.8 percent) 
had a recognizable pyschi.atric disorder which was 
more seriOt~s thmi tIle usual personality adjustment 
.problems seen in addicts. Of these, 36 were black 
(46.'7 percent of all black patients) and 28 were 
white (5'7.1 percent of all white patients). More 
whites than blacks were diagnosed as suffering 
from borderline states or depression, while more 
blacks than whites ,yere diagnosed as suffering 
:from personality dil:iorders and schizophrenia. 

Borderline states were diagnosed by the criteria 
of Gril1ker et a1., namely, anger as the main affect, 
defect in affectional relationships, defect in self­
identity, and depressive loneliness. Whenever 
other significant symptoms were present, a sec­
ondary diagnosis was made. Table 2 presents the 
diagnoses of these 64 patients. 
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Table 2.-DIAGNOSES OF 64 PATIENTS 

Diagnosis 

g~rJ:~~~:_ ~~a_c~~~~:: ::::::::::::::::::::::::::::::::::::::::::::::: 
Borderline with depresslon ______________ .. _______ .------- -------------
Borderline with personality dlsorder ______________ ---------------------
Borderline with convG~lon---------. -.-••• ,---. ---------.--.-- ---- ---
Borderline with alcohollsm ________ • ___ ._ .------- ----------.----------
Schlzophrenla _________ -. ____ -- -------- ---. --- -. ------- -- ---- -- -- ---

Number of 
patients 

11 
3 

18 
17 
1 
3 

11 

Of these M patients, 1'7 are married (~5 per­
cent), 25 are employed (30 percent), and mne are 
both marril'd and employed (14: percent). By con­
trast, of the 62 patients ,,:ithout a psychiatric diag­
nosis, 12 are married (10 percent), 3'7 ~re em­
ployed (60 percent) , ltnd six are both mltrl'led and 
em.l~loyecl (10 percent). It would seem that. t~e 
psychiatric disorder does not decrease t~e IllCl­

dence of marriaO'e compared to other adchcts, but 
b ., 

it does decrease employment. Thls data IS sum-
marized in table 3. 

Table 3.-EMPLOYMENT AND MARRIAGE 

Employed Married Both 

Psychiatric diagnosis ____ • __ • ___ • ___ _ 25 (39%) 17 (25%) 9 (14%) N=64 
37 (60%) 12 (19%) 6 (10%) N =62 No psychiatric dlagnosls ___ • ________ _ 

Response to Methadone Plus Counseling 

All patients receive individual counselil:g a~d 
some also attend weekly group therapy seSSlOllS. A 
global rating of response to treatmeat '~ithout 
psychotropic drugs was made by R.F.T. III CO~l­
sultlttion wJ:th eltch patient's counselor. The ma111 
interest for this study was change in psychiatric 
symptoms with only'a seconclar:y interest in em­
ployment, etc. The gldbal ratmgs. were good 
(l1lltrked ret" 'ldion in symptoms) , flt1r . (moderate 
reduction 1', symptoms). ltnd poor . (lIttle or no 
reduction in symptoms). For convenience in re­
porting, good and fail' rel:'!)onses lt~e cl~ssified ltS 
improyed. These results are summltr1zed III table 4. 

Table 4.-RESPONSE TO COUNSELING AND METHADONE 
WITHOUT PSYCHOTROPIC DRUGS 

Diagnosis 

Depressive reaction ... ____ ••••• ___ .---.-.-.----Borderline. _________ • _____ •• _._. _. __ • --. ___ _ 
Borderline With depression ________ • _____ -_ -_ -.-
Bo rderllne with personal dlsorder. _________ •• _._ 
Borderline with converslon_ ••••• __ ._." .-•••• --Borderline with alcoholism _____ ... ____ ._ •• ____ • 
Schizophrenia. __ • __ • __ • ______ • __ -____ ••• -•• -. 

Total ___ •• ______ ••• ____ • ______ " __ ' __ " 
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Number of Total Improved 
patients 

2 
o 
4 

11 
1 
2 
6 

26 

11 1 (50%) 3 __ • ________ _ 

18 2 (50%) 
17 6 (54%) 
1 0 
3 1 (50%) 

11 4 (66.7%) 

64 14 (53.8%) 

Twenty-six out of 64 patients received only meth­
adone plus counwling. Of these, 14 (53.8 percent) 
were rated ltS showing improvement in psychiatric 
symp'toms. 

Response to Methadone, Counseling, and 
Psychotropic Drugs 

Three classes of drugs were prescribed in the 
remaining 38 psychinitrically-diagnosed patients, 
namely, major tranquilizers, minor tranquilizers, 
and antidepressants. These were prescribed to 
treat appropriate target symptoms, and sometimes 
two or three agents were prescribed to individual 
patien'ts in an effovt to improve multiple target 
symptoms. The response of these patients is shown 
in table 5. 

Table 5.-RESPONSE TO COUNSELING, METHADONE, 
AND PSYCHOTROPIC DRUGS 

Diagnosis Number of 
patients 

Total Improved 

Depressive reaction •• _. ____ •• ___ ._ .. ______ ... _ 9 11 8 r8.8%) Borderline. ____ • ______ • _ •• _ •• __ • _ • ___________ 3 3 1 33,3'70~ Borderline with depression. __ • ___ ._._._. _______ 14 18 11 78.5% 
Borderline with personal dlsorder. _________ ._. __ 6 17 4 (66.7%) 
Borderline with conversion ___ • ________________ • 0 1 
Borderline with alcoholism ___ • _____ ._ .... _____ • 1 3 1 liO~) Schizophrenia .... __ • _____ .... ___ • __ ... __ •• ___ 5 11 3 (60 0) 

Total ____ ._ ... ____ ._ ••• _________ • ______ 38 64 28 (73.7%) 

Or the 38. patients receiving one or more psycho­
tropic drugs, 28 (J3.'7 percent) were rated as show­
inO' improvement in phychiatric symptoms. Of the b . 

total of 64 psychilttrically-diagnosed patients, 42 
(65.6 percent) of plttients were rated a.:l improved. 

Di8cU88ion.-It is important to streRS that this is 
a retrospective, clinical study, not a controlled 
prospective study. Drugs were prescribed accord­
ing to clinical assessment ltnd severity of symp­
toms. Nevertheless, it would appear that about 
50 percent of unselected cases reporting to a volun­
tary methadone program hltve concomitant 
psychilttric disorders of a serious type. A signifi­
cant number responded favorably to methadone 
plus counseling, and ltn even greater number re­
sponded to these modalities plus psychotropic 
drugs. 

Two further precautions are in order: 

1. Since the total caseload was studied: some 
of tllC patients hltd only been in treatm~nt for a 
short time, and l).one hltd been treated tor more 
than 6 months. 

2. Many of these psychilttric disorders are of a 
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chronic or relapsing type and may require pro­
longecl supportive and/or drug therapy. Border­
line patients are notorioua for their liability and 
their inability to tolerate stress. Most require pro­
longed or repeated therapeutic intervention. 

It is om hope that this preliminary report will 
stimulate other~ to examine psychiatric diagnoses 

more carefully and to experiment further with 
the judicious use of appropriate psychotropic 
drugs. 
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DEPRESSION IN OPIATE ADDICTS MEASURED BY OBJECTIVE TESTS 

William F. Wieland, M.D. 
and 
Steve 'Sola, M.S. 

Previous studies of opiate addicts vltry widely 
in their interpretation of the extent of psycho­
pathology. Yet, a determination of the nature and 
oxtent of psychopathology in opiate dependent in­
dividuals is vital information if we are to have a 
scientific foundation for treatment. This becomes 
particularly relevant now that we have a wide 
range of psychotropic drugs which are fairly spe­
cific in their ability to effect certain target symp­
toms. Furthermore, to the extent that treatment 
of opiate addicts becomes more effective, the more 
likely it is that treatment will replace penal meth­
ods as the primary means of control. 

PerhlLps the reasons for such widely divergent 
opinions concerning the personality and dynmnics 
of the addicts are to be found in the methods of 
study utilied by their respective proponents. With 
the few exceptions outlined below, these theorists 
have based their opinions on case study material, 
psychiatric reports, and epidemiological data. Al­
though interesting and relevant to the formation 
of hypotheses, such data do not constitute ade­
quate verification. of psychopathological theses. 
Such verification can only come frQm objective 
measures of personality and psychopathology' 
which have both adequate reliability and validity. 

Previous objective psychological studies of nar­
cotic dependent individuals have found elevated 
D anJ.; Pd scales on the Minnesota multiphasic 
personality inventory (MM:PI) (I-IiU, et 0,1., 
1960), which were interpreted as indicating the 
presence of depression and psychopathic deviltncy 
(Razor, 1969). Lombardi et al. (1968), found in 
a cross-validated item. analysis of matched 
prisoner controls and heroin addicts, 19 dismzimi­
JUtting M11PI items, of which seven were on the 
D scale, and eight on the Pd scale, adding further 
confirmlttion to the results of the Hill et a1. study. 

Unfortunately, the D scale of the Th'fMPI does not 
discriminltte between "state" or "trait" depression. 
(Comrey, 195'7), O'Conor, Stefis, ltnd Gresock, 
195'7), Consequently, the correct interpretation of 
the Hill et al. findings of depression cannot be 
made. 

The Minnesota multiphasic personality in­
ventory might be considered the psychometric 
equivalent of a broad-range initial psychiatric in­
tel'\Tiew. It enables the skilled user to define the 
areas that need further elabomti.oll in subsequent 
sessions. However its very broadness, multidimen­
sionality and eomprehensivenr)SB limit its spec­
ifieity. Once an ltrea is defined fDr further 
investigation, more delimited, but, specific pro­
cechlres a,re called for. Self-reports, in the form of 
check lists and inventoi.'ies, have the highest 
validity and reliability in comparison with other 
psychological evaluation techniques in specific 
delimited areas (Mischel, 1968, pp. 106 ff.). 

Thl' purpose of this study is to determine the 
nature of the depressive symptomatology or nar­
cotie addicts nnd to compare their pattern of symp­
toms with normals. neurot.ics, and psychotics. The 
measures of psychopltthology "'e have chosen are 
n,llobjective) highly specific, self-report inven-
tories: . 

1. The Zung self-rating depression scale (SDS) 
is devised directly from the clinical psychiatric 
diagnostic indicators for depression (ZUllg, 1965). 
It has been found to be robust with respect to con­
founding by age, sex, sociltl class, and so forth 
(Zung, 106'7). 

2. The Beck depression inventory (BDI) has 
a larg(' amount of normative ltlld reseltrch data 
(Beck, et a1., 1061; Beck, 1(67). It differentiates 
well between depression and anxiety (Beck, 1(67) i' 
correlates highly with clinical ratings (Beck, 
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1962), and is not very subject to response sets 
(Beck, 1967, pp. 206-207). 

3. The 35 symptom check list (SCL) is used 
in psycIlOtropic drug evaluation research and was 
originally derived from a set of items used for the 
assessment of therapy as well as diagnosis (Frank, 
et aI., 1957; ParI off, et al, 1954; Lipman, et a1., 
1968; Williams, In Press). 

Method 

The SDS, BDI, and SCI.1 were administered to 
196 outpatients, constituting approximately 80 
percent of the active easeload (253 cases) on the 
methadone program o'F the 'West Philadelphia 
Mental Health Conso' f,ium during the week of 
October 10, 1969. All the outpatients were under­
going substitution therapy with methadone. (Wie­
land, et a1., 1969. Demographic data was collected 
by interviews at the end of the previous month 
as part of our regular monthly evaluation. 

Table I.-SELECTED CHARACTERISTICS OF PATIENTS 
UNDER TREATMENT ON SEPT. 1, 1969-MEAN AGE 
31 YEARS 

Program distribution: 
Per­
cent 
56.0 
44.0 

Low dose «60 mg.) ______________ _ 
High dose (>60 mg.) ______________ _ 

RaGe distribution: 
VVhite ____________________________ 44.8 
Black _____________________________ 55.2 

Sex distribution: 11ale _____________________________ 83.0' 
Female _________________ .__________ 17.0 

Age distribution: 
Less than 20 ______________________ _ 
20 to 29 __________________________ _ 
30 t.o 39 ______________ ~ ___________ _ 
40 to 49 __________________________ _ 

3.2 
43. 3 
34. 7 
13.4 
5.4 50 and more ______________________ _ 

Education distribution: 
8 years or less ____________________ _ 
9 to 11 years _____________________ _ 
12 years (H.S. graduate) ___________ _ 
13 to 15 years ____________________ _ 
16 years (college graduate) _________ _ 
110re than 16 _____________________ _ 

11.2 
54. 5 
27. 1 
5.4 
1.4 
0.4 

Current occupations of those employed 
(60%): 

Executive-professionaL____________ 0.6 
11anager-proprietor ____________________ _ 
Administrator-supervisor ____ _ _ _ _ _ _ _ 3. 9 
Clerical-sales_ _ _ _ __ _____ _ ______ __ _ 8.4 
Skilled manuaL____________________ 31. 6 
Semiskilled manuaL_ _ _ ___ _ _____ _ _ _ _ 20. 6 
Unskilled manuaL _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 34. 8 

TotaL __________________________ 100.0 
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All subjects were individually tested by one 
of the authors (S.S.). In addition to the 196 sub­
jects successfully tested, 15 subjects (5 percent of 
the total narcotics unit) were tested, but their 
scores are not reported because of obvious in­
vaUdities in their protocols, such as gross incon­
sistencies in their responses and evidence of hur­
riedly and inadequately completed forms. No test 
protocol was accepted unless it contained answers 
to all test items. 

Population.-Social and demographic char­
acteristics are presented in table 1. Low dose refers 
to patients who were taking less 'i"Jhan 60 mg. of 
methadone daily. High ,dose refers to patients on 
60:to 200 mg. daily. 

Results 

The 35 symptom check list was included in the 
battery of instruments as a measure of the impor­
tance of repression vis-a-vis other symptomatol­
ogy. The total scores are shown in table 2. 

Table 2.-35 SYMPTOM CHECK LIST (N=196) 

Mean S.D. Range Mean+1 S.D. 

59,033....................................... 16.955 35-112 42-76 

The separation of the symptom check list into its 
comllonents factors by Rickels, et a.l., (1969) was 
utilized to yield mean scores for each factor ill 
the sample. Mea,l). scores and standard deviations 
of the ranked factors of this instrument are pre­
sented in table 3. The results indicate that depres­
sion is the most important factor, with fear-anxi­
ety and cognitive perfOrm!Lill.:a difficulty next in 
order. The lowest factors are somatization and 
general neurotic feelings. Hence, the notion tlulit 
opiate dependent individuals tend to be depressed 
is borne out in an atmosphere where restrictions of 
freedom, such as an inpatient setting, is not a con­
founding varin:b1e. 

Table 3.-35 SYMPTOM CHECK LIST FACTORS RANKED 
IN ORDER OF DECREASING MEAN SCORES 

Factor 
Number 

Label Mean S.D. 

I~ ~:f[.~s;~~~ty~=::=::=::::::::::::::::::::::::::::::=: }: m 
III Cognitive· performance defici!......................... 1. 706 
II SomatiUzation ••••••••• _ •••••••••••••••••••••• __ .____ 1. 550 
I General neuroUc feelings ___ •• ___________ • __ _ __ _______ 1. 497' 

0.607 
0.607 
0.545 
0.500 
0.462 

The tota.l scores for the Beck depression inven­
tory are presented in table 4, along with compara­

. tive scores from three other nonaddict popUlations. 
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Table 4.-COMPARATIVE SCORES ON BECK DEPRESSION 
INVENTORY 

Group Mean S.D. Range Mean :1:1 
S.D. 

1. This study (N= 196)_. __ ••• ____ • __ .... __ 12.852 9.740 0-40 3.1-22.5 
2. Beck ("hospitalized ~sychiatric .•• 

clinically judged 'notdepressed"')(N = 
8.1 N.A. 2.8-19.0 115). __ • ___ ._. __ . __ • _ •••• __ •• _. __ ._. 10.9 

3. Beck (ibid.) (" .•• clinically judged as 
N.A. 8.5-28.9 depressed mildly")(N=127) ____ •. __ ._ 18.7 10.2 

4. Beck (ibid.) (" ••. clinicaliY jUd~ed as 
depressed moderately")(N=134 • ___ ._ 25.4 9.6 N.A. 15.8-35.0 

Three separate factor analyses of the Beck 
depression inventory (Beck, 1969; Pichot, 1964; 
Weckowicz, 1967) were combined to yield six fac­
tors. These factors were obtained by the criterion 
of taking the highest loadings on each item on the 
separate factor analyses. Factor analysis of our 
196 patients is presented in table 5 ranked in order 
of severity. The predominant factors are irrita­
bility, disturbances of appetite, weight, and sleep, 
and performance difficulties. 

Table 5.-BECK DEPRESSION INVENTORY FACTORS 
RANKED iN ORDER OF DECREASING MEAN SCORES 

Factor 
Number 

Label 

IV Irritability •• _., _ •• _ •.•.• _. ___ .... _ ..•• _. ____ . ____ .. _ 
II Appetite. weigh.~ and sleep loss ......... _ ... ___ ._ .... _ 

III P!Vformance dimculties __ ....... _ ••• _ ..... _._ ....... _ 
I Depression. guilt. sense of failure .. __ ... __ .......... .. 
V Social withdrawaL._. ___ .... _ ............ _ ........ .. 

VI BodY-;hlage change. crying. loss of libido. __ ... ___ .... _ 

Mean S,D. 

0.934 
0.757 
0.732 
0.601 
0.520 
0.495 

1. 043 
0.713 
0.724 
0.559 
n.868 
0.573 

The total scores for the self-rating depression 
scale (Zlmg) are presented in table 6, along with 
comparative scores from nonadelict populations. 

Table 6.-COMPARATIVE SCORES ON SELF-RATING 
DEPRESSION SCALE (ZU NG) 

Group N Mean S.D. 

1. This study_ ... _ ..... ___ ._ ............. _ ... _ ...... _ .. 196 42.35 10.07 
2. Zung (1965) 100 Normals ..... "_" .. _. __ • __ ._ ••••• !.. 100 26.50 14.11 
3. Rickels. et al., Anxious Neurotic Outpatients: 

in a clinic (In Press)_ .. ___ .. __ .. _ .... _ ........ _._._ 36 48 N.A. 
4. Ibid ••• in general practlce .• _____ ..... ___ • __ .... _ ••• __ 59 53.6 N,A. 
5. Zung (1965) diagnosed as: psychoneurotic depressed reo 39 64 N.A. 

action. 
6. Ibid. Psychoneurotic anxiety reaction .... ___ ........ __ .. 28 54 N.A. 
7. Ibid. Personality disorder .. _ ..... ____ ... _ ... ___ ._ .... _ 41 55 N.A. 
8. Ibid. Transclent situational adjustment reaction __ ...... 19 53 N.A. 

The factor analysis of the SDS completed by 
Rickels, et al (1969) was utilized to obtain factor 
scores which were then ranked in order of severity. 
'fhese are shown in table 7. The predominant fac­
tors are performance clifficulties, depressive out­
look, and appetite disturbance. 

Table 7.-ZUNG SELF·RATING DEPRESSION SCALE FAC­
TORS RANKED IN ORDER OF DECREASING MEAN 
SCORES 

Factor 
Number 

Label Mean S.D. 

V Performance di:ficulties. ___ ... _ •• ___ ..... _ .......... _ 2.628 0.756 
III Depressive outlook. negative feelings __ ... ______ ... ..... 2.385 0.802 

Appetite disturbance _________ ._. __ ... __ ._ .. __ ...... _ 2.054 0.860 

II~ General depression and agitation .. __ ... ___ •• ___ •• ___ .. 1.808 0.559 
Somatic complaints ... __ .. ___ • ___ ••• _ •• ___ •••• _______ 1. 695 0.720 

Dismlssion.-According to the SDS (the only 
scale on which there is data on a normal popUla­
tion) , our patients are significantly more de­
pressed than normals (p = 0.005), despit-e the fact 
that they are in treatment with methadone and 
counselling. However, according to the BDI they 
are not as depressed as hospitalized patients 
judged as mildly depressed (p=0.005) or "mod­
erately depressed" (p=0.005). 

The factor analysis of the SCL indicated the 
three dominant symptoms to be depression, fear­
anxiety, and cognitive-performance deficits. In 
order to detel:mine the nature of these symptoms 
and to compare them with populatJiolls of non­
addict patients, the factor analyses of the BDI and. 
SDS were utilized. The BDI revealed that irrita­
bility was the predominant facto~', followed by 
disorders of appetite, ,veight, and sleep, and per­
formance difficulties. The SDS indicat-esl perform­
ance difficulties as the dominant factor, followed 
by depressive outlook and appetite disturbances. 
It is noteworthy that our patients exhibited low 
scores on loss of libido and somatization, similar 
to neurotic patients. 

These findings present objective evidence that 
opiate depellClent patients under treatment in a 
methadone program tend to continue to experience 
dysphoria. It is more severe than "normals" but 
less severe than neurotics 01' psychotics. Further­
more, the nature of the dysphoria differs qualita­
tively fl'omneurotics and psychotics in that opiate 

. addicts experience more irritability, performance 
difficulties, and negative outlook, whereas neurotics 
and psychotics experience more of a depressive 
mood with guilt or agitation. 

Of course, there is a consider\l.ble overlap in this 
data, and individual patients vary widely from one 
another. 'We have found that some patients exhibit 
clinicnl depressions similar to other psychiatric 

. populations and respond equa.1l.y well to a.llti­
depressants anel supportive theroil'Y. This clinical 
recognition, which was confirmed by the pr-esellt 
study, has improved the prognosis in these, pa­
tients, who might otherwise have shown little or 
no improvement in a methadone program alone. 
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We have presented SlU11lnary data on the total 
population. Further analyses can be performed to 
isolate subgroups in the population and to deter· 
mine whether there is a differential response to 
treatment III these subgroups. 
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MEDICAL EVALUATION AND CARE OF THE METHADONE-MAINTAINED PATIENT 
Morton !. Davidson, M.D. 

The substance or my talk today ,,,ill be medical 
care of the methadone maintenance treatment pro. 
gram patient. lYe have ll11der our cnre at the, 
Medical Center. senm.1.1 thousand (2,000 plus) pa­
ti.ent,"", "'ith tentacles stretching to all parts of the. 
city, giving acldce.regarding om experience. 

The care begins with the initial workup. The 
en1.1uation entails a complete history and physi. 
cal; blood work is clone. by the SMA-12 multi­
ehannel method, blood count, serologic evaluation, 
lll:illalYF'i'3, chest X-m.y, and electrocardiogram. 
From tllis point on, our medical clinic handles 
pl'oblems that are l'e.ferred by the outlying c1illics~ 
which do not take care of the specific medical pl'ob­
lems, but refer the patient with his complaint to 
Our faci1ity. At this facility, we have several in­
ternists, who dnring the clay will sec the pn,tients 
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for their specific complaints and direct their diag­
nostic and treatment programs. Night and week· 
end coverage is by telephone; advising llllTse, 
patient or physician. 

There are inherent difliculties in this type of 
system becanse of the nature of our total respollsi· 
bility. ,Ye refer n patiei1t back for followup, and 
this requires close superdsion of this population 
of patients becallse mnny of them have had poor 
reiations with the medical profession and nrc un· 
able to keep appointments. lYe 110,1'(," assumed the 
responsibility of reminding Hnd assisting Ollr pa­
tients in follownp. 

On the intake physical, we have on numerous 
occltSions picked up significant pa.thology. Re· 
cently, ,ve had one man, in his fifties who under­
'went a routine physical and eluring t.he rectal 
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examination, a, carcinoma was revealed. Presen~ly, 
he is under surgical care at the Beth Israel Mechcal 
Center for this disease. 

At this point, I would like to discuss problems 
most inherent in our patient popUlation. Pul­
monary problems are seen .regular1y.a~cl probab~y 
take up most of. the time of our phYSICIans. He1'0111 
addicts have chronic lung disease because they are 
chronic smokers and, too, because their lungs have 
for many years had to act as filters for illtravenons 
injections. Many of our patients have had puI· 
lllonary function studies, which have revealed ob­
structive and ventilntory rubnormalities; some have 
also had diffusion prO'biems. To our clinical eye, it 
seems that out of this population this has been a 
significant probl~m. The patients .have .a In'open­
sity for developmg pulmonary l~lfectlOns morc 
readily than the normal populatIOn. An upper 
l'esniratory infection followed by fever and cough 
is ~ very common complaint and the X·ray fincl· 
inQ'S. usually reveal an infiltrate. ,Ve have had 
su~cess in treating these patients as outpatients 
with close followup. Hospitalization has not been 
needed'in most instances. ,Ve know that many of 
these patients harbor tuberculosis and, from the. 
public health standpoint, chest X-ray is impera. 
tive. Methadone has given stabilization to these 
patients so that they wouldn't leave treatI~lent 
before it's completed. (Note Van Etten stuches.) 

The second large 'area of disease is in those 
patients who have liver disease. Most pat.ients, who 
have had a chronic use of intravenous drugs, have 
incurred at least one bout with hepatitis and/or 
its vnriants. On the program, we do see significant 
chemical abnormalities in patients who are symp­
tom free. The finding of a' slightly enlargedliyer 
is also a conunon evellt. 

The problem o~ a.lc?h~l a~buse sh?uld. be ~lis­
cussed because of Its sIgmfif.:!Lnt mechcal unphcH· 
tiol1s. Alcohol has become. a pl'O'blem in our patient 
popUlation. The. idleness and the return to a ve:'y 
similar environment without. t.he support of hero111 
makes alcohol that. much more clesirahle. This is 
inexpensive, apparently socially acceptable and 
so we see the rapid deterioration of our patients. 
Over a short period of time, these people will begin 
to gain weight and very frequently will get quite 
obese. Hepatomegaly, kterns and deranged chem· 
istries make it evident that hepat.o-cellular injury 
luis taken place. These people have been inst.ructed 
and warned of the problems with alcohol, but then 
we begin to face the very cliflicult pl'oblen1"or treat· 
ing alcoholics. It is a strikingly common event to 
see t.he rapid deterioration of these. l)!1tients, who 
having had several months to l1. year on drinking, 
and begin to have serious liver deterioration. Sey-

eral episodes of pancreatitis have been seen in this 
group of patients. Dermatologic problems are seen 
frequently. They are characteristically multiple 
infections, skin breakdown, and edema. It's our 
feeling that much of the edema of the e~tremit.ies 
l1as been caused by chronic injury to lymphatics 
and the venous system. This is obvious when one 
looks ·at the scars on the nrms and legs of these 
patients, particularly those who have been "skin 
popping." -We hnve been fortunate in not having 
seen tetanus in our patient population. ,Ve ]m· 
munize our patients on admission with toxoid. The 
Medical Center has, in a period of 2 years seen 
four patients wit.h tetm11ls. Our success v;as quite 
good in their treatment and three survived, but. 
this has had nothing to do with the methadone 
program. 

Gastrointestinal complaints are anothel' area 
that ,ye see quite frequently. Cert'Uinly. constipa­
tion and t.he inevitable problems associated with 
this-anal difficulties, fissnres\ hemorrhoids, etc.­
have become a common complaint. As time goes 011, 

the patients become 1110re adjusted to methadone 
and, with mild laxath'es and stool softeners, the 
problems are well handled. The upper gastroin­
testinal compaints snch as ulcer disease arCCOln· 
mon complaints. "r e see patients with a previous 
history of ulcer disease who, when continued in 
their evaluation,. will eventually find an organic I 

ea,use for their' frequent complaints. 
In discussing the management of patients w'ith 

pain, it has been our observation that. these pa­
tients are able to be managed in a· relatively rou­
tine fashion. Perception of pain, has been no pl·ob· 
lem. The,rehas never been a problem of masking 
symptomatology. They have experienced dental 
problems and perceive pain norma.lly. One can see 
bv the number of patients that are seen for aches 
a~1d pains that this is not the case. Ho11'eyer, whe~l 
it comes to relieving pain, we have had experI­
ence with the use of superimposed narcotics such 
as morphine and demel'ol. These have been suc­
cessfu1. Patients have been relieved of their pain. 
The {'xplanation for this has not been worked out. 
These are empirical obser,'ations in the manage­
ment of patients who have had pain-anywhere 
fro111 abdomi.nal.type pain, (yisceral pain,) to pa­
tients with fractUres etc>. It does not seem to be 
that methadone, in itself, handles the pain, nor 
does it dull the patient's perception of the pain. 

. ",Ye refrain fro111 using bn.rbiturates, sedatives, 
tranquilizers and, certainly Talwin." 

,Ve have had patients who hn.ve undergone SUl'­

O'ery varying :from abdominal to orthopedic sur· 
~'ery to chest surgery. The pl1.ticnts ha,Ye been 
~1a1U\O'ed with no pRrticular difliculty regarding 
anestl~esia. Again, these Il,re empirical obsC:'l'wl.tiol1s. 
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These patients are usually premedicated with a 
smaller divided intramuscular .dos~ of methad?ne, 
and usi11O' other usual pl'emedlcatlO11s or barbl~u­
ated or atropine derivatives. In thc post-ope;'atwe 
state, 'when they are more. fully arou~ec~ (lll the 
r"covel'Y room), they receive another dIVIded dose 
of met1~adone and pidn medication oY~r and.at~o"e 
tlll'S }'f lleces"ary The l)atient will be glven chvlded 
" " .' 1'1 "N PO" doses of intramuscu1ar met,1uulOl;e W 11 e ~. . . 

,Yhen they are nble to be~'ln to mgest, theli dos:s 
are put back to a n01'mn1 once-a-day dose. ,;\, e ~la~ e 
no difficulty with this nppl'o~ch. !hese patlen~s 
seem to handle their anesthetw qu:te we1l. 'Fhe1e 
does not seem to be any specifi~. mcrcase m re­
sishnce to inlHtlntiollal nnesthesla. 
. I~l mannging these patients, it hns c?me ~o our 
attention that. they are very much nn 1Il11111.grant 
i)opulation. ,Ye have ).)l·ougl:t about a new ;nflux 
of people anc1n.r~ tr~71l1g ~o l1lteg~nte ~hem lllto a 
foreiml commumty. The mtegrn.tIOn mto a com­
munity is the gre~test d?fficnlty ~nc1 the offshoots 
or this are problems WIth hou~n:g, heu,1th man­
agement anc1 jobs nnc1, as It pracbcl11g c~oc,tor man­
aging these patients, one gets th~ feelmg ~h~t lye 
have turned them hack into a soc1ety thnt IS m no 
way reac1y to accept them.. . 

The problC'm patients (sOCIally) :,,111 be seen 
over and over again i the, patients w1th pro,?lems 
that lead to drinking, drug ahuse, and deterIOrat­
ing health. These are, ~he pe?l?le who m~;v be .so­
cially or C'moti~na:lly nnm?bIhzed to begm '~lth, 
and mctlladone IS Just keepu:g th~m off t~le streets 
regarding the heroin. Detel'IOratlOll begl11~ when 
these people start to us~ other .dl'l1~s ~lld tlllS must 
be, managed. There is a certam Slgmficant group 
whi.ch, I helieve, has always been and most prob­
ably will continue to be the other chug abus.ers. 
These are the people who cannot in any way adJ:ust 
to living in a usual lire, setting without s~me km.d 
of intoxicant. To manage these people, If one IS 
to keep them on the program, raises enormous 
problems. If one discharges them from the pro-

gralll . . . the program has settled i~s problem. 
However, these people a.re not back m the com­
munity, probably worse off than they were when 
they '~ere usino' herohl. This is a problem that we 
be;in to face ~nd, as the doctors who see these 
pe~ple, our concerns are gr~at .. 'Ye .at Beth Israel 
are now trying to review tIns SItuatIon to see what 
is happening and what we can. do to offset. and help 
t.he failures. At the present tune, you have heard 
the statistics regarding the f:worable percentage 
of our patients behlg rehabilItated, but ~~e great 
concern is with those people who are fallmg and 
why they are failing. 

i "Touldlike to reiterate that we are dea1i.ng wit,h 
a patient population that is not physically well. 
'Ve have all heard that addicts are a yOlUlg and 
healthy population. "'V\r ell,. this is not so rr~m our 
experience. vVe have patIents who range mage 
'from the "teens to the eighties.)' '\Te have a patient 
population who are faced with the problems of 
the aO'ed-such ns heart disease, lung disease, 
nC'Ul'oloo'ic impairment, and senility. Drug addic­
tion ha~ hit all generations and we have these 
people on the program. ~Iedical evalu.ation and 
care arc an absolute necessIty. The phYSIcal exam­
ination, to begin with, should be an integral part 
'for any program to be successfu1. These patient~, 
like allY other population, should undergo theIr 
physicdl examination at regular interval~. If this 
is not fensible, because of the program SIze, these 
patients shou1c1 be seen as often as is possible. T~e 
admitting physical, blood work, ancl followup m 
a drug addiction treatment program are a 
necessity. 

I'd like to take this opportunity to state that the 
methadone program shou1d not deteriorate into a 
methadone dispensary progl'am. It is a treatment 
program in a multifaceted fashion and t? do 
thinO's in a less than desirable way for pohtIca) 
expediency would actually reduce the success rate 
substantially. 

OBSTETRICAL ASPECTS THROUGH THE DELlVE'RY ROOM 

George Blinick, M.D. 

I think that one of the most freque;l't questions 
asked is "'\That is the affect or adchctIOn on preg­
nant w~lllen and their offspl'ing~" Dr .. B.latman 
and I will try, sequentially, to answer thIS III part. 
This is a vcry widespread concern, I regret that I 
was not able to be here yesterday, hl~t I w'as~'t 
hero because I was attending a symposnun on dIf-

so 

ferential reproduction in individuals wi'th men:tal 
and pl1ysical diso.l'ders. ::his w.as spol:sored .b~ ~he 
Amedcan Eugel1l<!s SOClety, BIO-Medl?al DIVISIon 
of Popn~ation COlUlC.i1. To my s~l~prIse, I foun.a 
that we were cliscussm 0' the fer'tahty o'f narcotIc 
addicts and the effeetsO of addiction on the off­
spring. This group was primarily a group or 

genetic psychiat-lists or psychiatrists .interested in 
genetics, and they came from all over the world­
all over the country-and their interest was as 
great, wherever they came from, in what was hap­
pening in pregnancy, and what was happening to 
tl1e offspring of women who are addicted or in the 
methadone maintrmance programs. I learned much 
from this diverse experience. Tbey were from all 
over the United State::;. 

People capttll'ed me from Memphis, where they 
said it came late. 'But there it was in Nashville, 
England, Den:,:'nark, etc., etc. In any event, to get 
down to the paper, a survey of the literature would 
indicate tha.'!i: ~he female addict has amenorrhea, 
anovulationJ'und infertility. Addicts, themselves, 
believe this; although their retrospective histories 
ILre often contradictory and unrelia;ble. In any 
event, the observed numher of pregnancies of 
chronic addicts lends itself to this concept. N ever­
theless, a numher of investigators have found that 
heroin interferes with the normalmenstrua:l cycle, 
ovulation; that under experimental conditions, 
not exactly like that or chronic addiction, it has 
been shown that morphine depresses ACTH and 
adrenal function. In actual fact, we do not really 
have very good endocrinological data on what 
happens to the addict. Dr. Paul Cushman of St. 
Luke's Hospital is in this room and, perhaps after­
wards, he can tell us of his findings in the endo­
crinology of the addict world. In addition, studies 
of adc;1iction coml)lic!IJting pregnancies, . severe 
withdrawal symptoms in the baby, resulting in a 
ch'aracteristic syndrome of high pitched cry, rest­
lessness, twitching, irritability, and convulsions 
have been described. At the same time, a high inci­
dence of maternal complications such as toxemia, 
abruptio, postpartum hemorrhage have been re­
ported. As you know, this study originated in the 
Bernstein Institute, and to tMs sophisticated 
audience, I am sure I need not explain that there 
are two types of programs at the Bernstein Insti­
tute. One is the detoxification and one is the meth­
adone maintenance. However, to a less sophisti­
cated audience 'tlhis becomes very confusing 
because we are using the same drug in both pro­
grams. So Dr. Chryssanthou of our Department 
of Pathology drew me a little cartoon, which I 
find very helpful, and some of you may find help­
ful too. This shows a center block of methadone 
detoxification as you know it. The addict gets out 
into the world and at 16th Street he meets the 
pusher. His doses begin to increase, he can't afford 
to have it any more, and he's thrown into Bern­
stein for detoxification. This is obviously the 
revolving door approach, as compared to metha­
done maintenance, which, beginn'ing (you know 
these are al'bitrary figures) with low dosage, is 
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gradually increased until an average of about 80 
to 100 mg. is taken daily and continued daily. 

I think you might like to know what has hap­
pened in the detoxification program, very -briefly. 
1'hus far, we have delivered 211 mothers who have 
undergone detoxification. Forty percent of these 
mothers returned to heroin between the interval 
thnt that they were detoxified and the interval 
that they were delivered. Ten percent of them took 
heroin immediately before tmtering for the relicf 
or pains of labor. So a, substantlalnumber or them 
had heroin going despite the detoxification. 'Ve 
had nine prenatnlmortalities and the two signifi­
cant complications were that one-third of the 
hahies in this detoxification group were premature 
by weight and one-third had old meconium in the 
nmniotic fluid. The meconium in the amniotic fluid 
seemed to be related to intrai:J1Lrtum stress; not 
stress n,t the time of delivery itself. Prematurity is 
a serious prohlem. Dr. Blatman will tell you we 
don't know the fate of these children, but it's ob­
vious that the low birth weight infant has mnny 
more developmental errors, than the normal birth 
weight. The maternal complications included an 
extremely large number of women with malnutri­
tion 'amI positive serology; hut other complications 
such as bleeding, toxemia, clin,betes were 
uncommon. 

In the methadone maintennll.:!e treatment pro­
gl'nm, which is the program that we're interested 
in today, we have had 230 female admissiDns, 42 
discharges, six deaths, leaving a currenti total or 
188 patients. In these 188 patients, 20 prl~gnancies 
have been delivered. Of these 20 pregnancies, seven 
are premature by weight. 'Ye know that they're 
premature hy weight, low birth weight babies, 
rather than lJremature by date, because in this 
stabilized group of patients, we know "1hen their 
last menstrual pe.riod was. There was one still­
born, not related to methadone; a stillborn who 
had an intrapartum death because of strangula- . 
tion hy the umbilical cord, and· a very careful 
autopsy did not. reveal 'Imy congenital anomaly. 

. There were four nhortiolls nnd one ectopic preg­
nancy in this group of patients. The first 120 pa­
tients in the methadone program were closely ob­
served, since they were all concentrated in the 
Bernstein 1nstitute, ns rompared to the present 'and 
and desirable decentralization or the mainten'fl.nce 
treatment centers. Of these patients, 83 were in 
the childbearing age and all but one began to 
menstruate nOl:mnlly, usually within 1 to 2 months, 
occasionn..1l y as ~ate. as 8 months. There were 20 
deli veries; '13 of these pregnancies were initiated 
when the patient was on large doses of methadone 
in the trentment program. Seven conceived while 
t,hey were on heroin and, because they were the 
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wives of husbands in the methadone program, were 
accepted into the program when 4 to 5 months 
prcg'it!tnt, and then built up as the ordinary met!'la­
done patient is, so that they were taking anywhere 
between SO and 100 mg. of methadone. 

In the beginning, because of the fear that a 
synthetic narcotic such as methadone would be 
tetragenic, ,,'e attempted to rednce the dose and as 
we reducecl the dose in our first two patients, they 
promptly 'went back to heroin, and we promptly 
went back to giving them the same· amount of 
methadone that is necessary to keep them free 
of symptoms. The alltipartum course in all cases 
was uneventful, with not toxemia or undue weight 
gain. One patient had the stillborn vaginal de­
livery, "'hich I described as the strangulation 
with the umbilical cord, m1(l this is the only fetal 
death in our series. There were two cases of pla­
centa praevia; one with a partial abruptio-a baby 
'who weighed 2 pounds 14 ounces and was the only 
small, really small birth weight in the series. All 
babies, except two, had Apgar scores of 8 to 10, 
which means they were responsive and alert 1 
minute after delivery. No congenital anomalies 
were noted. You all know that the patients in this 
group were specially selected, so that schizophre­
nia, alcoholism, multipl,e drug abuse of a severe 
nature excludes such a natient when detected. 
Fnrtllermore, the pharmacological effect of metha­
done on menstruation may cliffeI' from heroin. ,Ye 
don't know. Two, and I think very important, 
the program stabilizes the life of the addict; 
three', it corrects the severe malnutrition which 

NEONATAL AND FOLLOWUP 

Saul Blatman, M.D. 

most addicts have and fina.lly, as you learned from 
Dr. Davidson, these patients are under medical 
surveillance. The placental transfer of metha­
done is no less a problem in evaluation then 
the transfer of heroin and morphine. I think you 
know, at least until very recently, and now only 
in the experimental stage, that the minute 
!tlllounts of morphine that pass the placental bar­
rier cannot be detected by ordinary biochemical 
methods. This is really quite different from trying 
to detect morphine in the urine oi' blood, for that 
matter, of an adult male 'who is taking a fix, be­
cause the amount of drug that we're dealing with 
(fetal blood, fetal tissues, placenta and amniotic 
flui.d) is really very mhmte. L'ittle is known about 
the rate and extent of the passage of morphine 
across the placenta. Recently, in the laboratories 
of Beth Israel Hospital, it has been shown that 
morphine is bound to the proteins and therefore, 
not able to be detected by ordinary biochemic ILl 
methods. If we can split mo:;:phine off the protein, 
then ,,'e think we can detect. the small amounts 
of morphi.ne and determine something about its 
placental transfer and this is in the process of in­
vestigation. In summary, in women treated 'with 
large doses of methadone, a synthetic narcotic 
drug, regular menstruation, ovulation, and a nor­
mal pregancy take place. One-third of the babies 
weight less than 2500 grams and are, therefore, 
premature by weight. No congenital anomalies 
have been found. Fol1owup visits, as Dr. Blatman 
'will demonstrate, so far have shown normal phys­
ical and intellectual development. 

Since Febl'lmry of 1965, the Department of 
Pediatrics of the Beth Israel Hospital has cared 
for approximately 230 babies born to women who 
use heroin. These babies 'were delivered in the hos­
pital's De.pfLrtment of Obstetrics under Dr. Blin­
ick's direction. Almost all of the mothers came to 
us directly or indirectly from the Morris J. Bern­
stein Institute, a division of Beth Israel Medical 
Center. Almost 100 percent of them had received 
either one or more short courses of methadone dur­
ing pregnancy in the Center's methadone. detoxi­
fication program. Of groat interest are 20 mothers 
who wore treated in the methadone maintenance 
treatment progml11 and who had conceived while. 
on high dosage. 0'£ methadone or who had started 
high dosage of metlmdone or who had startedlligh 

dosage of metl1adone at some time during 
pregnancy, usually 100 mg. per day. It is tllis 
httter group of babies born to ,,'omen maintained 
on methadone during pregnancy upon which I 
should like to foc-us most of my attention today. 
But I would like to ten you something about the 
other group. The 1arge group of heroin users, who 
had received one or more short courses of metha­
done (for approximately l' days) during preg­
nancy, gave birth to babies with a lower incidence 
both of frequency and intensity of symptomatol­
ogy than has been observed generally elsewhere in 
b[~hies bol'll to hm'oin addicts. I would just like 
to review some of the symptomatology which is 
referrecl to frequently in the literature and to say 
that in our experience, even in the large group of 
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women who were not maintained on hiO'h doses of 
metl:adone, we did not see as much seri~us pathol­
ogy 111 t~le newbol'll baby as is reported by others. 

The SIgns ~~ld symptoms with which many of 
you ~re famIlIar are hyper-irritability tremors 
susta;ned Mor? re£1e::, shrill high-pit~hed cry; 
£1ushmg, excesSive ~ry111.g, poor feeding, excessive 
mUC?l~S an~l laCrl1llatlOn, excessive sneezing, 
von~lltmg, d'larrhe~, ~~chypnea, convulsions, cya­
nOSIS, vas?motor l;abIhty and areas of excoriation 
of the s~m at pomts of contact with the surface 
of the crIb. It has been important for pediatricians 
who t:eat ~hese ~abies to consider in their dif­
ferentIal dIagnOSIS other kinds of patholoO' 
nota?ly ne01:atal tetallY, intracranial bleedi~~' 
l'\.splratory dI~tress syndrome, infection-producin; 
cl1a:rhea, sepSIS, .and meningitis. In our group of 
patIents, numbermg ~bout 230, birth weights were 
generally lower thaI~ m the rest of our population. 
Apgar scores mentlOned by Dr. Blinick which 
were measured at 1 minute after birth a'test f 
the overal~ condition of the baby, and p~rticularry 
a clue or mdex to asphyxia showed the babies t 
compar~ favorably with th~ rest of our newbor~ 
pop;llatlOn. Only two babies demonstrated con­
gemtal malformations in the whole larO'e O'roup 
I should also b;ing to your attention thebfa~t that 
one of the babIes who was considered to have an 
extreme form.of ~~mp~matology did, in fact, have 
neonatal menmgItIs, qmte apart from the fact that tlt ~~otlier h~Cl. b~en on heroin and was a member 
o t e detoxlficat:on gI'oup. "Then babies in our 
~~rge group of ~)a~Ients were symptomatic, medica-
Ion 'yas admullstered on an individual basis 
Sta~dl11g orders were not given. The medication~ 
use :vere phenobarbital, chlorpromazine a'nd in 
some J~lstances pa.regoric. Medication was titrated 
a~cor I~& to ~he baby's need. Those of you who 
are flUl1llIar WIth the care of infants born to heroin 
~~sers ~r~ probably aware of the fact that many of 

lese a ;es ~re often "snowed under" bv de )l'es­
sant medIC~tlOn starting soon after birth. I 

'. Observam.olls of the symptomatology of the baby 
¥l the neonatal .period, laboratory resuJts, and 
lollowup evaluatIOn of physical status and'mental 
~ evelopment are v,s follows in brief: "Vith reO'ard 
.0 the problem of infant followup, of import~nce 
~s.the fact that it is r~latively easy to make contact 
dl:~l methadone mamtenance mothers after the 
tt wery of their children, and althouO'h briI1O'ing 
is1ese moth'ers aI:d babies for repeatel"clinic .;isits 

often more dIfficult than with the rest of the 
bopulation (~hat is non drug users) it has certainly 
~:n far easI~r to bring these children into a pro­
~ m of medICal care, than in the case of metha 
~~~ cletmdfication brubies, or babies born to heroh~ 

a lCts who have not had methadone at all. We 

~av~ been aln:ost uniformly unsuccessful in brinO'­
~~g mt~ contmuous medical care infants born to 

e met adone detoxified mothers or infants bor 
to untreated heroin addicts. We have made manu 
~~~mpts employ.ing the services of medical st! 

ts, I?-urses, sOClal workers and so on, but the only 
ones wl.th whom we have almost complete success 
are the metha~one maintenance mothers. With re­
gard to duratIOn of hospital stay, the disadvan­
ta~es of long stay ~or l?abies ~n newborn nurseries 
or 01: a~ acute pedIatrIC hospital inpatient service 
are ObV:OUS. It certainly is not a good idea to kee 
a baby m the hospital mmecessarily. Even though 
aI~tttempt may be made at mothering in such a 
se .mg, the problems of nurse staffing prevent 
asSIgnment of nurses in such a way as to rovide 
adequate mother substitutes. For infants born to 
women who remain on the methadone maintenance 
program, the range of hospital stay for the infant 
,~as l' to 30 days. This excludes one infant, ,,:ho 
~~ayed for 112 days hecause the parents removed 

emselves from the methadone maintenance treat­
m~nt program, and it was necessary to place this 
clll,ld elsewhe~e through the Bureau of Ohild Wel­
fare of the Clty of New York Tl' f 1 f . lIS, 0 course 
lapp ens very. requently with nonmethadone main~ 
tenanCE) he1'om users. Also excluded is a bahy who 
was transferred to a premature center in the first 
24 hours. The average hospital stay for infants 
born to methadone maintenance mothers was 15 
days. The range o.f ho~pital stay for 200 ba!,}ies 
(metha~one detOXIficatIOn babies) was 4 to 154 
da~s Wlth an average stay oj 40 days per bab 
ThIS 40 days compares to 15 days for babies bOl;~ 
to me~hadone mamtenance mothers. I would like 
to 1?omt out that we mn,ke .a~n att t h ~~.:.... 
babIes for at 1 t 10 d . ' ". . . ..~.~:i:' 
th 

,eas ays so .. tU{~\.o we can observe 
em. 
"V~th .reg~rd to disposition of the brubies after 

hospItalIzatIOn 01~ t~1{~ pediatric service, all infants 
of mothers remalllmg on the methadone mainte­
nance program were discharged from the hospital 
to the mother's home and care with the exception 
?f ~.ne baby, who was premature by weight. Home 
~n fthe case of methadone maintenance 1ll0therR 
:s . ound to be generally stable and adequate Of 
l~l~ants b~l'll to the first 180 mothers, who had par­
tlClpatedm methadone detoxification only 128 . 
60 percent were discharO'ed "home" an' d "h i, ?I tl . b' orne 111 

lIS group was not a stable, desirable place but 
wa~ frequently the residence of a friend, a g;and­
~~~ent or anybod~ at all and when hospital clinic 
'~SItS for the babws were scheduled, it was often 
d~~cnlt to fin~ ~hem. With regard to birth weight, 
"Inch Dr. Blullck commenteel on infants born to 
me~ha.don~ maintenance treatme~t plttients ha.d 
a bIrth welght of 2700 gms. compared with a mean 
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birth weight of 2600 gms. for the infants born to 
the first 175 methadone detoxification patients. 
'rhis difference is not significant. I would repeat 
again as Dr. Blinick pointed out, that one-third 
of the babies born to methadone maintenance treat- . 
ment mothers were premature by weight, that is, 
nnder 2500 grams. 

\Vith regard to congenital malformations, of 
19 babies bor11 to methadone maintenance treat­
ment mothel's, none demonstrataed congenital mal­
formations. This is extremely important; 19 is a 
sizable number. In the large detoxification series 
of over 200 babies, two did, in fact, have congenital 
malformations. But we a,re not comparing the two 
groups. I think that the concern which we have 
had tho.t methadone administered to the pregnant 
woman may produce a deformed baby, at least 
based on these 19 babies, is not confirmed. I think, 
too, that I should point out again that even in the 
large group, we have had only two babies with 
congenibtl malformations. This is quite different 
from the reports in the literature. It is said that 
women on heroin produce babies with congenital 
malformations beyond expectation in the general 
population. This has not been the case with our 
htl'ge detoxification group either., 

With regard to the Apgar scores (the clue to 
the babies' overall condition), of the first 13 in­
fants bol'll in the series of methadone maintenance 
treatment babies, 85 percent had scores which were 
cbnsidered very satisfactory. This is about the 
same as in the large group. With regard to the 
symptomatology in the baby during the neonatal 
period, the term applied so frequently is "with­
drawal symptoms" and I think this is an unsatis­
factory term, which we should eliminate. 'When 
we talk about symptomatology in the baby, we 
should not label these, babies as addicted, because 
we have no rcal indication that they are. It is 
rather difficult to do objective evaluation of the 
symptomatology of babies. Newborn babies are 
frequently hyperactive, jerky in their behavior in 
large part because their nervous systp.ms are not 
completely myelinated soon aiter birth. The 
lighter the birth weight of the baby, the more apt 
he is to have some symptomatology suggestive of 
immaturity of the nervous system. In 19 infants 
born to. women on the methadone maintenance 
tl'cat1l1cmt program, the following distribution or 
assignment of terminology has been made. The 
babies were divided into foul' categories: Mildly 
symptomatic, moderately symptomatic, severely 
symptomatic, and usymptomatic. Eight of the 19 
were completely asymptomatic. Six of the 19 ba­
bies were in the mild category, cha1'l1cterized by 
twitching of t.he, extremities and mild irritability 
but without a clinicfil need for Hledication to COll-

1'01 these symptoms. Five babies of the 19 had 
moderate symptomatology characterized by more 
marked irritability than ill the former group with 
some twitching and with diarrhea, without evi­
dence of infection causing the diarrhea, and with 
n,pparent need for medication, which was given. I 

None of the babies wcre severely symptomatic. 
For the methadone detoxification group, there was 
a, higher proportion of modemtely and sever.ely 
symptomatic infants compared with the metha­
done muintenance group. 

'With regal·d. to laboratory results, of the first 
17 babies bol'll to methadone maintenance treat­
ment mothers, liver enzyme studies were within 
normal limits. This suggests that methadone does 
not interfere with conjugation of bilirubin in the ' 
baby. In addition, electrolyte studies in these ba­
bies were all withi.n normal limits. Serum calcium 
and phosphorus, too, were within normal limits, so 
that the twitchiness of the babies could not be at- I 

tributed to hypocalcemia 01' hyperphosphatemia. 
Peripheral blood examination shvwecl hemoglobin '. 
and white blood cell counts to be within normal 
limits. Therefol'e, from the point of view of lab­
oratory measurements, we can say that of the 19 
babies, all showed normal laboratory deter­
minations. 

With regard to followup for purposes of eval- j 

nating physical and ment.al development, 14: of 
thcse babies have been followed for from 4:% to . 
42 months of age depending upon when the baby 
was 'bol'll in the period of t.he last few yeal·s .. 
Each child seen by us has be(m fmmd to be de­
veloping physically within llormallimits without' 
exception. Psychometrics performed during these 
visits using the Knobloch-Modified Gesell Test 01". 

the Bayley Scales of Infant Development showed. 
the following overall range: A normal 01' average, 
test for 11 of the 14: babies; a below average test, I 

as far us development of intelligence is concerned, 
in one baby; and a high normal or high average I 
intelligence in one baby. One normal baby, who is 
average in all other respects, showed pOOl' lan­
guage development at ages 23 and 33 months., 
Overall, the impl'ession is that this group compares 
favombly with other children of similar age. 

In brief summary, the followup of babies ,borll 
to women maintained on high dosage of methadone 
could be carried out sat.isfactorily 'Und it was rela· 
tively easy to gain cooperation of the mothers, 
The duration of hospitn.l stay was ~ore brief than 
it was for the rest of the heroin 01' detoxification 
popUlation, averaging 15 days compal'(~d wit,h 401: 
days for babies borll to nonmethadone maintained 
1110thers. The added stu,y was required for social 
reasons most of the time. Most of the babies born; 
to mothers on methadone maint.enance, who wen~ 
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home with their mothers, came back for care. The 
birth weights were similar in the maintelUtnce 
group compared with the detoxification group. Of 
great importance is the fact that there were nn <-:In­
genital malformations in babies born to motnel"S 
in the methadone maintenance group. Apgar scores 
compared favorably with the rest of the popula­
tion. Rather mihimal symptomatology was seen 
in the immediate neonatal period. N ormallabora­
tory results and follow up for physical develop­

,ment were fmmd. Mental development was 
satisfactory. 

It is important for us to continue long-term 
· follow up on these babies to see how they make out 
as they grow older. So much of the course will be 
influenced by the environment, but it appears to us 
at this point, that if mothers remain in the methu-

· done maintenance program, the enviroHment is a 
· more stable one than if they are out of the 
program. 

Before I sit, down, I would like to remind you 
, that children get into all kinds of medication and 
nlthough this is no,~ connected directly with my 
presentation, a.s tL pediatrician I must tell you that 
measures to prevent the accidental poisoning of 
children in the homes or methadone maintenance 
patients should be taken. Methadone must, be kept 
out of reach of small chidren and should be kept 
in secured containers. Thank you very much. 

DISCUSSION 

(Discussion following Dr. Dole's comlllents on Dr. Blat­

Dr. Blatman: 
mun's pu~r) 

I just wanted to amplify an aspect of what Dr. 
• Dole said, 'which is extremely important. First of 
· all, that children who have ingested methadone be 
admi.tted to a hospitnl for observation. Secondly, 
that, they be placed in a location on the hospital 

; ward or on a pediatric service w he're they c~n be 
'. wlLtched continuously. For us, the place or prefer­
, ence is in the hall, directly in front of the nurses' 
station, so that the child can be observed closely 

i for at least 24 hours. Even though he may wake 
up and respond, he may lapse into coma again 

· since the depressant effect of the methadone may 
outlast the antagonist effect of the antidote, narcan 

, or nalline. 

Dr. Dole: 
I would like to amplify tL very importrmt state­

JP.'lnt that Dr. Blatman made at the end of his 
remarks-namely, the danger of poisoning by 
methadone. This has been of great conccrn to us, 
and there have been, in the past 2 years, two in­
stances of patients' medication being consumed by 

infants, that I know of, and being either im­
properly treated in the hospital or brought to the. 
hospital too late for treatment. This is not a large 
percentage of the approximately 2 milliOl~ doses 
which have been dispensed in New York City since 
the beginning of the methadone maintenance pro­
gram. At the present time in New York Oity there 
are well over 1 million doses of methadone being 
taken pel' year. Nonetheless, any poisoning is a 
tragedy because it should be avoidable. 

,Ye must be conccrned with both prevention and 
treatment of methadone poisoning. As to the treat­
ment, there is insufficient knowledge in the medical 
profession 'as to how to treat an 'overdose to non­
tolerant persons takingmethadone. The critical re­
quirement is to maintain respiration. If l'espira­
tion is depressed, then artificial ventilation should 
be instituted immediatt>ly, using the best means 
available. 'I'herearc specific antidotes Ior the res­
piratory depressiom'l. They should be made avail­
ruble and the people in the emergency wards should 
be instructed in the proper use of them. I 110, ve pre­
pared a statement 011 the treatmellt of methadone 
poisoning and will distl%ute it to all who are in­
terested after I have it reviewed. I hope to have 
available from my office, for anyone who wants it 
for any treatment prograin, a stnndarc1. treatment 
procedure to be delivered to the emergency room 
in each hospital, with recommendations for the 
medication and equipment to be in the hospital 
inventory. 

The only point I want to stress here, so that no 
one will go away without knowing this fact, is 
that met11adone has a 24- to 36-hour span of de­
pression, depending on the size of the dose, and if 
naloxone or nalline, each one a specific antagonist, 
is given and the patient responds and the doctor 
thinks he has won the battle, the patient could die 
because the antidote lasts for 2 hours, while the 
Imderlying depressant persists mucJh longer. 

Now, as :to preven~ion, in our research unit at ' 
Rockefeller, fo1' the past 3 years, we l1!we been 
developing a number of noninjectruble capsules or 
'tablet preparations, which are far less attractive 
to children than the Tang pl'eparation customarily 
used. ,VH.h several million doses per year being {lis­
pensed as methadone programs grow in size,the 
danger of a child ingesting a liquid methadone 
preparation w.ill increase propol,tionately . 

So, I have recommended to our program direc­
tor, that in the vel'ynear future, evel'Y patient be' 
put on one of our 110ninjectabletablet prepara­
tions. ,These will be generally available ibecausethe 
latest model of this has been manufactured by a 
pharmaceutical house and wiU become available on 
a national scale. Thank you. 
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IVy TREATMENT OF ADOLESCENTS 
TREATMENT OF DRUG ABUSE IN ADOLESCENTS 
William J. Vandervort, M.D. 

A methadone maintenance program was begun 
at the IVilmington Medical Center in April 1968. 
It st.arted 1vith 12 patients, $2,000 in contribu­
thls, and the backing of the State Department of 
O)l'rection, the Department of Mental Health, and 
the Attorney General's Office. The fil'st patients 
were black, over 21, and usually on parole. They 
had been on heroin 3 to 10 ycars and a drug-frc\:} 
existence seemedllnlikely. 

vYith the drug scene l'evolution involving 
yot:ngel' patientsancl n, multitude of drugs, metha­
done maintenance is too rigid a method to cope 
with this 11ew, fast-moving phenomenon. Thus, in 
:May 1969, the clinic. was changed to a drug abuse 
clinic. We now had 112 patients and $15,000 in 
funds. The staff was expanded to provide individ­
ual and group therapy, social work, counseling, 
and other services. 

The ever-expanding' problem became an flpi­
demic in Wilmington in the spring' of 1970. State 
laws were passed to cncourage rehabilitation over 
punishment. A s.tatewide program was initiated 
with a full-time director. Three additional drug 
abuse clinics were started in the State of De.lQ,ware. 

By September of 19'10, we.IUtcl seen 420 patients 
at the clinic ill ·Wilmington. About 32 percent of 
t.hese were. 13 to 19 years of age. Most started tak­
ing drugs at age 14, 15 or 16. In the case of 58 per­
cent, t:he first drug was marihuana. Forty percent 
of these patients \yere sHll in high school, 50 per­
cent were white, 90 percent male, and most ,vere 
from the suburbs. This was in contrast to the pn,st 
experience wit,h black patients from the center city. 

The psychopathology ranges from schizoid to 
sociopathic to simply a dependent, narcisitic-type 
personality. Group therapy, individual therapy, 
and psychologic testing lwe provided. Counseling is 
also available. The Ii·wo social workers aid in job 
and school placement. Eighteen patients received 
no drug therapy. The rest were given methadone. 
Sixteen pn,tients were lost to followup, Ul.J 14.7 
percent of the patients ch'opped out. Twenty pa­
tients, or 4.18 percent, were off all drugs and ac­
cepted as 2-yea1' cures. 

Two hundred forty-foUl' patients, or 60 percent, 
are now in active treatment. Forty-four of the 
patients have been transferred to clinics in nearby 
States. Sixty-eight patients are (1) just off mctha­
clone, (2) applying for a second com'se, 01' (3) 
in special treatment groups. One lmndred thirty­
two patients are receiving methadone on a daily 
basis. In addition, 41 patients are in their second 
course and eight are in their third course. 

Each adolescent arriving at the clinic sees the 
nurse, a social worker, the psychiatrist, psycholo­
gist, or the doctor of the clinic. Then the treatment 
pattern is determined, methadone is prescribed if 
indicated, further appointments are made and the 
patient is given an appointment for a medical ex­
amination and laboratory studies. 

Orientation sessions haye recently been added 
for better patient cooperation. Most patients are 
started on 30 mg. methadone. This is increased 
10 mg. every 3 clays to 50-80 mg. and tlhen f~e 
dosage is descreased 5 mg. eyery 3 to5 days to 
zero. Vo.cational, psychiatric, and counseling ef­
forts are made during this interval. As the patient 
decreases his dosage of methadone towards zero, 
problems and failures occur. The crucial level is 
below 30 mg. The patient begins to feel uncomforr­
n,~le, insomnia and bone pain are common, and 
much reinforcement is needed. Group therapy 
witl1 our clinic-psychologist has now been added 

. to this effm-t. 
It is frustrating to see a patient on 20 mg. of 

methadone and so neal' to total narcotic with­
drawal sueldenly have positive urines once again. 
Though he scems unable to tolerate discomfort, 
he does not have the determination to fight. He in­
sists on drug assistance-like the obese patient on 
diet pills. The pleasure principle is stronger than 
the motivation to be rehabilitated. 

I believe that fewer thr..n 50 percent of the pa­
tients I see want to be off drugs. They seek help 
because a loyecl one demands it, or parole requires 
it, or the price of drugs at the time causes it. But 
the adolescent feels so much better on drugs that 
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he would not consider stopping. With ch-ugs., the 
insecure adolescent becomes more secure. Pamful 
daily events hecome tolerable. Depression lifts and 
its return will not be tolerated. . 

So the treatment or adolescent dr~lg p~:oblel1ls IS 
not ~ledical but sociologic. Only SO,clOty 111 ~eneral 
Jan reverse the trend to drugs. The mUSIC and 
idols or aclolesclnlts must be turned from drug 
orientation to llonc1rug) or all of 0UI' future young 

people will turn to drugs. The Brave N~w Worl.d 
will be a reality and soon. If the EstablIshment IS 
thouo-htful and wise, it will be helpful. If t~le 
nece:ary changes in society are made, there WIll 
be less need for drugs and a separate drug culture. 
It is up to us to see that these changes occur. If 
they do not, drug abuse clinics will b~ unab}e to 
stop the turn to ch'ugs and the Brave New",} orld 
will indeed be here. 
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SLOW DETOXIFICATION OF ADOLESCENT 
HEROIN ADDICTS IN NEW YORK CITY 

Robert B. Millman, M.D, 
and 
Marie E. Nyswander, M.D. 

There are no good estimates as to the e~ent of 
adolescent hel'oin addictioll in New York C.lty. vYe 
know that seYel'lll hundred adolescent hero11.1 use:-s 
0'0 thl'ouO'h the courts monthly, and one prIson III 

the area l1as limited itself to offenders in this age 
group. It has been reported that 60 perce~t of ~he 
enrolled students at several New York CIty 11lgh 
schools have used heroin. These facts are not sur­
prising. Adolescents in this city with few cult~n'a.l 
or educational optiol1S, given th~ e:ll.-P0sl:ll'e, 1l1l~ht 
be expected to turn to herom m lllcreasmg 
numbers. . ' . . 

The primary focus of age;lcIes worklllg w~th tIns 
age group has been educatIon and l?l:e;yentlo~l. ~o 
date, few successful treatment faCihtIes eJClst l~ 
this city. Many of the street progr~ms haye terl1l~­
uated their services and the ongomg therapeutIC 
'communities have been ullahl.e to c?l~e with tIm 
large llumbe~' of young people reqll11'1ng help. . 

Two years ago, in response to tIllS problem, om 
group at tho Rocl{erellel' Universi~y .began a s.t';ldy 
or adolescent; heroin addi.cts, combu)'mg rehahlhta­
th'e services with slow detoxification, using lo,y 
doses or methadone. Beginni.ng with t,yO boys, the 
research program has admitted a total of 25. p[1,­
tients. The number has been kept low to pel'l1llt us 
to make detailed observations concerning the prob­
lNns of the patients and tho rehabilitative process. 

Pn.tients were admitted to the program on an 
individual basis, with the stated aim of the ,Proto­
col beilw to consider only SO cn.lled "hard-core 'ad­
dicts." I~1 I)'eneral, patients were under 18 years of 
age and IH~d a history of 1 to 2 years or con~inuoml 
mainline heroin addiction. They had ia,lled on 
other recognized treatment programs and had had 
previous 'a.rl'csts .. All pl1tients were selected from 
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the metropolitan are[1,; explicit parental consent ! I 
was required in each case. . I ! 

Patients were treated as outpatIents !1;t .the \.1 
Rockefeller University Hospital. UP?n adnllss;on, f 

all patients received a complete phySICal eX'amma- 11 I! 
tion, X-ray of chest an~l labor!1;tory ·\Yorkup. I~l 
selected cases, psychologICal testmg has. been pel- If 
formed. 'Whell necessary, further medIcal. treat- II 
ment was provided as well. I \ 

At the onset of tre!1tment, the dose of methadone I.! 
was low (10-20 mg./d[1,y in most ~ases), and was 1 

subsequently.brought np to a maXllnum of. 20-:50 i 
mg./day. Medical complications of the m~dlcatlO~l 1 
have been negligible. A lllunber of patlent~ ex­
perienced constipation, relieved in [1,11 c~ses wIth it 
laxative, Several complained of clrowsmess earlx 
in their course. One patient developecl an ~l1e~glC 
skin reaction when begun on the medicatIOll) 
though this was found to be due to the Tang 
vehicle. 

Initially, all patients were requir~d to c?l11e. to 
the clinic each ,veekday to take then' mechcatlo~lt 
a,nd leave a urine specimen. They were given medl-I 
cation on Friday to take home for Satl~rd~y and I 
Sunday. Fb'e of the patients were I:ospltahzed. at l 
Rockefeller University for short perIOds of sp~cHtl ! I 
observation. The pl'Ogl'tlm undertook to ,Provlde It'll 
situationally oriented form of counselhng, -:oca.- .! 
tional and educational gnidance, and l'ecre[LtlOnal I \ 

1 
. . 1 t 

leaders np. ! 1 
Of the oriO'inal 25 adolescents, 23 are current~y ! 

in the progr~1l1. One left because his home ;V[LS III ! I 
Connecticut, the other" a 131/2-year-old, £all.ed to It 
I-eel) his 1'8rrula1' appollltments and was thelefo~e t f 
\ to 'd' esl 1 t c1i.scluwg~d to a treatment program proVl 1l1g r - JI 

1. 

I 

dential control. We havo continued to follow both 
these patients. 

In thE:) present group, the avel.'age age is 17, with 
a range between 13 and 22. Of these 23 patients, 11 
have remained heroin free, seven have used heroin 
occasionally (1 to 3 times per month), and fiye_ 
are using the dr,ug several times weekly. In no case, 
however, has a patient become readdicted to the 
regular dany use of heroin. 

We plan to withdraw methadone from all pa­
tients who are sochlly stable and appem' to have 
a reasonahlechance of doing well ,yithout medica­
tion. Two patients in our group have already been 
detoxified. They continue to come to the clinic for 
consultation and to leave urine specimens. ,V11ereus 
both of these patients ha.ve used heroin occasionally 
in tho '7 months since detoxification, neither has 
become readdicted. 

Interestingly, there has been little problem 
with abuse of other drugs. Two patients used 
amphetamines intermittently, one patient used 
barbiturates on ,Yeelmnds, and anotI1er has used 
cocaine on several occasions. Two patients reported 
single experiments with LSD. 

As in the adult pl'ogram, we are interested in 
defining the essential components of an effective 
rehabilitation program. To this end, we are analyz­
ing the roles of different staff members with a yiew 
toward expansion of the program. At present, we 
have a staff of two fnll-time counselors, an ex­
addict'research assistant who is on the methadone 
maintenance treatment program, a secretary, and 
two physicians. The ratio of staff to patients is 
high because of the research nature of this pro­
gram; in a service program, the same staff could 
provide treatment for at least twice as many 
patients. 

Coupled with the prob1em of drug dependence 
and its disabilities, our patients also face the very 
real problems of deprived adolescents jn an urban 
society. Adults being treated by the standard 
methadone maintenance treatment programs are 
encouraged to get jobs and support themselves. In 

most cases, the formal education of theso patients 
was interrnptt!d quite early, and they have little 
opportlmity to return to school. Similarly, ado­
lescent addicts generally have left school, yet they 
are too young to obtain regular employment. ,Ve 
feel that whenever possible, patients should be 
encouraged to return to school 01' equivalently take 
jobs that provide vocational tmining. 

Of the 23 patients presently being studied, 10 
are attending school regularly, whereas three were 
attending prior to admission to the program. Seven 
patieilts are working full time. Of the siA remain­
ing patients, three are registered in school but do 
not attend regulaJ:1y, and three are seeking 
employment. 

,Ve have established liaison with schools the 
patients attend, so as to be able to provide support 
when necessary, as well as maintain adequate 
followup. One of our counselors, a former New 
York City schoolteacher, freqnently visits il1divid­
unl teachers and administrative personnel to this 
end. Volunteer tutors, generally Rockefeller Uni­
yersity graduate stUdents, have provided some in­
dividual help to the patients. Similarly, one of the 
counselors concentrates on vocational guidance, 
Contacts have been made with vocatiOllf1,l agen­
cies as well as individual firms. It has frequently 
proven helpful to accompany the patients to an 
interview. 

As in the regular methadone maintenance, pro­
grams, we have found that an ex-addict, himself 
on a maintenance progralll, may play a crucial 
role in counseling other patients. This may be par­
ticularly true in an adolescent pl.'ogram where the 
patients are able to identify with him. Fre­
quently, it is this staff member who makes the 
initial contact with a prospective pa.tient. One of 
our cOlUlselors also serves as the liaison with the 
probation office and courts, A good number of 
the patients had cases pending when they were 
admitted to the program) and we elected to take an 

. active interest in these. 

ADOLESCENT HEROIN ABUSE IN SAN FRANCISCO 

David E. Smith, M.D: 
George R. Gay, M.D. 
Barry S. Ramer, M.D. 

San Fl'ancisco hllS the dubious distinction of 
being the focal point in our Nation for youthful 
drug abuse. Those patterns of drug abuse which 
started in San Francisco have spread rapidly to 

neighboring California communities lmd have 
ultimately spread out across the country in a 
"ripple" effects. Today in San Francisco, we find 
ourselves in the throes of a full-blown heroin 
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epidemic and 1970 is labelled the "year of ~he 
middle-class junkie." There has ~een an al~l'mlllg 
increase in deaths clue to narcotics abuse m San 
Francisco. III 1965, the coronel' r~col'cl~d foul' 
deaths due to narcotics overdose, and m19(O, there 
have already been 41 deaths. ,. , 

The Haight-Asbury Free Ohm~ ha? WItnessed 
" shift in the abuse pattern of theu' clIentele who 
" LSD' tl 1067 "Sum-use marihuana and III l(~ v • 

mer of Love," then on to Speed and bal-blturate, 
1.\se in 1060 and now to heroin in 1070. At the San 
Francisco Center for Special Problems, we nrc. 
witnessing an increase in the lllunb~r of a:lo~es­
cents seeking treatment for narcotlcs ~dchctlOn 
since the inception of our metha~one malll~enallce 
treatment program. Our populatIOn o~ add:,cts ha~ 
more than tripled in the pust year With 2~0 ne" 
cases a month seeking treatment. An estlluated 
20 percent of these are undel' 18. . '" 

The combination of extenslve rehablhtatlve 
sel'vices 'with slow detoxi.fication u~in~ low doses 
or methadone appears to h,old pro.nll.se III tlic trea~­
ment of adolescent herom adchctlOn. "'~ e hn"\ e 
demonstrated the ability to ~\'ean patIents off 
heroin, and ,vc think it is sigmficant tl~at no pa­
tients havc become readdicted. T,yo patIents ~lav(', 
been detoxified to date, and. thougl~ both patIents 
have used, her0111 on oC'caslO:l, l1eIther has used 
regulady. More data is reqmred bdol'~ ~. state~ 
ment m~y bc made relative to the feaslblhty or 
detoxifying the majority of adolescents on the pro· 
gram. iYe will continue to explore ~taffin~pat­
terns and the provision of more e:fi:'ectlYe anCIllary 
services. .. 

There are only two programs 111 S~n Fran,cIsco 
which provide outpatient nonnarcotIc detOXIfica­
tion: The Center for Special Pl'oblem~. and the 
Hu.igl1t-Ashbury Free Olinic. Botl~ utIhze c~m­
binations of phenothiazines, sec1atIve-h:fpnotlcs, 
antispasmotics, und mood-elevatol's dUl'lllg out­
patient detoxification. On;ly 1~ pel'~en~ of those 
individuals withdrawn Without metlluclOl:8 .c~m­
plete the withdrawal process, and the reClchvlsm 
rat{) is almost 100 percent.. . 

Today's addict is using l:erolll ~s a somal an,:,­
thetic to make life tolerable III a SOClety that cleu,rly 
rejects him. Whereas, just a few ~eal'~ ago durmg 
the "Kennedy era" the YOlU1g.adchct hkec~ what.~le 
saw and turned to psychedelIc dr~lgs to mtenslIy 
that vision, his counterpart today IS. depl'essed and 
alienated and uses heroin as the ultlmate pharma-
cological "copout." . 

The demographics of the addict popu lutlOn are 
changing rapidly. Addicts arc -youngc}", more ,of 
them are female, and more or them are w1:1te 
middle-class dropouts. They have been usmg 
heroin for less than 3 years and have un average 
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daily habit of $75. Nearly all of them are 1.lllem· '/'1/' 

ployed. In our c0111lllunity where 16 percent of the r 

population are oriental, less than 1 pel.'Ce~lt of t~le ~ 
Y01.Ulg people seeking treatmen~ for herom adclic.. I t 
tion at the Oenter for Sl?ecml Problel11~ al1~1 r i 
oriental. This might be attrlbuted to ~ feelmg ~f { 
s\lspicion and mistrust towa:d non-OlUl:ese phYSI- I 
dans on the part of the eth11lcally consc~ous you.ng

l Ohinese-,A_1l1ericans, or it coul~ be conslst~nt.wlth f 

the Ohinese tradition of kecpmg; trouble 111s1de- f! 
inside the individual) the fmmly, or the com- ! 

l111.Ulity. All we know for cert~in is tha~ therc are ! 
oriental addicts. The one OlllneSG adchct on oU!' 
methadone maintenance program has told 1.1S that 
many of his friends ar~ l:ooked. , 

Oalifornia law prolnbits th~ USe of m~thac1.one 
or other narcotics for outpatIent detOXIficatIOn. 
The new Y01.111O' addict exhibits a low ,tolerance for 
pain and he c~mes looking :for ~ pmnless way to 
withdraw. He is saying to us, "GIVe me metJIad~ne 
or forget it. I don't want to mess arounel With 
other j 1.Ulle" . . ( I 

Oomplicatj}1O' matters :further is that Oah:forma \1 
law makes the ~c1dicted minor inel~gibl~ ~or metlIa- ld; 
-done maintenunce treatment. Our lllablhty to meet f 

the needs of these young people :forces thel.n tc. ! 
become tLeir own physicians. They self-mec1I~ate f 

with appalling c01l1bil1~tions of alcohol,- b~rbltu- 1: 

rates, marihuuna, cocallle, und Speed. It IS b~d , 
enouO'h that there are so many young herom I 
adeli~ts . what is worse is that most of them are not l 
beinO' t;eated. They reject what they feel are th.e 
u.ut,h~ritariall and punitive approache~ o~ trach- ! 
tional mcdicine ullClmistrust even the lllchgenous II 
sources of self-help. San Francisco has several . 
halfway houses which o:fi:'er treatment to young " 
a~ldicts. Too often, however, the halfway I:O~lSes II 
are poorly funded, keep few, if any, statlsbcal f! 
~ecords, aIlel ha.ve meuge~' scientific data to report II 
on their treatment effectlVeness... . I 

Until September o:f this ye.a1', ~t ,,~as Illegal to r I 
treat addicts outside of penul mshtubons or State I 
mental hospitals. An addict could get treatn1.;nt J 
only in public agencies [md then uSuallbY'I?teht:ucl ,I 
locked doors_ At the Oalifornia Reha 1 1 a l~n I 
Center in Corona" a costly prison cCll~r, $16 ~1l1~: 
lion is expended each yea:' ~nyl(,~, alleg~cl "curll1g" II!' 
of addicts. Corona's remchVlsm rate IS equal to 
that of most outpatient detoxifi.cation progr~l11s- I f 
02 percent. In September, Governor Reug~n SIgned 1 

two bills which mRde methadone ~amtenunce 1 
treatment programs :feu.sibl~ on a !awly COlnpre­
hensive basis. The problem 1S that no money was ! 
appropriated for the programs, so we :find our- 11 

selves in virtually the same place we were before . 
the new law was passed. 

J 

Allmetha,done treatment in Onlifornia is under 
the supervision of the Oalifornia State Research 
Advisory Punel which is appointed by the Gov­
ernor. This panel is empowered to set up guide­
lines for operating methadone l1laintenanc~ 
trentment programs. The chairman of the panel, 
an attorney in' the Stat{) attorney general's office, 
believes in strict adherence to the letter of the law 
and he hus insisted that the Federal guidelines 
drafted last June be followed with no deviatiOll. 
Those guidelines prohibited the treatment of 
addicts under 18 years of age. Even if it were legal 
to treu,t these uddicts with methadone, it would 
have to be done in most cases with parental con­
sent. This legal stricture would prevent many 
adolescent adclicts from seeking treatment volun­
tarily. Obviously, most addicted children need to 
keep their addiction secret from their parents. 

Rehabilitation programs for Y01U1g addicts have 
reported S0111e degree of success. Spokesmen from 

programs such as Phoenix House, Day top, and 
Reality House have said that their dropouts ran 
into trouble in their inability to control their crav~ 
ing for heroin. Since methadone eliminates the 
craving and the symptomatic discomrort of with­
drawal, it allows the addict opportunity to derive 
a greater benefit from the psychosocialrehabilita_ 
tion. vVe believe that a combination of methadone 
maintenance and rehabilitative programs oft'ers the 
best opport1.U1ity for helping the adolescent addict. 
Many investigators have expressed concern over 
potential lifetime methadone maintenance for the 
adolescent addict. ",Ve feel that after substa.ntial 
gain hu.s been mnde in the addict)s re11abilitation, 
gradual methadone detoxification should be at­
tempted, This addict would then have a chance to 
lead a life free of chemical dependence. Should he 
not I'emain nonaddicted, a second attempt at meth­
adone maintenance over a longer duration should 
be considered. 

ADOLESCENTS ON METHADONE: . PRELIMINARY OBSERVATIONS 
Stuart L. Nightingale, M.D. 
Leon Wurmse~, M.D. 
Penelope C. Platt, B.S. 
William W. Michaux, Ph.D. , 

In summary, then, our experience shows that 
heroin abuse among the adolescent is on the rise. 
1:Vith the ra.pidly changing abuse patterns, young 
addicts continue to seek l11.edical help. Many physi­
cian~, however, are frightened by the addicts and 
are made ne1"·ous by the narcotic agent::; who pur­
Slle the addicts. The y;;ung addict is either turned 
away from or declines help at the traditional 
sOU~'ces of treatment. Nonnarcotic medical detoxifi­
cation is not sufficient for the young addict. Unless 
legal restaints on treating minors and operating 
methadone maintenance programs u.re removed, 
the young drug addict will turn away from tradi­
tional sources of help and will go underground. 
Methadone mu.intenance treatment should not be 
unHaterally condenmed in regard to the adolescent 
addict. As lIas been indicated, initially it can be 
nsed to get him under treatment and into a more 
constructive life style. Luter, methadone can 
slowly be eliminated, Since the young addict tends 
to reject traditional forms of medical treatment, 
ancillary treatment modalities must be restructed 
so that the young addict will accept them. \Vith~ 
out these changes; our treatment will be rendered 

ineffective and we wil1Iose our fight against heroin 
addiction. 

The widespread abuse of narcotics by school­
age children and the vast increase in heroin~ 
related deaths among teenagers, have recentl:r 
caused much attention to be focused on the prob­
lems of drugs and youth. Educational programs 
ill schools and elsewhere aimed at preventing teen­
age drug use are proliferating. Attacks 011 the 
drug distribution system are daily heralded in 

, the press. Little attention, however, is being paid 
to the treatment of currently addicted adolescents. 
There is much popular SUppol't for intensive COUll­

seling, therapeutic communities, and, more re­
cently, inpatient detoxificution units specifically 
for adolescents. Thete is, us yet, little information 
available on the long-term followup of patients 
treated on such pl'ogra.ms. Prior attempts at re­
habilitation of adolescent addicts through pro­
longed detention have genel'ally proved unsuc­
cessful and detoxification alone has been 
disappointing. 

Those of us hwolved in treating "hard-core" 
addicts with methadone maintenance have been 
discouraged by variol's governmental and medical 
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groups Il?Om taking adolescents into our programs. 
Federal and local guidelines relating to admis­
sion criteria for methadone maintenance pro­
grams. have, in fact, proposed minimum age limits 
ancllengths of addiction which, alone or together, 
wo~ud prcclude the institution of any type of 
mamtenance for the majority of narcotIc-addicted 
adolescents. 

The purpose of this paper is to describe and ex­
amine in detail the course of the 31 adolescent nar­
cotics addicts who came to our Drug Abuse Center 
for help. Most (29) received methadone and the 
majority (23) of these patients were, in fact, itt 
some time 01' other on methadone maintenance. For 
the 12 adolescents presently on methadone main­
tenance at onr Center, the following data are based 
on clinical records and exploratory interviews 
focused on attitudes to treatment and on self-per­
ceived changes in outlook, lifestylc, and life-situa­
tion. Documentation of these forced llS to consider 
certain basic issues which must be faced not only 
by those involved in planning the care of drug 
addicted adolescents. but also by anyone establish­
ing criteria for intake and successful treatment in 
fL. methadonc mailltennnce pl'og-ram. These issues 
M'e: ,'\That is 11, "hn,rd-col'e.') addict and can it teen~ 
agel' fit this description? Should an arbitrary 
minimum. n.ge limit be imposecl in a treatment pro­
gram~. Should critcriu. for snccess on methn.done 
maintenance be the same for adolescents [tnd older 
adclicts ~ Should separate clinics for teenage ad­
dicts be est[tblished as they !,tre for many medical 
problems in this age group ~ Finally, should ado­
lesc€llts be placed on methadone maintenance. at 
11,11 ? If so, should 11, prior trial at detoxification be 
mandatory? 

THE JOHNS HOPKINS HOSPITAL DRUG ABUSE 
CENTER 

The Johns Hopkins Hospital Drug Abuse Cen­
te~' offers a lUultimodality treatment approach for 
l1n,l'cotics addicts of all ages. Thc programs in­
clude abstinence, ambulatory detoxification, and 
methadone maintenance. Urine surveillance and 
individual counseling are basic elements of each. 
Where n,ppl'opriate,. group counseling and individ­
ual psychoterapy are added. The overall goals of 
treatment are a.bstinence from illicit drug use) 
social rehabilitation, and the prepa.l'!ltion of the 
individual to deal effectively with the problems 
of daily life. 

The Drug Abuse Center initially opened on 
March 1, 1969, with only ttll abstinence program. 
Becn,use of an obvious failure to retain patients in 
this 1)ro~l'Illl1, all ambwlatol'Y dctoxificntioIl: pro­
gram utilizing methadoM was ad(le(l on May 15, 
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1969. At first the duration of detoxification was 
10 days, but this was expn,nded to 4: to 6 weeks 
because of excessive dropouts. Even with the addi­
tion of this prolonged detoxification, however, the 
dropout rate was close to 90 percent. By Novem­
ber 1969, and IN]) number was obtained so that 
methadone maintenmlce could be instituted. 
Marked improvement in clinic attendance and re­
tention in treatment were noted when the metha­
done maintenance program was added. The 
decrease in illicit drug usc, increased social accepta­
bility,,· and improvement in individual life-situa­
tion documented in other methadone maintenance 
programs were observed (1,~). While, in general, 
this program was patterned after the Dole-Nys­
wander approach (3), our only major criteria for 
admission to maintenance initially were opiate ad­
diction for 1 year and stated motivation for treat­
ment. Age, mUltiple drug use (including alcollOl), 
and psychiatric disease were noted, but did not 
affect admission to the maintenance program. 
.A1so, all narcotics addicts were either initially ell­
couraged to undertake detoxification with fo1-
lownp care (abstinence program) or were offered 
methadone maintenance with the option of later 
detoxification on request with follownp as de­
scribed. Similarly, failure on the abstinence pro­
gram folhwing maintenance could be countered 
with the institution of methadone maintenance, 
provided program ruLes were Hot violated. (Viola­
tions consist of fa.ilure to give uri, (' specimens, 
failu.re to .appen,l' at counseling sessions, and "no 
SllOWS" for methadone when on maintenance. ) Im­
pEcit in this approach is the philosophy that the 
patient is better off in treatment of some kind than 
entirely away :from the Center. "Discharge with 
medical advice" was given only to those who had 
done well on the program and feJ,t able to function 
"drug-free" in the community witllOut counseling 
of urine surveillance. Throughout tlhe history of 
the Drug Abuse Center there has been a high rate 
of interprogram transfer. The general understand­
ing on the part of the patient when entering any 
type of program ,vas that hecoulcl becletmdfied 
on reql.l~st and remain in good standing at the 
Center if he n:cchel'ecl to Center 'policy. 

For all programs,l the intake evaluation includes 
a drug abuse history, employment a,n<1 school 
stn,tus, and arrest and incarceration record and 
often a psychiatric evaluation. Methadone dosages 
vary, but the majority of maintenance patients 
receive ill the l'!\,nge of 70-80 mg. orally once daily 

1 "Short-terlll detoxificntion" (6 weel,s), "long-term 
detoxification" (3 months), "tempol'Ury mnintennnce (3 
months Ot 6 monthS), nnd "unlimited maintenance" (ut 
leust 6 months). 
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in. fruit juice. De~oxification regimens are variable 
wlth reported pl'lOr he1:oin use serving as a guide. 
Both programs are entIrely ambulatory. Patients 
mu~t come to t~le clinic dn,ily for medication. 
Mamtenance patlents may take home methadone 
on weekends only n,:fter 3 months free of illicit 
dru¥ use docu~11entecl by urine survej]Jance. Urine 
sJ?ecmlen~ are collected on an average of three 
tllne~ per week under direct supervision. The 
speclln~ns nre all~lyzed for mOl'phi1:te, codeine, am~ 
phetammes, barblturates, cocaine and quinine by 
the method of !{okoski (4) at the DruO' Abuse 
Laboratory, Frlends Medical Science Research 
Center, Inc. 
. As of June 19'(0, the median age of all patients 
III treatment was 22.9 years. Sixteen percent of 
these were ~(j to 19 and 51 percent were 20 to 24: 
years old. 1he age ml1ge was 16 to 54 years. Nine 
percent .of the total active and discharged patient 
populat1011. of 370 was under 19 y()al'S old. 

ADOLESCENTS ON METHADONE 

. Betw~en April 1969 and October 1970, 29 het.~ 
ol.n-~dd1Cted adolescents (defined for t!11e purpose 
of tllls study as under 19 years of age) were admit­
ted to the various h'eatment programs at the Drn o' 

Abuse Ce~ter. Their age distribution is shown i~ 
table 1. Shghtly less t~lan half were under 18 years 
old .. T!le demographIC data, length o£ narcotics 
acldI~tlon ~L1ld amount spent per day on heroin 
are lIsted III table 2. None of the 29 adolescents 

Table l.--AGE OF 29 ADOLESCENTS AT ADMISSION (LAST 
BIRTHDAY) 

Age Number Percent 

111~8_:.: '.:.:.::.:.:.:"'." •••••• " •••••• "., ••• " .. --••••• " ...... " •.• - _.- .. -- .. -- ............. -- .. -- .. --- --- .. _-- ........ ------ .. --. 
................. -- ................. _- ...... - ........ _ .......... _- .... _ .. - .. _- .. 

2 7 
10 34 
17 59 

Tolal·················""··········" •••• " ••••• " ••• ".--2-9 --1-00 

Table 2.-CHARACTERISTICS. OF 29 HER01N-ADDICr~D 
. ADOLESCENrS 

Age at admission: 
~~~~~ge •• _ ............................ " •• __ ". ___ .. " •• _ •••• 17.5 years. 

Sex; -........ " .... -•.•••••• -." ........................ _ •• 16 to 18 years. 

~ea~eaie··········· .. ••• .. ···"· .. •• .. •• .. ···" .. -·· ... "" ••••• 90 percent 
Race: "-- ... -.-..... ---" ......... ~ ....... --"-.---.--••••• _ 10 percent; 

~i~~~"" "''''-- ••••••••••• " •••••••••• -- ••••••• -••• "-.... 76 percent. 
Residence:-'-·-'·-·-·" •• -.. " ••••••• " •••••••• "----........ -- ••• 24 percent. 

Clty ..... __ "......... • 55 t Out of city ........................ " ••• " .•• -"... percen. 
Months add!cte~7 .... •••• .... ·"·· .... ·-""· .......... " ........... 45 percent. A u. 

R~;~~ge.- .... " .. -......... < •••••••• - ............ " ••• "" .... 19,8 months. 
Dally heroiiicoit:·I··· .. ··" .. • .. •••• ...... ···"·"·· .. ··"·······-•• 5 t060 months. 

~~~~~ge.- •••••• " ......... __ •••• " ........ " ................. $29. 
Status on Ocnn970:-.. ··· .. · .. ····" .. · .. ······ .. -.. ·· .. " ... -$10 to 125. 

~fJ!~~· .. ··: .. · .. --· .. ··· .... · .. ·····-··""· .. ··" .. -.... -... 41 percen\. 
...... -.. -....... " .. " ... -•• -••• -........ "-.-•• "" ..... 59 percent. 

I Based on 26 casesi 3 unknown. 

ha~ ever b~en successfully detoxified on an out­
pat;ent bn,s~s, althongh many had tried this on 
~hell' ~wn and/or hn,d gone to a private physician 
for tl:lS p:u.'pose, Many instances of hxvo}untal.'Y 
detoxlficatlOn had occurred in institutions (e 0' 

jail) but t~lese were obviollsly ultimately lms~~~ 
cessful. TIns group o£ 29 represents the total num­
ber of adolescents admitted to some type of metha­
done treatment program at the Druo' Abuse 
Cer:ter who actllally received methadone for some 
perlocl:2 Three-quarters o£ th<i patients were ,,,hite 
and. shghtly more than half came from the city. 
"rule they had been addicted for an average of 
1 Y2 years, a number were addicted for less than 1 
year. They ~pel1t an average of close to $30 per 
day ~n herolll. l~n a~olescellts wel'e encouraged to 
e:ltel the ~etoxlficatlOn pl'ogrnm with followup. 
However, 1f they were addicted for 101l<Yer than 
1 year ttnd felt unable to adhere to this ~eO'imen 
ther were placed on one of several metl~adon~ 
n;tallltenance sch~dllles based on length of addic­
tl~n. Jhose adchctec~ for 1 to 5 years would re­
CClve temporary mamtenal'lce" and those addicted 
for. more than 5 years were placed on "unlimited 
mal~t~nance." T!lis scheme based on length of 
addlCtIOll was utIlized only for the initial orders, 
and subse~l~ent interprogmm transfer was dic­
tated by faIlure on the entering program. Thus 
an adolescent addicted £01' less than 1 year miO'ht 
go from incompleted "detoxification" to "t~n­
pomry maintenance" or even ;'unlimitecl main­
tenance.:' It should be reemphasized that no one 
was encouragecl to leave any program merely be­
c~use he had passed 8t1hi~ predesignated point in 
tune (e.g., 3-month temporary maintenance or 
e:ven 6-week detoxification). The average stabi­
lIzed methadone ma.intenance dose was close to 60 
mg., somewhat below the avernge for all main­
tenance patients. 

RESULTS 

I. Initial Treatment Pl'ogl'am and Course at 
Center 

'1'he init!al tl'eatment progmm offered each of 
the 29 patrents at the Center is shown ill table 3. 

• ~xcludecl from this group ure two other patients: Oue 
hetolU·udtUcted vutient uccepted for muintenance di(l not 
return to the Center to receive his first dose of methadoue 
aml was sullsequelltiy lost to followup. Another 11utient 
wus referred to uftercure froU! thoU,S. Public Health 
SOl'v!ce Hospital nt LeXington, I(y. He wns lIincec1 011 nn 
abstl\lenCp Pl'Og'l'illll (~.AnA III) una tllPl1 rf'iupsed to 
dr1lg n8t'. Ot'ders Wl'1'e written for methn !lone mninte­
llUllce, but he disappenred without over receiving 
mecliC,'ntiol1. 
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Table 3.-INITIAl. TREATMENT PROGRAM OF 29 
ADOLESCENTS 

Number Percent 

Short·term detoxification"................................. 14 1~ 
Long·term detoxification.................. ............ ••••• 3 38 
Te1lporary maintenance...... ............................. 11 
Unlimited r<:·lintanance ••••..•••••••••.•••••.•••••••••.•••• ___ 1 ___ 3 

Total..... •••••...••.••.••.• ............ ............ 29 , 99 

, Less than 100% because of rounding. 

More than haH (58 percent) of the adolescents 
were begun all some form of detoxification. Six of 
those dropped out prior to completing detoxifica­
tion and never again applied for admission to any 
treatment program at the Center. Six more were 
transferred directly to a maintenance program 
without evel' completing detoxification. Five oth­
ers dropped ont either during or after detoxifica­
tion (on abstinence) but rElturnecl at some later 
date (days, weeks, or months later) and were then 
placed 011 methadone maintenance. Table 4 shows 
the variability in tho interval between admission 
to the Center and institution of maintenance for 
the latter two groups. The intervals shown rep­
resent time spent in detoxification u.nd/or absti­
nence (average 1 to 4 months) and for some were 
marked by arrest, jail, and the medical complica­
tions of addiction. Of the 29 adolescents, 23 (79 
percent) were admitted to some form of methadone 
maintenance treabnent at the Center initially or 
were eventually placed on methadone maintenance. 
Of this group of 23~ 12 patients are currently (as 
of October 14, 1970) on methadone maintenanee 
at this Center. The 11 pn.tients who are no longer 
on maintenance 11a va all 'been discharged from the 
Center. 

Table 4.-TIME INTERVAL BETWEEN ADMISSION AND 
INSTITUTION OF METHADONE MAINTENANCE-ll 
PATIENTS NOT STARTED ON MAINTENANCE 

Less than 1 month ................................................. . 
1-2 months ....................................................... . 
3-4 months •••••••••••••••.•••••.•••••••••.••••••••••.••••••••••••• 
5-6 months ••••••••••••••••••••••••.••.••••••••••••••.••••••••••••• 

Number 

2 
4 
3 
2 

Total........................................................ 11 

The active und discharged cases on maintenance 
were similar in age, rltce, residence, amount spent 
per day on heroin, and average methadone dosage 
when on mltintenance. Of the 23 patients placed 
on maintenance only two were women and these 
are bobh cUl'rently active. Substantial differences 
were fonnd in average length or Jtddiction (27.1 
months) for closed cases (range 6 to 60 months) 
as opposed to 15.8 monthsIol' the active cases 
(range 6 to 36 months) . The percentage of positive 
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urines was much higher in the cases closed (more 
than double the active patients). The average total 
stay in all forms of treatment at the Center was 8.2 
months for the active cases (range 3 to 11 months) 
as opposed to 3.3 months for the discharged group 
(raulYe 0.1 to 12 months). Significantly, the aver­

b • t aO'e duration of methadone mamtenance treatmen 
w~s 6 months for the active cases, but only 2 months 
for the cases closed (see table 5). Similady a 
ma.rked difference in total patient-months experi­
enCf) 011 methadone ma.intel1ance was noted between 
the 'active cases (74 months) and the cases elosed 
(27 I11onths). 

Table 5.-DURATION OF METHADONE MAINTENANCE 
THROUGH OCTOBEP. 14, 1970 (23 PATIENTS) 

Active Closed 

t:~s~~~rh~.~~~~~:::::::::: ::::::::: ::::::: :::: :::::::::::::: ~ ~ 
3-4 months.................................................. 2 0 
5-6 months................. ...... .•••••.•••••••..••••••••••• 4 1 
7-8 months.................................................. 1 0 
9-10 months •••••••••• __ •.•.•.•..•.•••••.•••••••••.••••.•.•.. 3 1 
11-12 months ••••••••••••••••••••.••...••••••.••••••.•••.•.•• __ I __ 

TotaL................................................. 12 11 

II. Patients currently on methadone maiute­
nance: Change in status 

The 12 active patients on maintenance have been 
at the Center for an average of 8.2 months (vide 
supra). Table 6 sho,,,"s longitudinal positive urine 
rates for successive months while on methadone 
maintenance only (average of 6 months). The re­
sults indicate a' generally progressive decline in 
illicit drug use l'eln.ted to months on maintenance. 
Table '7 shows the comparative status of these pa-

Table G.-AVERAGE POSITIVE URINE RATES BY TREAT· 
MENT MONTH WHILE ON MAINTENANCE-12 ACTIVE· 
PATIENTS 

Noto: Units are calendar months through September 1970. "1st" ,,;each patient's 
first full month in treatment, and so on. Quinine counte~ pOSitive, 

freatment month 

1st 2d 3d 4th 5th 6th 7th 8th 9th 

Average percent positive. 29 25 20 II 16 8 20 5 
Number of patients..... 12 11 9 9 5 5 4 4 

o 
1 

Table 7.-COMPARATIVE STATUS OF 12 ACTIVE PATIENTS 
BEFORE AND AFTER ADMISSION 

In school ........................... . 
GainfUlly employed •••••••••••••••••••• 
On public assistance •••••••••.•••••••• 
One or more arrests .................. . 
One or more lallterms •••••••••••••••• 

Before After I 

Number Percent Numb~r Percent 

2 
4 
3 

11 
7 

17 
33 
25 
92 
58 

3 
8 
3 
7 
1 

25 
67 
25 
58 
8 

1 As of October 1970. AVerage time In treatment=8.2 months, 

tients before admission to the Center and after ltd­
mission (as of October 14, 1970). A trend toward 
self-improvement and deerease in antisocial' be­
havior is noted. Most of these changes, although 
not yet very impressive, occurred aiter the insti­
tution of methadone maintenance. 

III. Cases closed: Reasons for discharge and 
followup status 

The reasons for discharge for all closed cases 
(17) are listed in table 8. The vast majority of 
patients (13) dl'opped out of treatment without 
notice. To this date none of the patients who left 
maintenance or detoxification programs did so 
"with medical advice" and none. were discharged 
:Eol' drug abuse 1')er se. Table 9 shows the available 
posttreatment followup data on all patients treated 
with detoxification and/or maintenance. These 
data were obtained by telephone and personal in­
terview with either the patient, his :family, friends, 
or staff of the variolls treatment centers in Balti­
more and Annapolis, Md., and 'Washington, D.O. 
While obviously "hearsay," these techniques are 
the most definitive ones fLvailable 8 short of daily 
nriM surveillance and are now being utilized by 
other investigators (5). FiYe ex-patients are cur­
rently in treatment at other centers or with private 
physieians and three are in jail. One claims to be 
using drugs but is not in treatment. "Va presume 
that a. relapse to drug use has occurred in the 
interval :following discharge for these patients. 
Thus, most (9) of the the 13 ex-patients for whom 
data are availabl~ have relapsed to drug 'Use. Only 
foul' patients claim abstinence. No information is 
available for the other four patients. Out' best fol­
lowup, of course, is with those currently in treat­
ment with us. The facilities for both the detoxifica­
tion and maintenance of adolescents olll11ethadone 
have given our Center the uniquc> 0ppol·tunity to 
follownp '(detoxifieation failures" in this group 
and to observe how adolescents function on metha­
done maintenance. 

Table B.-CLOSED CASES (N=17): REASON FOR DIS· 
CHARGE, BY TREATMENT PROGRAM 

Detoxlfi· Mainte· Tolal 
cation nance 

Voluntary: 
Dropped ouL................................ 6 7 13 
D scharged with medical advice........ •••••••.• 0 0 

Invol~~\~~~.-: •••••••• "'............................ 0 I 1 1 I 
Drugabuse.................................. 0 0 0 
Violation of program rules..................... 0 3 3 

------~-------
TotaL.................................... 6 11 17 

1 Planned to move out of State. 

3 A Narcotic Register will soon be in operation in 
Baltlmol'c. 

Table 9.-STATUS OF 17 CLOSED CASES AT FOLLOWUP, 
NOVEMBER 1970, BY TREATMENT PROGRAM 

Detoxifi· Malnte· Total 
cation "ance 

Abstinentl....................................... 2 2 4 
Using drugs. u"treated 1 .......................... _ 0 1 1 
I n treatment elsewhere................... .•..•. ••• 2 3 5 
Incarcerated... ••••. ••••••••••••••••••.•••.•••••• 2 I 3 
NQ Information................................... 0 4 4 

---------Total...................................... 6 II 17 

, Self'reported, 

IV. Adolescents compared with older patients: 
Terminatioll rates and positive urine rates 

Of a11 370 patients admitted since the Center's 
inception, the 31 adolescents ha,-e had a slightly 
lowor termination rute than have the oldel' patients 
(table 10). To make the terminution comparison a 
rail' one, it was nceessary to include t,,·o closed 
adolescent cases who never Te~eived methadone and 
u.I'e thel:efore not. considered except in table 10. 

Table 10.-COMPARATIVE TERMINATION RATES OF 
ADOLESCENTS P"lO OLDER PATIENTS 

Adolescents Older patients Total 

Number Percent. Number Percent Number Parcent 

Active................. 12 39 113 33 125 34 
Closed................. '19 61 226 67 245 66 ---------------------Total admitted...... 31 100 339 100 370 100 

I Includes 2 cases not courted elsewhere. 

In urine tests while on methadone maintenance, 
adolescents appear to have better reeol'cls than 
older patients. Thus far we have examined urine 
records in detail rOI' the clinic as a whole only for 
April 1970-a representative treatment period 
during whieh six adolescents and 84 older patients 
were on methadone maintenance for the entire 
month. Results or t.he comparison are ..,hown in 
tabla 11. 

Table 11.-COMPARATIVE POSITIVE URINE RATES OF 
ADOLESCENTS AND OLDER PATIENTS ON METHADONE 
MAINTENANCE, APRIL 1-30, 1970 

Number of patlents •••••••••..••••••••••.••••.•..••••• 
Number of urine tests: 

Average ••••••••••..•••••••••••••••.••.••••••••.• 
Range •••••••••••.•••.•••••••••••••••••••••.•••.• 

Percenl positive: 
Average ••••••..••.•••••.••••.•.••••••••••..•••••• 
Range .......................................... . 

Note:-Qulnlne counted pcsltlve. 

Adotes· Older 
cents pallents 

12.5 
10-13 

15.7 
0-40 

84 

12. a 
1-15 

31.9 
0-100 

INTERVIEWS WITH 12 ADOLESCENTS NOW ON 
METHADONE MAINTENANCE 

Recent interviews with the 12 patients active on 
maintenance have. revealed certain themes not 1'e-
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fleeted in the data 01' tables. The large majority 
had no "drug craving" and claimed not to miss the 
"high" induced by heroin. The most consistent re­
sponse to the question: "Has yonI' relationship 
with yOUI' parents changed since starting 011 meth­
adone maintenance ?-', was that they were now bet­
ter able to communicate with them. They felt that 
it was bettel' to be Hclrug-free" than on mebhadone 
(mainteum'\ce), bilt. only fi. few were concerned 
with and none preoccupied with "getting off" 
methadone. This seemed to be related to their 
knowing that they cou1d be detoxified from main­
tenance at will. It also became obvious that there 
was no significant parental 01' peel' pressure to be 
off methadone mnintel1ance. Indeed, only one pa­
tient seemed to have been confronted wjth the 
proposition that "when you're 011 methadone you're 
still an addict, just substituting one drug for an­
other." This patient. claimed he had heard tl1is 
trom heroin-addicted friends in reply to his sug­
gest.ion that they seek this type of treatment for 
themselves. The patients' gratitude ~or being on 
the program appeared to be based on tlYO impol'­
taut components: The first and most significant in 
all cases was the ayailability or met11adone in a 
stabilized dose, and the second, the role played by 
the counselor. The latter was particularly signifi­
cant in that counselors were assigned at mnclom, 
we~'e not young, were mostly not ex-addicts, and 
did not set up specific therapy aimed at adoles­
cents. In short, teena.ge patients were not tl'eated 
differently from other patients because of their 
age. In view of the stated importance of the coun­
selor to the patienJ it was not sUl'prising to find 
HUl.t none would have preferred to have been main­
tained by private physicians. In fact, most. felt 
that they would not have done as well under In-i­
yn,te care. They c1idnot feel that special clinics for 
teenage nc1c1icts 3hould be established because they 
felt that the problem of their addiction wns the 
snme ns that of adults. 

While almost ttll (92 percent) of those who are 
now active on maintenance had been arrested and 
more th[Ul half had httd one or more periods of 
incal'cel'ation) these adolescents do not fit the usual 
pictu.re of the "down and out" addict. Indeed, 
in regal'd to their lifestyle we found ii, significant 
paradox. On the one side, most lived at home with 
'"heir parents w'hile addicted and many continued 
nt work or attended school almost until. admission 
to the Center. On the other side, it became obvious 
in interviewinp: these adolescents now active on 
maintenance that they had been emotionally "nb­
sorbed" by heroin. : l'he pursuit ot the drug Rnd the 
"high" fiS well as the fear of withdrawal engrossed 
these young people to the exclusion of all else. 
"TIule in outward appearance and in their own 
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eyes bhey were not "hard-core" addicts, their "in­
ternal" lifestyle was as "hard-core" as that of 
adults with a 10- to 20-year addiction history. 

DISCUSSION AND IMPLICATIONS 
FOR TREATMENT 

'We have obsel'ved and believe with others that 
the adolescent is not significantly different in re­
gard to his addiction from the adult addict. As 
stated by Ohein (6) : "The adolescent addict is not 
typically seduced by vicious adults; .he does have 
an I),ddiction problem; he is an active bearer of 
the traits and Uittitudes of the adult addict. In fact, 
stn.tistical studies in the 1920's and 1930's had 0.1· 
l'eady pointed out that the majority of adult ad­
dicts began their addiction in their adolescence 
or in early adulthood." 

In spite of the basic similarities, the adolescent 
is cliffel'ent in se.veral wa.ys from the adult addict, 
Nyswanc1el' observed in 1967 ('7) that although it 
would seem that adolescents (having been adclictecl 
for less time) should have 11 better prognosis in 
treatment tlmn adults, the opposite is unfortu­
nately true. Among obstables to treating adoles­
cents noted by Nyswandel' are the antisocial 
attitudes of most adolescent addictsancl the often 
total1ack of motiYation for d!'ug withdrawal. She 
observed that adolescent addicts often feel no anxi­
ety ·abont their addiction and frequently associate 
pleasure \vith the use of chugs. . 

There are, however, certain factors favoring the 
potential sUCt!esSflll treatment of adolescents. 
·While the adolescent may have a ('hard-core" ad­
diction problem, his outward lifestyle is usually 
more normal than that of adult addicts. He is less 
criminalizec1 Itnd generally was either recently in 
school or gninfnlly employed. Periods of incal'C8r­
ation, if any, were mostly few and short-term. The 
great. majority live with parents who are generally 
deeply concerned. The pnrents are often mobilized 
as lUl effective force to keop the adolescent doing I 
well hl treatment onCe progress hns occurred. i 
(They appeal' much less effective, however, in ini- r I 
tinting treatment 01' motivnting theil' child for ! I 
treatment.) lYe feel that heroin-addicted adoles- I' .i

l
· 

cents desel'\'e treatment if they request it. The type 
of tren.tment is less important than the a:etual iui- I 
tiation of ongoing involvemel\t n.t a treatment cel1- 1 

tel'. Methadone maintenance has been successful in i·.
j
! 

bringing abont a significant improvement in tho 
totallife-situatioll of many adult addicts of Yl1ried ! l 
bMkgl'ounds. This regimen sllOuld be made avai1- I 
a.ble to adolescents w'hen appropriate. I 

In fact, some of our data indicate that adoles­
ce'nts do as well as, if not better than, older patients I 
in our treatment setting. We favor the "ch'ug-free" I! 

1,1 
h 
I,· 

state i£ this is obtltinwble and feel that adolescents 
should be offered a trial at detoxification. FaillU'e 
at d~t.oxificatioll, however, should not be a pl'e­
reqmslte for entrance to a maintenance pl:ogra:m. 
There are. several reasons ror this. By definition, 
snch reqmrement would necessitate detoxificatioll 
plu~ s?me pel:iod of a?stipellce, ~o~l?wed by re­
addlCtlOl1 or at least slgmficant IllIClt drtw use. 
This would iml?ly and indeed encourage th~e in­
capl1ble of ceasmg drug use durincy detoxification 
to risk arrest, incarceration, and d~ath from over­
dose 01' infections ?omplications prior to becoming 
acceptable for mamtenance treatment. 

vYe no longer USe length of addiction ttS a O'uide 
to an arbitrary treatment regimen. ,Ye reco~nize 
that the terms "long-term detoxification" and 
"temporary maintenance" are interchan O'eable and 
can be considered euphemistic for what is really 
"methadone maintenance." Similarly we realize 
that the direct transfer from deto~ification to 
maintenance at our Center might not be con­
strued as true changes in programs. IVe believe, 
however, that those were indeed detoxification 
fa~lures. .A. failure. to. reclassify these patients 
l1ught have meant theIr loss forever from any 
form of treatment. To offer such a flexible. ap­
proach to adolescent addicts, a drug abuse center 
should provide both ambulatory detoxification 
and methadone maintenance facilities includin 0-

~u'ine sllrveillance and counseling. Our approach 
IS builtressed by the findings of Jaffe (8), He ob­
served that "the availability of methl1done main­
tenance does not illevitnbly destroy the motivation 
of patients to achieve abstinence." 'We do not feel 
that our approttch hinders those who truly wish 
to be drug-fl'ee. Preliminary experience with ado­
lese.ents at .our Ce~ltel' has been enr.ouraging. Some 
of our actIve patlente 110W on 1l.1aintellance have 
failed detoxification in some sense and ]Hwe been 
in treatm;n~ at the O;nter for long periods of time. 
Othel's, sll1111a1'1y domg \ye11, have been on main­
tenance continuously. lYe associate retention at 
~he Center (regardless of program pattern) with 
Improvement as documented in our data and 
interviews. 

:We feel that the usual status comparisons ap­
plIed for the ,evaluation or patient progress on 
;nethadone mamtenance programs are particularly 
madequate for the aclolescent. Paramount arc the 
~l~ality of his relationships with his parents a.nd 
frIcnds a~ \;'ell as ~evelopment of the ability to 
deal reahstlCally Wlth current problems. These 
area.s are not reflected adequntely in tables which 
stress vocational l'ehabi1it!ltion l1ud the avoid­
ance of antisocial behavior. It must be noted that 
lUany adolescents are at school by convention only 
01' remain to indulge in heroin "trafficking." On 
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the, othel' haI:d, some work ill a family business 
wInch apprOXImates a shclterecl workshop envi:ro~l­
:ment. Often they would not have been hired or 
retained in the free market. 

CONCLUSIONS 

IV' e believe that the adolescent can be classified 
as [1 "hard-core" addict in every sense if he meets 
the propor criteria. These lattcl' arc not based on 
length of addiction, size of habit, or externally 
observed variables, but on "internal" lifestyle and 
life-situation as experienced by the individual. I~Te 
believe, moreover, that the term "hard-core" is not 
particularly useful in describing any addict 01' 

in constructing guidelines for intake in a treat­
ment program. Its value is especially dubious in 
the latter sense when it is applied to exclude 
youngsters from a specific type of program. This is 
so whether that program is considered "experi­
mental" 01' "approved for general use." ,Ve have 
observed remarkable improvement in the total life. 
situation of many adolescents trEated with metha­
done I:laintenance who would haY8 been ineligible 
for tillS treatment at most other' centers. This pat­
tern was most striking when observed followino' 
"detoxification failure" at our own Center. 'Vhe~ 
an adolescent addict seeks help at n, treatment 
center he should not be denied aid either because he 
is below an arbitrary age 01' has not been addicted 
long enongh to satisfy a pl'ec1etermined minimum 
limit. 

l~Te h~ve found ~nethadone in ambulatory de­
toxlficntlOll and mamtenance useful to attract and 
retain addicted adolescents in treatment. ,Vhile 
strict short-term ambulatory detoxification is 
probably of limited value in itself, it does expose 
the addict to the concept of concern for him and 
his condition and does intl'odllCe him to the pos­
sibility of functioning without the fear of with­
dmwal or the need to pursue criminal ways to 
obtain drugs. The outcome, of course, is related to 
motivation. for rehabilitation as ,vell JlS the nyu.il­
able treatment programs. Motivation va.ries with 
time and is influenced by mally factors, not the 
least of which appears to be the overall philosophy 
of the trentment center as mftnifested by intake 
criteria, treatment modalities oii'el'ed, program 
management, provisions for intcrprogram tans­
fer, and discharge and readmission policy. 

,Ve, as others, are concel'ned with the recent 
increase in adolescent drug' use and heroin-related 
deaths i conditions which have sparked public out .. 
1'1~ge over the so-called "11eroi11 epidemic." Our 
i~tel'est in adolescent addicts, however, is espe­
mally keen becattse we see a chance to assist them 
in the ayoidance of following a well-documented 
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pattern. We hope to l~eep them fro;n irr~vocably 
pursuing the down-lull cour~e whIch Will make 
them into what society currently knows by the 
term 'hard-core" addicts. The years of crim­
inality, incarcemtion, and misery might be avoided 
by involvina adolescents with methadone-based 
programs su~h as those described. 
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SOME PSYCHOLOGICAL COMMENTS ON PREJUDICE 
AGAINST METHADONE MAINTENANCE 

Leon Wurmser, M.D. 

This may be the place to add a few impres­
sionistic and provocative thought~ about several 
forms of prejudice against methadone maintenance 
treatment because we llsually sec them in bolder 
relief in regard to adolescents than to adults. We 
have encountered these forms in many discussions 
with patients, relatives, community groups, ad­
ministrators, and politicians. ,Ve may also frankly 
a,dmit that we ourselves have shared some of these 
prejudices at one time 01' another, but have been 
taught gradually and the hard way to view the 
problem differently. . 

(a) The first type of prejudice is indicated by 
the statement: "But methadone treatment is just 
p,llother addiction." This is of COUl'se true. But the 
implication is : it is morally bad to be addicted. If 
we look at the value philosophical implications of 
this prejudice we can paraphrase it: It is bad to 
be dependent on, to be enslavecl by a drug; it is 
good to fight any forl11 of dependency and weak. 
ness. One connotation of this is: It is mnsculine, 
and with that Itdmirable, not to be dependent; it 
is a sign of weakness, it is feminine, it is con-
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temptible and shameful to be dependent. Narcotics 
addiction of any type serves as a symbol of de­
pendency and arouses the sam~ scorn a::: other ~ol'ms 
of passive-dependent behaVIor, e.g. effemmate, 
homosexual, 01' coward ati;~tudes. 

'V c may then go one step further, as many oppo­
nents of methadone treatment do, and say: It is 
better to impose cOlnpu]sory abstinence with ,a 
high risk of return to jail than to support tl~lS 
self-indulgence of drug dependency. What does 
this philosophical choice J\lean in sober reality? It 
means that ,ye prefer to hound addicts on the 
streets as criminals over offering them generous 
opportunities to remain addicted, though under 
supervision. Our premise then is: we va.lue co~n­
pulsory abstinence higher than voluntary addlC­
tion; yet it means also: we value freedom from 
dru!rS hiahcr than civil liberty, The practical eon­
seql~ence t::>is that we consider the eriminalizati~n 
of the addicts, their roaming the streets, thmr 
fn;ntastic depredations of society and their crowd- . 
iIlO' toO'ethel' in the jails as the lesser of two evils, 

b b Tl' and the medical condoning as the greater one. us 

prejudice expressing profound abhorrence of de­
pendency and weakness can be called the "pseudo­
masculine protest." 

(b) The second type of prejudice is very akin 
to the first; it is the one particularly expressed in 
regard to young patients: "Addiction is a self in- , 
clulgence j a shor.tcut to pleasure, and thus counter­
acts and paralyzes the drive towards maturity." 
Again thel'e is much to be said for this view. Yet 
again we can find the prejudicial implications if 
we view this statement against the attitude towards 
other tOl'ms of compulsive behavior, since any psy­
chopathological symptom fits that description of 
veiled 01' open self-indulgence. A harsh treatment 
in form of not going along with such a wish ful. 
fillment makes sense only if we are willing and 
able to offer a detailed program of removing these 
road blocks to mftturity, in other words an inten­
sive treatment approach which allows tIle patient 
truly to work through and resolve the deeper prob­
lems which underlie his symptoms of irmtionality ; 
it would make at least theoretical seme e.g. to hos­
pitalize juvenile drug abusers and subject them to 
It combined 1'eg'1111e of the1'a-}Jeutic community, in­
tensive psychotherapy, abstinence, amI a finn and 
consistent structure. Practically, however, this is 
usually impossible, and the consequence of .this 
prejudice boils again down to a value philosophica.l 
alternative: A treatment regime combining some 
counseling or psychotherapy with supervised a.d­
diction,versus the piow, hope that the sociopathic 
career downhill into a more and more fixed de­
viallceand into a criminal identity somehow stops 
by itself. There is aJlOthel' fallacy in· this same 
premise: that addiction is a shortcut to pleasure 
and therefore should be condemned. "Ya all know 
that the social and iIUler motives for addiction al'e 
far niore complex and intricate than an expensive 
search for cheai) pleaslU'e. Moreover and particu­
lai'ly in regarcl to adolescents ",ye find hidden in 
this argument the same indignation many felt 
about Freud's discovery of infantile sexuality. 
Just as he was vilified as the despoiler and defiler 
of the iIinocence of little children, the physioian 
using methadone in youngsters-or, as I witnessed 
~t long time ago, the psychiatrist using Thorazine 
11l a 13-year-old schizophrenic-is accused of sti­
~ing the growth potential of his pOOl' victim. What 
18 overlooked is that it is not the drug, but the 

illness at question which blocks the road to matur­
ity and that in our context the judicious use of this 
drug can. be in some cases of juven.ile pathology 
again the lesser of two evils. It is the drug which 
can give the patient more of a chance to grow 
towards maturity than 110 use of such an auxiliary 
means. I would call this second type of prejudice 
"the revenge of the Puritans." 

(c) The third prejudice is radically different 
again based on a fallacy: "Methadone is a means 
or genocide." The assumption is that methadone 
stifles libido and thus preyent-temporarily ox' for­
ever-child bearing and sexual potency. Deepel' 
down it implies: all potent drugs poison the body 
and therefore their use must be part of a con­
spiracy. This type of prej udice we might name "the 
paranoid fears of the discriminated." 

(d) The fourth and last type is the most secret 
and hidden form. ,Ve have 110t heard it directly­
but we believe we can infer its content from a lllUll.­

bel' of conversations: "It puts us out of business." 
If we look at what an enormous economic los~ is 
caused by illicit narcotics addiction-we fiud (}.g. 
that it leads to a yearly property damage through 
shoplifting, stealing, conning and rohbery of $100 
miliion to ~500 ll1,illion in Baltimore City alone­
. we must assume that thero is a considerable interest 
and complicity in keeping this business going. 
,Vhoevel' profits from this yast black market of 
drugs and stolen goods-pushers, buyers and, as 
Earl 'Warren just said, corrupt officials obviously 
canllot have must interest in the partiallegaliza­
tion of narcotics addiction represented by 1l1.etha­
done treatment. This fourth inferrecl type of 
prejudice we may dub the "rationale of the entre­
preneur." So much about the prejudice against 
methaclollG; it is wiser for me today not to speak 
about prejudice for methadone .. 

To sum up: ,~Te advocate neither a promiscuous 
permissive use of methadone nor a vindictive, 
punitive enforcement of abstinence but-in adoles­
cents and acIuUs alike-we ai'e in favor of a judi­
'dous use of well supervised addiction combined 
with a comprehensive treatment program as the 
lesser of two eyils. ,Ve know, the word "judicious" 
is derived fl'om "judgment" (judicium), the op­
posite of prejudice, and the judgment we refee to 
is a weighing of conflicting values. 
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v. PRISONS, PROBATION, POLICE 
PAROLE, PROBATION, POLICE AND METHADONE MAINTENANCE 

John C. Kramer, M.D. 

In 1961 the State of California enacted and ini­
tinted a civil commitment program for peoplewho 
were judged addicted to the use of narcotics as well 
as those in danger of becoming so addicted. Though 
civil commitment procedures for addicts had been 
enacfed in California and elsewhem prior to 1961, 
they lacked the force of the new California law 
and the determination of the State government to 
utilize the process. Upon its initiation, and for 
several yea,rs thereafter, the California civil addict 
program was often described n,s the most progres­
sive and effective technique to treat and control 
narcotic addiction that had till then been tried. 
The limited amount of information which was 
fOI~thcoining from the program tended to empha­
size the objectives of the program, provided anec­
dotal experiences from the program and offered 
scattelled and selective statistics about tIle pro­
gram. In the late sixties an examination of the re­
sults of the program showed that, in fact, few 
patients succeeded in the program and that a. large 
proportion of those who cUd were not heroin ad­
dicts. There was, at first considerable reluctance 
to aGcept this judgment but as time proce€lded the 
reality became inescapable. Nevertheless there did 
not appear to be any suitable alternative to this 
massive program. Methadone maintenance was at 
that time prohibited by State law until 1969 could 
not even be undertaken 'as a research procedure in 
California. Until about 1969 methadone mainte­
nance was viewed· by many co.rrectional &nd en~ 
forcement authorities in the State and by many 
physicians and 'attorneys as well as an interesting 
but questionable procedure which someone back in 
New Yotk was trying. With t~ few notable excep­
tions correctional officials were either inadequately 
informed or misinformed regarding the natltre of 
the treatment and its results. 

Over the years the State of California had 
evolved some of the most restrictive laws in the 
Nation in regard not only to the illegal distribution 
of nat'coHcs but ~ven in regard to their legitimate 
prescription. Research which required the use of 
narcotics in human beings was illegal; law, recently 

rescinded, required that physicians treating ad­
dicts, whether or nor a narcotic was used, were to 
report the patients' names, addresses and condition 
to the State narcotics police. State statute still re­
quires that every addict who is prescribed a, nar­
cotic must be reported to the same State narcotics 
police. StiH prescribed by law are limitations on 
the location at which wit~l'drawal treatment may 
take place, the amounts of drug a 'physician may· 
use for withdrawal treatment and the J,ength 
of time during which the narcotic may be pre­
scribed for withdrawal treatment. In 'addition, 
some influential physicians in the State had ex­
pressed themselves in the past, prior to the metha­
done era, in violent opposition to the maintenance 
approac]1. More recently, physicians in private 
practice who attempted to offer informal metlm.­
done maintenance were approached by the State 
narcotic police who insisted that they desist. Some 
physicians in the employ of the department of 
corrections published letters to the editol'S of medi­
cal journals expressing a violent opposition to the 
methadone maintenance approach. 

Since mid-1969, under the auspices of a biH 
which permitted research in the use of narcotics, 
several methadone maintenance programs have 
been initiated. Through the presence of the pro­
grams and the int.erest and publicity which they 
generated, and through the prominence given a 

, letter from the Governor of Oregon to the Gov­
ernor of California, methadone maintenance has 
become an immediate rather than a remote issue 
to correctional, judicial, and enforcement people. 
Pl'obatiollers a!ld parolees, erstwhile and current, 
have been seeking places on methadone main­
tenance programs and willy-niHy their parole offi­
cers must consider the possibilites. 

In one highly publicized case, a patient in th~ 
Orange County program who was also a, parolee 
from the California civil addict program, was 
told that he must remove himself from the metlm­
done program or face return to the institution. He 
responded hy making application for a writ of 
habeas corpus. During the first of two court hear-
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ings he was arrested by his agent and returned to 
the institution. Though technically charged with 
violations other than being on a methadone main­
tenance program, it was, in fact, his refusal to dis­
continue the methadone treatment which angered 
th' parole board. The judge who heard the writ 
studied the arguments for about 1 month before 
deciding that he would not infringe on the judg­
ment of the parole board. An appeal of this de­
cision was sought from the appellate court and a 
brief was filed. Though setting a date for oral 
arguments, the court vacated the writ a few days 
prior to the date set for argument, in effect, up­
holding the previous decision. Appeal to the State 
Supreme Court or to Federal court was under 
consideration when the parole board of the civil 
addict program, its most vehement methadone op­
ponent having retired, indicated that its policy 
toward methadone maintenance for its parolees 
had changed. They decided that appropriate 
pfLl'olees, if participating in a legitimate metha­
done maintenance program would not be consid­
ered in violation of their conditions of parole; 
they added however that time spent on a metha­
done maintenance program would not count to­
ward the 3 consecutive "good years" on parole 
which would permit termination of the commit­
ment. During the regular 1D70 session of the State 
legislature a bill was passed permitting parolees 
from the civil addict program or from a penal 
institution, to participate in methadone maiilte­
na,l1ce programs, and stating tl~at such treatment 
shall not be construed to break the abstention 
from the use of narcotics. Though this bill was 
yetoed by Governor Reagan, the policy of allow­
ing parolees from the department of correction to 
participate in methadone maintenance still stands. 

The department of corrections itself, with sup­
port from the director, Mr. Ray Procunier, and 
the superintendent at Corona, Mr. Roland "Vood, 
is planning its own methadone maintenance pro­
gram. The current plan is to use the central nalline 
testing center in Los Angeles for the initial pro­
gram which will be limited to 150 volunteers who 
have a history of 5 or more years of opiate 
involvement. 

During the 1D70 session, the legislature passed 
and the Governor signed two bills permitting 
methadone maintenance treatment. Each program 
must, however, be sponsored by the official county 
mental health progmm and <:.ach is subject to the 
approval of the department of mental hygiene. 
Though these restrictions will limit the rate of de­
velopment of methadone maintenance programs, 
at least the legitimacy of these programs has been 
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established, and participation by the State has 
been promulgated. 

Despite the fact that California law places 
regrettable restrictions on the medical treatment 
of addicts, the State correctional system, its parole 
division and the probation departments of the var­
ious counties, have a ,yell deserved reputation for 
being among the most progressive in the country. 
Despite my criticisms of the civil addict program, 
I must acknowledge that when it was established 
in lDS1, and during the early years of its operation 
it represented the most ambitious and earnest treat­
ment program for addicts anywhere in the world. 
My major criticism of it has not been that it failed, 
but rather that it did not acknowledge its failure 
when it had already become abundantly clear. To 
its credit the department of corrections has initi­
ated and is moving ahead with plans for metha­
done maintenance albeit with the deliberate and 
ponderous movement of major bureaucratic opera­
tions. 'WIthin the county of Orange informal ar­
rangements between the methadone program and 
the probation department has led to the special 
placement of seven probationers in cooperation 
with a hldge of the snperior court and the proba­
tion department. The early eyidellce of good re­
snIts among those men placed on the program, men 
who were in serious danger ot being yiolated for 
recurrent use of heroin, has led to a request for 
special placement of 12 additional probationers 
as well as an 'examinatioll of the possibility of 
offering methadone maintenance to 70 additional 
probationers whose cost of treatment would be 
met by the probation department. Though prob­
lems exist regarding the feasibility of transferring 
funds from Olle county operation to another, the 
interest of the probation department and the 
courts in this program have been registered. 

The official position of State agencies in regard 
to methadone maintenance is well l'epresented by 
a letter from the Governor to interested physi­
cians in the State. 

My DEAR DOCTOR: I recently signed SB 1271 (Way) 
amI AB 232 (Vasconcellos), which permit methnelone pro­
grams on a larger scale than under present law. 

I thought you would be interested in the administra­
tion's policy on methadone. It is : 

1. l\Iethadone will be permitted under strict security 
controls with acImission criteria which insure tlmt other 
therapeutic methods will have been attempted previously. 

2. Each program will have a research aim and an 
eval un tioll component. 

3. Each progl'Um will be approved by the research ad­
visory panel amI comply with its criteria for such 
programs. 

4. Each program should be accompanied by or have 
readily available ancillary services which seek to treat 
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the cause of t.he addiction anel to assist the indi.vidual to 
reenter the community as a normal, productive citizen. 

5. All scientific ancI drug control requirements of the 
Feeleral Fooel and Drug Administration and the Federal 
Bureau of Narcotics ancI Dangerous Drugs must be com­
plied with. 

6. We will continue to encourage other rehabilitatiQIl 
programs which seel, to totally eliminate and stril,e at the 
cause of drug depemlence. 

7. The department of corrections will continue its ef­
forts to estnblish a methacIone program within an insti­
tution of the department and to provide for parole par­
ticipation in methadone programs outside of correctional 
facili ties. 

Our position, in short, is that while methadone has very 
bright possibilties for rec1ucing heroin addiction ancI crime 
attending such addiction, there are many questions, both 
scientific and social, which remain to be answered. There­
fore, while methadone will be made available in programs 
throughout the State, it must remain umler research and 
security controls sufficient to insure that the l1rogl'llll1s 
will be responsibly operated by qualified persons and with 
the ultimate aim of eliminating entirely any dependency 
on narcotics, drugs, 01' other chemicals. 

It is iml10rtallt to emphasize that methadone is not a 
panacea. It treats only the symptom, not the cause. But 
it does enable a sizeable percentage of addicts to avoid 
the asocial amI criminal behavior of heroin users. Thus, 
the narcotic-del1endent person has a greater potential for 
successful therapy designed to strike at the root cause 
of his addiction. 

The bills which the Governor refers to in his 
letter were passed unanimously in the State assem­
bly and with only one fLnd two dissenting votes 
respectively in the State Senate. Though each was 
passed with an emergency provision making the 
law eff8ctive. at midnight following the day the 
Goverllor signed them rather than 2 months IfLter - , 
tlle very nature of the limitations imposed fLnd the 
fact that no special moneys were appropriated for 
these programs will insure that the thousands of 
eager candidates will wait months 01' even years 
before they arc accepted. . 

My first professionfLl publication resulted from 
an experience as a Navy psychiatrist ill which I 
was asked to act as a probation officer to a mfLn 
found guilty of theft. During the course of several 
months while the probationer was visitino- n1e reo--
I 

,b b 

U arly fLnd while I was flUlctioning presumably 
both as a psychifLtrist and a probation officer, the 
man again committed a theft which ultimately 
resulted in an additional conviction and expulsion 
~rom the service. In the dual role I found myself 
III an anomalous position. As n, probation officer it 
wonld hav~ been my duty to arrest him had I 
le~l'lled of any additional misbehavior. As a psy­
cillatrist such information might provide material 
for therapy, or perhaps termination of therapy, 
but not chsclosure of the fact to the authorities. I 
cOllcluded that an attempt to function both as fL 
psychiatrist and a probation officer presented seri-

ous difficult if not insurmountfLble obstacles. Since 
thfLt time, and with more acquaintailce with real 
probation officers I might modify my position 
somewhat. In general I }lavlB found that probation 
officers ha V6 a sufficient concern for their clients 
and enough optimism that they often show con­
siderable flexibility. It was once the motto of the 
parole agents of the civil addict program that "If 
you use you lose." This view chfLnged gradually 
and over time it has become generally accepted 
that parolees can be given lUI 0ppClrtunity to 
"cleanup" on their own. Certain kinds of misbe­
ha viol' in a purely medically run methadone main­
tenance program might, at the worst, result in ex­
pulsion from the program, while in fL probation 
program similar misbehavior might result in a re­
tUl'll to incarceration. Should an addict participate 
in two parallel programs, one fL methadone pro­
gram and one a parole program so long as no priv­
ileged information was transmitted from the med­
ical program to the parole program, 110 ethical 
problems would likely m·ise. However, should a 
methadone maintenance program be operated as 
part of a parole or probation prograin some infor­
mation, urine analysis results at the very least, 
would be availfLble to the agent who might then 
act on this information. Serious evaluation of these 
ethical considerations should be made before.plans 
'for such combined progl'ams are carried out. 

There fLre many advantages of combining a 
probation 01' pMole program with a methfLdone 
maintenance. A large proportion of opiate de­
pendent people will sooner or later find themselves 
on either probfLtion or parole. These agencies have 
people for counseling and facilities suitable for 
the operation of an outpatient methadone main­
tenance program. Should fL client be. on probation 
as well as on a separate ni.ethadone mfLintenance 
program some duplication of effort would be in­
volved. A combined program would minimize 
such duplication. The double jeopardy of return 

. to incarceration as well as removal from the 
methadone program might provide an enhanced 
motivation for some of the otherwise more recal­
citrant candidates. The presence of a methadone 
maintenance program within probation fmd parole 
agencies will bring some candidates into contact 
with methadone programs who might not other­
wise hfLve sought them out. 

Though I do not at this time know of any in­
stance an fLbsolute mandatory pfLrticipation in a 
methadone mfLintenance progmm, the procedure 
in which methadone maintenance is offered in lieu 
of incarceration or prosecution makes methadone 
maintenance virtually mfLndatory in those in-
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stances. One of the recently passed California bills 
referred to above states: 

The department (of mental hyqiene) shall aZ80 
e8tablish quidelines /01' tlw armnqements between 
local mentaZ lLeaZth facilities and count1l1)11obation 
depa1'tments enablinq methadone maintenance to 
serve as an alternative to commitment to the Oali· 
fomia Rehabilitation Oenter at Oorona. 

Since commitment to the California Rehabilita· 
tion Center at Corona may be an alternative to 
imprisonment and since incarceration at the Cali· 
fornia Rehabilitation Center- itself is not partic· 
ula1'ly desirable, the logical outcome of this l?ro­
vision may be to force large numbers of oPIate 
dependent individllals into methadone mainte­
nance programs. Frankly, I doubt that more than 
a small minority will object. One paradoxical re­
sult may be that people with a short or sporadic 
history of heroin use will be incarcerated because 
they do not qualify for methadone maintenance 
programs, while those with substantial histories 
of opiate use will be placed directly on a metha­
done maintenance program. 

The issue is already upon us. I have already had 
letters from men in jail who indicated that a judge 
would place them on pl'obation if they entered a 
methadone maintenance program. 

As combined methadone and parole programs 
because more widely used, it will be interesting to 
discover, when the parolee is finally released from 
his parole, whether he will remain vohmtarily on 
the methadone program and what arrangements 
can be made for continuation of a parole or proba­
tion operated methadone maintenance program 
after the man completes his term. 

Another issue of importance centers on the re­
luctance of some to initiate patients on methadone 
maintenance who are not currently addicted. Does 

one then wait until the man sbJ,rts using before 
starting treatment ~ 

I have not yet spoken of the relationship be­
tween police agencies anel methadone programs. 
Anecdotal reports suggest that t])ere is consider­
able variation from community to community in 
regaJ:d to the level of cooperation or opposition by 
police. :My own experience has so far been free of 
serious problems. In general the idea of metha­
done maintenance has been accepted by those en­
forcement people I have spoken to, though ac­
ceptance ranges from considerable enthusiasm to 
profolUld skepticism. In only a few instances, and 
then generally from those police with many years 
in narcotics, have I heard outright opposition. The 
only problem worthy of mention we have until 
now encountered has been the refusal of the sheriff 
of Orange County to allow methadone mainte­
nance patients to receive their medication in jail. 
He has indicated however that hEl would accede 
to a court order. 1Vhen the Orange County metha­
done maintenance program was first initiated I 
went to the monthly meeting of the Orange 
County narcotics officers. Following an informal 
presentation, the officers asked questions. The one 
member of that group who had been offedng the 
most probing questions raised his hand and stood 
at the very end of the meeting and asked, "What 
can we do to help you, Doc ~" 

I responded, "Just don't do anything to hurt the 
program." 

In 1969 and early 1970 I felt apprehensive about 
the future of Juethadonc maintenance programs in 
the State of California and I sought every pos­
sible opportunity to speak out for methadone 
maintenance. I am much less apprehensive these 
days. I have found that methadone maintenance 
speaks for itself and it is hard for anybody not to 
listen. 

COURT SERVICES AND METHADONE TREATMENT: THE 
NEW YORK CITY PROBATION PROGRAM 

Herman Joseph 

The problem of heroin addiction has reached a 
crisis level in the operation of ~ew York City's 
COUl'ts, jails, probation and parole departments. 

In 1969: 
-33,934 drug l:elated felony and misdemeanor 

arraignments were reported. Perhaps 60 per~ 
cent of all cases Imown to criminal court were 
drug related. 
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-15,146 prisoners wore either sentenced or in 
detention in city jaih1 for drug related crimes. 
Correction authorities estimate th~t 25 per­
cent of the daily prison census ot 14,000 are 
addicts. 

-Approximately 2,000 heroin addicts were 
under supervision to N ew York State Parole. 
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Addiction cases comprised about 25 percent of 
the parole caseload. 

~All analysis of 1,977 cases active with the 
Bronx and Manhattan Supervision Branches 
of New York City Probation showed that 40 
percent were involved with heroin. 

As of October 13, 1970, 8,834 addicts were certified 
to ;.ntramural tUld aftercare facilities of the New 
York State Narcotic Addiction Control Commis­
sion. These statistics present a minimal estimate, 
as a coordinated method of accurately identifying 
heroin addicts known to the courts, ja.ils, and affili­
n.ted agencies does not as yet exist. 

During the past two decades, probation and 
parole departments in New York attempted to deal 
with the growing heroin addiction problem: 

-In 1956, New York State Parole established 
smaU caseloads for heroin addicts. The goals 
were normal community ilUlCtioning and 
n.bstention, using the authority of parole 
coupled with casework techniques. As a result 
the Narcotic Offender Treatment Unit was 
created. 

-The Probation Department of Brooklyn 
Supreme Court was instrlunental in the estab­
lishment of Day top Village. 

-In 1963, tlH~ New York City Office of Proba­
tion collaborated with the 'Washington 
Heights Rehabilitation Center in a joint 
management program. Addicts while uncleI' 
pl'obation supervision were also treated by 
social workers and public henlth nurses. 
Again, normal functioning and possil.Jle ab­
stinence were the goals. 

Probat,ion and parole status, casework techniques, 
civil commitment and therapeutic communities in 
uncr of theJ11sel ves Or ill combination do not appear 
capable of returning a substu,ntial number of 
addicts known to our court system to normal func­
tioning within the community. Only a.miIl.ority of 
the hard-core addicts known to court affiliated 
agencies or civil conunitmellt prograUls are capable 
of abstinence, crime· free lives, and employment 
over prolonged periods of time. Available studies 
illdiclLte t.hat three Ollt of every four addict proba.­
tioners, parolees or those on afterca.re in commit­
ment programs either relapsed to drug use, were 
l'earrested, or l'einstitutionalized on violations over 
varying periods of time despite legal constraints. 

The emergence of methadone tl'eatment ill the 
past 6 years presented a viable alternative for 
addicts who failed in other treatment methods. A 
study of 2,205 methadone patients admitted to 
the program over a 6-year period (January 1964 
to September 1969) showed that 89 percent, 01' 

1,800, remained in treatment. Approximately two­
thirds of the patients ,vere employed, in school, or 
flUlctiollillg as homemukeI.'S. Also, the rate of 
arrests for 1,870 patients had dropped 96 percent 
during the 3-year period following methadone 
treatment as compared to the 3-year period before 
n.dmission to the program. Fro!U January 1964 
through December 1969, 269 patients were lmown 
to the probation and parole departments ill New 
York City. ApI'l'oximately 72 percent, 01' 193 pa­
tients, from this subgroup made good adjustments 
and were retained in treatment. The reason :[01' the 
lower retention rate is that some of the patients 
on probation and parole were among the most 
difficult in the program, including patients who 
were arrested while in treatment. 'With these vali­
dated results, the application of methadone main­
tenance to the practice of probation and parole 
appeared to be the next logical step. 

ESTABUSHMENT OF THE CITY 
PROBATION PROGRAM 

Successful methadone patients have been known 
to probation and parole in New York City since 
t.he inception of the Dole-Nyswander program. 
Many officers are frustrated in their supervision 
of potentially eligible addicts as the waiting p~riod 
for methadone treatment after application is ap· 
proximately 12 to 18 months. Furthermore, metha~ 
done patients on probation and pa:role are also 
under supervision to a methadone program COlm· 
selor with the counselor and probation or parole 
officer duplicating essentially the same service­
the rehabilitation. of the patient in the conummity. 

Exmnination of a Dole~Nyswander methadone 
clinic showed that it is>possible to create a work­
able program employing court affiliated personnel 
in conjunction with a medical center. Beth Ismel 
Hospital was a'PPl'oached with the idea. They 
agreed to pa.rticipate in a pilot project offering 
tlle necessary medical backup service, the medica­
tion, urine testing, a nUl'Se alldl'esearch assistant. 

The director of the psychiatric clinic of the 
courts of New York agreed to be the medical direc­
tor, to assist in intake screening, to assume re· 
sponsibility for stabilizing patients, and to help 
solve medical and psychiatric problems as they 
arise. Subsequently, a second court clinic doctor 
volunteered her services; both are now affiliated 
with Beth Israel. The court psychologist agreed to 
examine patients before entering treatment, and 
after 1 year's participation in the program. All 
probationers receive psychological projective tests 
during the intake process. The probation depart­
ment provided officers to act as counselors and It 

coordinating director for the pilot project . 

105 



{ II,., 
I 
! 

Probation and the court clinic unde.rtook the ad­
mission screening process.1 The officer discusses the 
program with potentially eligible probationers and 
those who request treatment. If methadone main­
tenance is agreed to, the probationer is referred 
to the court clinic for completion of screening, 
which involves projective tests, psychiatric evalua­
tion, and establishing the addict's drug history. 
Completed material is submitted to the hospital, 
and the probationer is then notified of dates for 
his physical examination and the beginning of 
treatment. 

STAFF TRAINING AND ACCEPTANCE OF PROGRAM 

Two important factors in the success of a metlm­
done program are staff training and acceptance of 
the concept of maintenance treatment. 

The cvurt clinic physicians were trained at 
Beth Israel Medical Center, with "which they are 
now affiliated. The court psychologist had pa~'­
ticipatec1 in the methadone progmm at Bl'Ookdale 
Medical Centel' in Brooklyn. 

The probation staff was oriented by the writer 
through staff lectures, individual confel'ences, and 
the distribution of methadone literature. 

Subjects covered were the metabolic theory of 
addiction, the concepts of narcotic craving, 
euphoria, tolerance, physical del?endence, narcotic 
blockade, and the use of methadone as prescribed 
by Dole and Nyswander. Statistical material, the 
medication's side effect,g, medica,} safety, the 
stabilization process) anel criteria for screening 
were reviewed. 

Although the metabolic theory challenged em­
bedded ideas, the program was welcomed by the 
staff. However, philosophical differences arose in 
the case 0:£ probation officers who preferred the 
thera,peutic community type of program and par­
ticipated in various encounter groups and mara­
thon scssions. These officers were honest, hard 
workers, anc1 were initially repelled by the idea of 
ma,intenance. They also verbalized the opposi­
tion's argmnents-"just substituting Ol1e chug for 
another." Howevel', the good adjustments on meth­
adone of some of their own addicted probationers 
convinced them that the program had an in1por-

l ,Admission criteria for proba tiOIl progl'alll : 
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1. Over 18 with' u 2-yeu1' heroin uc1dictioll IJistory. 
2. Mixed mlclictions Ul'e usuully ineligible but will 

be considered. 
3. Psychotic patients 01' those with histories of 

melltul illness must be approyecl by the cliniC. 
'1. Probatione1' must volUutarily agree to treatment, 

keel1 uPllointments ancl follQW tile program's 
procedures. 

5. Probationers with uddictecl spouses (common­
law uucl otherwise) axe not eligible unless both 
cun receive treutment. 

tant place in treatment. One previously resistant 
worker is now successfully supervising four 
patients. 

I cannot overstate the need for understanding 
in the training of persons who were saturated 
with opposing viewpoints and antimethadone 
propaganda. Many have invested years of theil' 
pl'ofessional lives espousing traditional theories 
about addiction, addicts, and treatment. Some 
'with patience can be retrained, others ,,·ith deeply 
built-in CUl,Otional biases must be kept out of pro­
grams because of their destructive potential with 
patients. Unfortunately, this is not only applicable 
to probation and parole officers, but to doctors, 
nurses, psychologists, social workers, researchers, 
etc. 

TREATMENT RESULTS AND METHODS 

Twenty patients were accepted into our pilot 
study between February and October of 1970. Of 
the 20, two were discharged because or rearrests 
within the first 3 months of treatment. Of those 
remaining in treatment, 14 are. working, in school 
or both, and foul' are either looking for jobs or 
waiting to enter a vocational training program. 
Prior to methadone treatment, only five were able 
to maintain steady employment. Almost all of the 
patients tried other treatment methods snch as 
detoxification and progl'ams which emphasize 
abstention; five patients had been in therapeutic 
communities for periods ranging from 3 months 
to 2112 years. 

Histories of mixed drug abuse 'were reported by 
15 of the patients, upon entering the program. 
Although there, have been isol!l.ted instances of 
amphetamine and barbiturate findings in urine 
tests for six patients, no consistently serious mixecl 
drug abuse pathology has been observed or re­
ported. One probationer with a serious history of 
alcoholism and heroin addiction did have an acute 
episode with alcohol and is currently being COll­
sidered 101' anti abuse treatment. 

Six patients experienced difficulty in giving up 
heroin euphoria although lla,:cotic craving ,,'us 
l'elieved. Thi.s group needed a great deal of sup­
portive. help f):o111 sta,ff. At prt'sent, there are. three 
patients who occasionally abuse heroin. How­
ever, reports from families, probation officers, and 
hospltal stair show that there is an hnprovement 
III functioning, and heroin abuse appears to be 
subsiding. 

Criminal activity as measured by arre$t records 
has ceased except for the two discharged patients. 
In general, the pn,tients' lifestyles have changed 
in a remarkably short period. Thls is a relatively 
young methadone census group with a mean age 
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of abont 24 and an age range of 18 to 29. All had 
heroin histories of at least 3 years before entering 
the program. Five of the patients are black, 10 are 
white and three are of Puerto Ricau extraction. 

A few patients have emotional problems and 
were seen by the court psychiatrist. Aside from ;'11<" 
dividual coullflcling, group meetings were orga­
nized for the patients to discuss the program, 
problems of community adjustment, and drug 
abuse. Although these meetings have been tem­
porarily suspended, they ,,,ill be reconvened undar 
the direction of the court psychologist. Some pa­
tients have requested continuation of the groups, 
while others find them a waste of time. 

At the present time the probation program is 
operating :from three separate offices~the doctors 
located at the court clinic, the probation officers 
at the Manhattan Supervision Branch, and the 
sta,ff at the hospital clinic. This is a workable but 
not ideal arrangement. 

Two problems arose. The patients find travel­
ing to the hospital clinic for their medication, and 
then to the probation office, inconvenient and ex­
pensive. Communication between probation p()r­
sonnel, the hospital, and the physicians is made 
more difficult than necessary . "We expect these 
difficulties to be resolved as Beth Israel will eVen­
tually provide a clinic for the probn,tion program. 

At present, we are accepting patients into our 
program at the rate of one per week. After tlH} 
clinic'is opened, we hope to accommodate 125 pa~ 
ticnts. Plans will then be made for future ex­
pansion depending on Oul: needs, successes, and 
resources. 

Nine probation officers particip(Lted in the pilot 
project supervising the methadone patients, in 
udd,ition to their regular work. Within the next 
month a probation officer will be assigned to the 
methadone patients. Eventually three officers will 
be working full time n.t the proposed clinic. After 
patients are discharged from probation, they will 
enter the regllln.r Beth Israel program. 

RESEARCH 

Medical evidence accumulated over the past 6 
years has shown that the Dole-Nyswal1der method 
for the use of methadone is the most effective 
medical treatment for the hard· core addict. There­
fore, all of our patients are assured of the propet' 
daily dosage (80 to 120 I11gs.) , so that heroin 
'craying is relieved and a narcotic blockade is 
generated. 

Experiments dealing with variations of dosage 
which may lessen the effiectiveness of the block­
ade) or double-blind studies involving the use 
vf a plac(1)0, or removal of the medication after 

a period of time to test whether the patient can 
abstain ft'om heroin, or other biochemical and 
psychosocial investigations which would interfere 
with the validated findings of the eva,lnation unit 
at the Colul11,bia University' School of Public 
~-Iealth and Administrative Medicine have no pln,ce 
1ll probation, parole or COU1·t affiliated services. 

What will be studied are the adjustments of om' 
patients over the course of a treatment year ana 
the effectiveness of our counseling methods. In 
the future, the clinic doctors and psychologist will 
reexamine our patients, and their findings will be 
reported. 

DISCUSSION 

Methaclone maintenance is basically a medical 
procedure and should not be mandated by Jaw nor 
made a condition of probation by the court. Ad­
dicts enter the probation pl'ogram voluntarily. If 
they want to withdraw from methadone treat­
l1'ent, they are free to do so without fear of violat­
ing conditions of their probation. Therefore, pos­
sible temptations to use the medication as a means 
of control are eliminated or minimized. This helps 
to create an atmosphere of dignity which is eS­
sential if the patient is to overcome the liability 
or his addiction experience. 

So rar, none of om patients have requested to be 
withdrawn from the medication. They realize that 
methadone maintenance is a long-term treatment 
and have enterec1 the program with a fullimowl­
edge of what it entails. However) an addict may 
be placed 011 probation with the condition that llC 
enter n. drug treatment program. Ideally, aU refer­
rals for drug treatment should be made in COIl­
sultation with a physician. However, the limited 
amilability to court affiliated agencies of relevant 
medical services and the enormity of the problem 
precludes this type of scre(?ning except in special 
cases such as the probation methadone program. 
Otherwise, the choice of treatment is currently 
being mad() by the probationer Or parolee in COJ1~ 
sultation with his supel'vising officer. The fUlal 
c1ecision depends on availability of treatment, 
criteria iOl' admission, plus the needs and wishes 
of the addict. ' 

Recently there has been discussion about the 
ct'eatioll or a special narcotics court in New York 
City. This suggestion may ha;ve some merit but, 
at the present time, it will only tl'nusfer the conrt 
congestion to a new }e,gal structure without solv­
ing the basic problem-the availnbility of effective 
t.reatment. 

There nre over 1,000 probation and pal'ole of­
ficers in New York City. Except for the few who 
participated in the pilot study, not one has been 
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directly involved in the m",dical treatment or their 
addicted probationers and parolees. Yet, they 
are faced with an unprecedented addiction epi­
demic. Many of these skilled professiona,ls can be 
effectively brought into the treatment process. The 
probation-methadone project has demonstrated 
that a quality service can be created if court affili­
ated agencies pool their resources and work with a 
medical center. With proper planning by public 
health doctors and court affiliated personnel, an 
impnct can be made on the "revolving door" which 
is the fate of many addicts known to our courts 
and jails. 

Our pilot study can easily be duplicated in other 
locales 1Vith variations, depending on resources and 
the deployment of staff. Furthermore, the use of 
existing personnel is economical, since each Pal'­
ticipating agency contributes an aspect of treat­
ment. Therefore, the creation of expensive treat­
ment bureaucracies may be avoided. At the present 
time, our major concern is the rapid expansion of 
our program, so that it reaches the In,rge number 
of eligible addicts on probation within a reason­
able period of time. 
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COMBINED TREATMENT OF THE CRIMINAL OPIATE ADDiCT BY 
MEDICAL AND LAW ENFORCEMENT PROFESSIONALS 

Gerald H. Starkey, Jr., M.D. 
and 
Donald J. Egan, M.D. 

In. December of 1969, Denver district attorney 
Mike McKevitt and I met to discuss a possible pilot 
study for tho treatment of the criminal opiate 
addict. 

Denver is a city with a popUlation of approxi­
mately 7'50,000, whose narcotic arrests luwe risen 
120 percent over the last 4 years. Various estimates 
by experts in the Denver al'ea place t.he number of 
hard-core opiate addicts anywhel'e from 500 to 
2,000. A realistic figure seems to be arouncl1,OOO; 
of this llUmbel' approximately 85 percent of whom 
IUO undel' the age of 25. 

Statistics obtained :hol1l Denver Narcotic Squad 
Lt. Donald :McKelvy indicate tliat the criminal 
opiate addict, once released from jail, suffers at 
least a 90 percent recidivism ratio. 

108 

Funds were fwailable from the Omnibus Crime 
Control and Safe Street Act bill of ID6S. Discl'e­
tionnry funds were anocated undel.' the Law En­
forcement Assistance Administrution (L.E.A.A.) 
for demonst.ration grants. Our program was de­
signed to be ahned at the hurd-core heroin addict, 
'with a criminally sUpPol'ted·habit. Persons charged 
with simple possession of heroin 01' persons fucillg 
sentence f01: simple possession and other related 
nonviolent felonies would be offered the option of 
Hvoluntary enrollment" in the methadone mainte­
nance program in consideration of the district at­
torney's office to defer pl.'osecntion of the case, 01' 

the district court for sentencing of the defendant. 
during his successful pnl'ticipatiQ1l in the rehabili­
tation program. All persons presently on parole 
and probation in the Denver metropolitan area 

would also be eligible for treatment on the pro­
gram for ·the duration of their legal supervision 
by these offices. 

Defendants facing prosecution were referred to 
bhe director of the program, from either the dis­
trict ·attorney's office, district court, probation 01' 

parole. 
A threefold attack on bhe problem of opiate ad­

diction was thus designed: 
1. Ohemotherapeutic block by methadone main­

tenance. 
2. Coercion by law enforcement agencies; i.e., 

district attorney, probation 'and parole, and 
3. Psychotherapy, which would be offered to all 

participants in the program, including weekly 
group therapy and/or crisis intervention 01' 

both. 
In April of 19'70, the grant was accepted by 

JO'hn McIvor) Executive Director, Colorado Law 
Enforcement Assistance Administration, for 
$36,556 to covel' 50 heroin addicts over a 6-month 
pilot study program. These funds were matched 
in kind by present existing local moneys. 

Dr. Donald Egan, a psychiatrist, was offered and 
accepted the position as cocool'dinatol' of the pro­
gram. Additional staff was hired, plus vohmteer 
psychiatric residents from the University of Colo­
rado School of Medicine and, on July 1 of this 
year, we accepted our first addict on the L.E.A.A. 
progr.am. 

Since the program was instituted, Dr. Egan and 
myself, working with the Denver Kiwanis Club, 
have established an Em.ploymel1t Committee Coun­
cil, which places all of our criminal addicts in jobs 
in the Denver metropolitan area. 

The psychiatric nurses were sent into the Den­
ver 'city and county j ails to l1sk for "volunteer pa­
tients" to come on the program. There are, cnr­
rently, 30 addicts pal'tieipating in t.he program i 
Ilone of the addicts w'ho have been placed on the 
program have been chopped; seven more have been 
accepted and stilll'emain in jail; a total of 67' have 
been intervie'\','ed and 311'ejected. 

PREREQUISITES OF THE PROGRAM 

1. All patients must be 18 years of age. 
2. Mu~t have parental consent 01' bc emancipated 

from £a.mily. 
3. A 2-year addiction history f91' opiates. 
4. The patient ml'lst be charged with possession, 

use, disorderly person, and/or with other related 
nonviolent crimes. 

5. Patie.nt must be incal'ceratecl in jail or out on 
bond fOl' an opiate offense, 01' be under active parole 
01' probntion. 

METHODS OF OPERATION 

'1?he initial int~]:yiew is staged by the psychi­
atrIC nurses .. H, III their judgment, the patients 
are truly motJvatec1, they are referred to Dr. Egan 
and the other volunteer psychiatric staff for final 
r.pproval of the progt·am. H the psychiatrists think 
~he patients are acceptable, they are then brought 
mto Ward 18 of Denver General Hospital, a prison 
ward, for a complete l11,ec1ical evaluation, including 
a serum 12-channel autoanalyzer, CBC urinalysis 
and chest films. The patients are gradu~lly start-ed 
on methadone and daily doses are increased £1'0111 
60 to 120 miIligran.ls of methadone, given on a 
once-a-day basis. 

At the time of discharge from the hospital, 
charges have been deferred by the district attor­
ney's office and/or the patient placed on probntion 
or parole by the courts. Defened sentencil1O' is also 
possible by the district courts in Denver.o In the. 
interim, the Denver Kiwanis Olub interviews the 
patient and ~laces him in an appropriate job, C01U­

mensurate WIth his education and abilities. 
The patient is seen on a daily basis by at least 

one membel' of the group and O'iven methadone 
under direct supervision, orally. Urines are taken 
0~1 the ~atients eve.l"Y Tuesday and Thursday and 
d~rty ~ll'lneS, o~ wlncIl we have had approximately 
~unelslllco commg on the program, are dealt with 
m. t 1e group therapy sessions. Repeated dirty 
lll'ines by a specific addict is reason for return to 
j ail facilities. 

There are presently 25 males and five females 
on the program. Three of the females wel'e ac­
cepted on the program because the husband was 
on the program and it was felt that husband-wife 
addicts must both be blocked with methadone and 
included ill group psychotherapy. The averaO'e age 
of all addicts is 32.3 years. There have beenOthree 
arrests sinee the program stal'ted j all for misde­
me(tnants; one for shoplifting a pair of $7' glasses, 
one for shop1i£ting a $4: hllit, and one for driviuO' 
without a license. I:> 

Twenty-one of the addicts have remained clean 
to the urinalysis examination since coming on the 
progmm. Nino addicts have had dirty Ul'ines on 
one 01' 1110re occasions. Thirteen of the addicts are 
presently employed, two are housewives and two 
are in school. Thirteen are unemployed. 

On. paper, the program looked ideal and it 
seemed that all avenues of treatment wel'C being 
utilized and every possible social and environmen­
tal pitfall was also being covered. However, ap­
proximately a month after the program started, 
the district attorney's office suggested that the de­
ferred pt'osecution route. in dealing with the addict 
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was not the. proper legal procedure. The district 
attorney's office complaint was that the addict 
could 0"0 back to his heroin abuse after deferred 
prosec~tion and then the district attorney's office 
would have to reassemble his case, call witnesses 
thnt had previously been around the Denver area 
that have eithel' died or have moved out of on1' 
area. They stated that it was cansing extensive 
work. 

The Denver Police N ltl'cotics Squad also com­
phtilled that c1efcl'l'ed prosecution psychologically 
frustrated their efforts as addict enforcers and 
suggested that the defendant plead guilty to pos­
session 01' use and then be placed on t,he program. 
"Ye were advised by legal sources that this was 
coercion of the patient's inalienable rights to plead 
guilty to oif.onses they had been charged with, 
without propel' due course of trial. 

"Ye met with the district court judges in Denver 
city and county and it was finally determined that 
the addicts wonld, in each case, be handled in an 
individual manner. If the addict had a good past 
record and it was felt by the district attorney's 
office, probation and pu.role, to be a fairly well 
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motivated candidate, he would be offered deferred 
prosecution in a few individual cases. 

For the most part, the addict was to go on to 
trial and either to plead guilty or not guilty and, 
at the time of sentencing, L.E.A.A. personnel 
would be present in the court room to offer to the 
judge an altel'llate method or disposition, rather 
thn.n incarceration n.gain in jail. It was also felt 
by law enforcement personnel that crimes of 
violence, even though related to opiate addiction, 
would automaticnJly nullify the addicts, in terms 
of coming on the L.E.A.1\.. methadone program. 

In spite of the numerous and sundry problems 
we have encountered ill dealing with tlll'ee or foul' 
different n.gencies, the program is operating and 
the psychological and social changes in the crim­
inal addicts involved is most rewarding. Patients 
who have had up to 40 al'rests are now out in 
society. Many who have. been unable to remain 
u.rrest free fol' a 90-day period have been arrest 
free for a 4-month interim. Patients who have not 
held a job in the past fOl' n.ny length of time are 
gainfully employed, snpporting their families and 
off of welfare roles. 

VI. DELIVERY OF LARGE SCALE TREJ\ TMENT 
PLANNING FOR THE TREATMENT OF 25,000 HEROIN ADDICTS 

Vincent P. Dole, M.D. 

Methadone maintenance programs in the 
United States and Canada are now treating about 
\),000 former heroin addicts, The data from these 
studies amply document the safety of this medica­
tion and its efficacy in stopping heroin addiction 
when it is given under good medical control. 

Detailed statistics have been collected in New 
York City by our central data office and made 
available to the independent evn.luation commit­
tee directed by Dr. Frances Gearing. This com­
mittee has recommended continued support and 
expansion or the maintenance programs. The New 
York State Narcotics Addiction Control Com­
mission has allocated an increased proportion of 
its next year's budget to maintenance treatment, 
and political leaders have called for an immediate 
expansion of maintenance programs in New York 
to a ca~eload of 25,000. 
It would seem from all this that the only re­

maining problems of the methadone programs are 
to live with prosperity, and forget old arguments, 
now obsolete. The future, howeI'm:, will not be this 
easy. The projected expansion of methadone pro­
grams to 25,000 in the next 3 years, or soonel', 
will confront us with difficulties of greater magni­
tude than any that we have met dul'ing the .first 
6 yen,rs of this work. The problems will be admin­
istrative, not medical. The larger the programs 
beco'me, the mOl'e they will interact with other 
sociu.l agencies and political interests. 

For example, i:f the programs in New York City 
grow to 25,000, they will be responsible for twice 
as many individuals with antisocial problems as 
the total pl'esent caseload of the Department of 
Corrections. How are criminal addicts to be 
treated and uuder whose control ~ General rules 
for bringing 25,000 criminal addicts into m.etha­
done treatment certainly do not exist at present. 
Is it proper for a judge to force treatment on all 
addict by senteneing him to a maintenance pro­
gram ~ Is it advisable for a physician to accept 
patients on these terms ~ I would say definitely no 
to both of these questions. The rightB of addicts 
must be respected, and the importance of abstin-

ence programs must be recognized. I would object 
to the imposition of methadone maintenance treat­
ment just as strongly as I ]1I1ve objected in the 
past to its unavailability when the needs of moti­
vated vohUlteers could not be met. 

Our responsibilities will also have C0111mon 
ground with the duties of narcotics control bu­
reaus. "Yith a caseload of 25,000, methadone pro­
grams will be dispensing approx'1l11ately 9 million 
doses pel' year of a potent narcotio, lYe know that 
this medication is thct'apeutic when taken by the 
right person in a good medical ill'!~gram, but we 
also must l·ecogn.ize the. need for adequate control 
of its usage. Law enforcement agencies of Federal, 
State, and city governments quite !properly have 
been conr.C!-.'lled with the dangers of diversion and 
misuse of this medication. "Ye must work with 
them to reduce this danger to a minimum. 

So far, we have clone well ill our programs to 
insUl'e good medical control, but I am not sure that 
we have solved the problem for 25,000 patients. 
We have efficient, computerized record systems 
with continuous accountability for all patients, 
and treatment units that are small enough for all 
patients to be lmown personally. "Ye would wel­
come suggestions from concerned agencies us to 
how ottr system of followup and elatn, control could 
be improved without diminishing the effe.ctiveness 
of the rehabilitation program. As to the medica-

. tion, we ha,vo always insisted that it be dispensed 
ill a form suitable for oral use only, and in the 
past 3 years we have been testing various nOll­
injectable tablets which, in addition to medical 
advantages, can be more accurately controlled by 
identifying code numbers. 

"Ve have given much thought to the quantity 
of medication that should be dispensed to patients 
to take at hom.e. Unreliable patients obviously 
should be requited to take all medication under 
direct observation, but to impose this rule on all 
patients would be connterproductive. Crime re~ 
duction is correlated with rehabilitation. Cer­
tainly it would be against the public interest to 
make tho disl)ensing l'ules so restrictive that a re-
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sponsible patient could not hold a full time job. 
Here again is a need for communication between 
law enforcement agencies and medical treatme,nt 
programs. 

We have in common the goal of enabling previ­
ously criminal persons to lead socially acceptable, 
crime-:h';;.c lives. This will not be done simply by 
dispensing methadone. If crime is to be reduced· 
significantly, we need an effective rehabilitation 
program, and this includes specifically the au­
thority to dispense a week's supply of medication 
to responsible working patients whose conduct in 
treatment has shown that they merit this trust. At 
the same time, we must use this authority with 
good judgment, and recognize the concern of law 
enforcement agencies that this medication be used 
only as prescribed. 

Under the best circumstances it will be difficult 
to maintain effectiveness of the rehabilitation serv­
ices with a rapid expansion to 25,000. How can we 
be sure that the programs will continue to be as 
effective as they are now when the number is five 
times as great ~ Methadone programs could grow 
into cumbersome bureaucracies treating more pa­
tients than are now being treated by all of the 
Federa,}, State, municipal, and private programs 
combined; or, alternatively, methadone might be 
dispensed without any attempt at rehabilitation. 
Neither extreme would provide good treatment for 
addicts. How· ate qm.lity standD,rds. to be 
maintained ~ 

At the moment, methadone programs are sub­
ject to controls exercised jointly by the Bureau of 
N arcoties and Dangerous Drugs and by the Food 
and Drug Administration, their authority being 
based on the proposition that the treatment is still 
only experimental. Privately, officials of these 
bureaus concede that the inherent safety and 
efficacy of the mediQation are no longer in doubt, 
but hold that the fiction of experimental status is 
needed as a legal basis for preventing misuse. There 
is some merit in their contention, but in any event, 
the IND permit which now serves as a lieense for 
. methadone treatment cannot be retained indefi­
nitely as a control device. Expansion to a caseload 
of 25,000 in New York, and an equal nU111ber else­
where in the country, is inconsistent with the con­
cept of experimental status. Either the treatment 
is eA1)erimental or it is ready for large scale use­
but not both. 

Methadone programs have already brought out 
strong differences in opinion as to how the treat­
ment Sh01.11d be regulated, and even as to t.he capac­
ity of tlfe medical profession to define its own 
standards. The pessimists see - only disaster if 
private physicians are allowed to prescribe metha­
don~, a...'ld therefore insist upon controls by gOY· 
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ernmental agencies with power to prosecute 
offending physicians. The optimists see addiction 
becoming part of the inventory of ehroPlc diseases 
like diabetes and arthritis, some cases Jleedino- in~ 
stitu~i~nal ?are, while oth~r cases arf'J treated by 
phYSICIans III general practwe. It is futile to aro-ue 
the assumptions that underlie these positions but 
this l? f. \ is clearly before us: Either the le~der­
ship of \'he medical profession and administrators 
of methadone programs will work too-ethel' to 
guide an orderly expansion of methadon~ services 
or tlle pessimists that view the medical professiOl~ 
as incompetent will win by default. 

. Let us review the evolution of methadone treat­
ment in New York to learn what we can about 
tho administrative problems in expansion (fig. 1). 
During the first 2 years, a few of us working to­
gether informally provided good medical services 
for a small, research-sized group (10-50 patients). 
Like teachers in a one-room school, we knew each 
patient personally. The ones in trouble were seen 
more often; the successful ones, less often; all were 
followed closely enough to Imow what they were 
doing. With growth to the pilot program stage 
(50-500), and even more so Oil- becoming a large 
service program (500-5,000), our administrative 
structure changed. No longer could any single per­
son know all of the patients or have time to hear 
their proble:rp.s. Administrators, by necessity, dele­
gated the actual tr::.atment to other physicians and 
gave their own time to budgets and the details of 
staff work, laboratory services, data control, and 
public relations. 

The net effect has been a healthy decentralization 
of the program into small treatment units (50-
150) which retain the personal qualities of the 
original research-sized group. The the.1ter for the 
patient's rehabilitation is his own clinic. These are 
small enough for him to be known as an individual 
and inde.pendent enough for him to respect the au­
thority of the physician in charge (fig. 2). 

With decentraliZation, the rehabilitation tech­
niques hrwe also become diversified in details­
another healthy trend. 1Yhile general standards of 
medic"al practice have been maintained by the 
sharing of administrative services-data, control, 
central laboratories, staff meetings and consulta­
tions-local units have developed their own styles 
of counseling. The data and laboratory services 
could easily be extended to private practitioners 
affiliated with institutional programs. if admin­
istrators of existing programs and officials of gov­
ernment wished to encourage this trend. Many 
rehabilitated patients now being carried on pub­
licly funded programs could pay a reasom\;ble fee 
for continued treatment by private practitioners. 

Figure 1 

No. of Patients 
E 50,000 
o 
'-e 25,009 

Expansion of Methadone Maintenance Programs 
in New York City 

Cl. 
o I 10,000 

---5,OOO~-----------------:::;:-;:;:; 
Q) --oC: 
U Q) 

U)E 
Q) -0'>0 
~ ~ 1,000 
--.II-
-··-500 

E 
~5 e 

0'> 

0.. ~ 100 

Q) 
0'> 
o en 

..c: 
~ 
o 
Q) 
U) 
Q) 

0:: 

1964 1965 

The problem before us is that decentralization 
of methadone programs, and specifically the inclu­
sion. of private practitioners in the system, 'yould 
diminish the power of governmental agenCles to 
reo-ulate the treatment. At stake is control over a 
la;ge program with a growing bl~d&,et-for the 
cOlintry as a whole, perhaps $100 n111110n per year 
by 1973-and with political significance at all 
levels of o-overnnient. Decentralization of services 
mio-ht brino- treatment to more addicts, but it 
wO~11d weal~en the bureaus. fTIstory :£ails to dis­
close a precedent in which any bureau has co­
operated in a reduction of its power. 

Another concern for the future-this one in­
ternal to the medical profession-is the rivalry 
that has existed between different theories of a,d­
diction an(l different modalities of treatment. ,iVith 
O'rowth to 25,OOO-pat.ient size, methadone programs 
b • f might be seen as a threat to the eXIstence 0 . pro-
gral11s using other techniques. This is wrong. "Yo 
must find ways to work together in the public in­
terest. Those of us who have been directly involved 

424-t\l50-71-0 

in methadone programs are well aware of tho need 
ror other programs, especially tho~e that can prove 
effective in preventing heroin addictio:l. . 

,Ve do not roro'et that 18 percent oI the patIents 
admitted to meUu1.done programs i11. New York 
City dnring the past 6 J:e~rs have ?een discl:a~'ged 
as railnres. Although tIllS IS a relatIVely low faIlure 
rate as compared to what. appenrs to be the drop­
out rrom other programs, the problem becomes a 
major one for society as the methadone pr?gr~m 
grows. ,Vlmt is to be done to .control the. antI?oclal 
behavior of 5,000 addicts chscharged as faIlures 
Irom a group of 25,000 admitted to methadone 
treatment~ 

Analysis of the case histories of 'pat~ents dis­
charged from methadone pr~grams 111 New York 
City shows that few of them,. II any, wer~ pharma­
coloo'ic;al failures. These patIents werG dIscharged 
for persistent and disruptive antisoc;ial behavior, 
or for persistent abuse of 1l0lUlarcotlC drugs <,al­
cohol, barbiturates, amphetamines) for :vlnch 
niethadone has no blockade effeclr-but even m the 
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W?~'st cases the regular use of heroin was stoppecl 
whIle the patients were taking their daily dose of 
methadone. This means that additional techniques 
for control of psychopathic behavior and for treat­
ment of nonnarcotic abuses must be developed if 
the overa111)1'ogranl is to be made more effective. 
Combinations of methadone blockade with resi­
dential support and various psychotherapeutic 
techniques are now being studied by research 
gl'OUpS in New York and other cities. 'We need 
t~li~ research, n,nd .a climate of scientific objec­
tIVIty. 1-Ve need relIable data on- the effectiveness 
and the cost of nonmethadone techniques alone 
and in combirlat.ion with blockade treatment. 
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All of these problems have been with us in some 
degree since the begilming of the methadone 're­
search. Our relation to other social agencies, the 
maintenance of quality standards and relia:ble 
stat,istics, the effort to sc>parate medicine from 
politics, the riva.Iries and jealousies among profes­
sionals, have always complicated the basic prob­
lem of treating addicts. With growth in size of 
me~hn.dOl;e programs, these divisive prot>lems will 
be mtenslfied, but can be met with good 'will and 
good medicaJ leadership. 

There is, however, a serious danger that t·reat­
ment programs will become subordinated to power 
struggles. So far, the programs have been effective 

because their direction has been medical. The pro­
cedure has been developed by physicians with per­
sonal experience in treatment of addicts, not by 
governmental agencies or the medical administra­
tors chosen by them. The success of this treatment 
in rehabilitll,tion of addicts will decline signifi'­
canUy if methadone programs cease to be medical 
institutions, and, instead, become the instl'lunents 
of another bureaucracy. 

I call upon the leaders of our major medical in­
stitutions-the deans and professors of medical 

schools, the administrators of teaching hospi'tuls, 
the officials of medicM societies-to take an active 
interest in the treatment of heroin addicts. The 
medical profession cannot ignore the leading cause 
of death in urban adolescents and young adults. 
Enough research has been done to show how 
heroin addicts can be treated successfully in a 
medica'! setting. If we a,pply what we know ~lOW, 
effectively and on a large scale, we can begin to 
control heroin addiction and related crime in our 
large cities. 

URBAN CRIME AND THE RAPID DEVELOPMENT OF A 
LARGE HEROIN ADDICTION TREATMENT PROGRAM 

Robert L. DuPont, M.D. 

\iVhen the First National Conference on Metha­
done Treatment was held in 1968, the "crime 
capital of the Nation," Washington, D.C., had only 
a handful of heroin addicts participating in one 
treatment program. This program, called DATRC, 
was an outpatient abstinence program funded by 
the Ofilce of Economic Opportunity and operated 
by the Department of Public Health. 

A few months later, the Senate District of Co­
lumbia Committee dramatized the growing prob­
lems of crime and heroin addiction in the Nation's 
Capital. The committee concluded that both law 
enforcement and treatment efforts were failing 
(1). During the hearing, a study from the D.C. 
Department of Corrections was reviewed which 
demonst,rated that the rate of commitment of 
lmown heroin addicts to jail had risen gradually 
from about 50 to 150 cases a year from 1958 
through 1966. Beginning in 1967, however, there 
was an exponential rise to 450 cases in 1968 and 
to an annual rate of 1,400 by February 1969~ This 
same study showed that before 1966, known heroin 
addicts constituted less thall 3 percent of admis­
sions to jail. In February 1969, the 'rate 1Iad in­
creased to over 15 percent (2). 

1;n August of 1969, a new study showed that the 
actual rate or commitment or addicts to jail was 
even higher. Using urine testing and interviews, it 
was shown that 45 percent of the men admitted to 
the D.O. jail were heroin addicts (3). This study 
also showed that the pattern of crimes committed 
by the addicts and the nonaddicts coming into the 
jail was similar. In both groups, property crimes 
excee<;led crimes against people but the addicts, 
committed many of the violent crimes, including 
criminal homicide, armed robbery, and assault. 

Of the addicts identified in this study, only 27 
percent were on the Bureau of Narcotics and 
Dangerous Drugs list of 1,200 male addicts in 
,Vashington, As a result, the estimate of the heroin 
addicts in the city was revised to at least 5,000. A 
later study of heroin overdose deaths in 'Washing­
ton showed that 52 people died of heroin intoxica­
tion during 1969. Using the ratio developed by Dr. 
MIchael Baden that one in 200 heroin addicts died 
of overdoses 'each year, the figures were revised 
again to an estimate of 10,400 heroin addicts in, 
the District of Columbia during 1969. 

Six days after the release of the jail study, the 
D.O. Departme.nt of Corrections began' a new 
heroin addiction treatment program. Methadone 
'was a major treatment modality. 

Prior to 1966, the rate of serious crimes reported 
in Vvashington had gradually increased for nearly 
a decade. But in 1966 there was a sudden, sharp 
increase from about 13,000 reported Index offenses 
in the first 6 months of 1966 to {~bout 36,000 in the 
last 6 Illonths of 1969. 

No one lmows why this dl'amatic increase in 
crime began in 1966. It probably had several 
causes. However, the most persuasive hypothesis is 
that there was a sudden epidemic of heroin addic­
,tion in 'Vashington which led to both the increased 
commitment mtes of narcotics offenders at the jail 
and the parallel increase in reported Index ci·imes. 

One year ago, at the time of the Second National 
Conference on Methadone Treatment, there were 
10 patients in ,Vashington's new treatment pro­
gram, though only one was taking methadone. 

As we meet today at the Third National Oonfer­
ence, there are over 2,300 heroin addicts in the 
city's program. More than 70 percent of them re-
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Figure 1 
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ceive methadone treatment. About half of the 
remainder are under 18 years Q£ age. This new 
progra,m in 'Washington has 65 hospital beds, 110 
halfway house beds, and 10 treatment centers 
throughout the city. Four of the centers are oper~ 
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ated by community~based programs on contract to 
tl:c city. Foul' of ,the six centers operated by the 
CIty are now treatlllg about 2,000 outpatients, The 
total city program is spending at an annual rate 
of about $3 million. 
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PROGRAM DESCRIPTION 

The Narcotics Addiction R.ehabilitation Center 
(NARC) opened by the Department of Correc­
tions on September 15, 1969, treated chronic 
heroin addicts coming out of the D.C. prisons. 
This program formed the model for subsequent 
D.C. progl'ams. It focused on three objectives for 
the patient: To stop illegal drug use, to stop 
crime, and to promote full-time employment or 
training. The primary counselors were £01'mer 
heroin addicts who were specially trained and 
supervised. Methadone maintenance treatment, as 
developed by Drs. Dole and Nyswander, was 
strongly encouraged (5: 6). 

all February 18, 19'70, as a result of the initial 
success of the NARC program, a new agency of 
the D.C. Government was created, the Narcotjcs 
Treatment Administration (NTA). Immediately, 
NTA launched a drive to l'etain in continuing 

treatment within 3 years all the estimated 10,000 
heroin addicts in the city. 

The NTA program design was both complex 
and flexible, However, the major elements were the 
following: (1) Extensive use of methadone treCtt­
ment; (2) extensive use of ex-addict cOlmselors 
in all progl'ams including methadone treatment; 
(3) use of hospital beds, halfway, houses, and out­
patient facilities with primary emphasis on out­
patient services; (4) clear and limited program 
goals to stop illegal drug use, to stop crime, to pro~ 
mote full-time employment or training; (5) vig­
orous attempts to prevent program dropouts; (6) 
programing that included voluntary self-refer~ 
rals; referrals from the criminal justice system 
through work-release, probation, and parole, and 
civil commitment; (7) active efforts to esto,blish 
a coopel'ative network of drug treatment programs 
throughout the .city by means of purchase of serv­
ices contracts {especially utilizing community-
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Supported self-help organizations) ; and (8) eval­
uation of aU the treatment programs throughout 
the city using a computer-based information 
system. 

PROGRAM EFFECTIVENESS 

The Narcotics Addiction Rehabilitation Center 
(NARC), the first of the NTA programs and the 
prototype for other city programs, was studied for 
effectiveness in achieving the primary program 
gO!tl, reduced crime. The cdtical vari!tble was the 
rate of arrest and detention. at the D.O. jail over a 
4:-m0l1th period. 

A July profile of the NARO population showed 
that 14 percent were voluntary sel£-J.'eferred pati­
ents. Forty-one percent cal;).e directly from prison, 
and the remaining 45 pel'(j~nt came from other 
agencies in the criminal justice system such as the 
Bail Agency, the Parole Division and the Proba­
tion Departments of the Oourt of General Sessions 
and the U.S. Distdct Oourt. Ninety-four percent 
of the popUlation were males. The NARO patients 
ranged in age from under 18 to over 40, with 45 
percent being under 25. All had used heroin regu­
larly, 65 percent also llsed cocaine and 43 percent 
used marihuana. Sixteen percent used ampheta­
mines and 16 percent used barbiturates. Ali had 
arrest records, usuully with many convictions and 
incarcerations. There was no screening procedure 
for suitability or for motivation and there was no 
lvaiting list for admission to the program. 

J There were 1150 patients in the N ARO program 
on May 1, 1010. Ninety-nine of these were on 
methadone maintenance (MM) and 51 were 
abstinent. 

Followup of the 00 MM patients showed: 
-Two patients were arrested while in treat~ 

ment; 
-Two l\'.fM: patients who were halfway house 

rcsidents were retul'1led to Lorton prisons for 
house rule violations (such as curfew viola-
tions) ; . 

-Three patients were detoxified from metha­
done and had subsequently left the program. 
One of these was arrested after leaving the 
program, 

-Four patients tmnsferred to other NTA 
,programs; 

-Fourteen patients dropped out or MM during 
the 4-month period nnd left the program. 
Beven of these patients were arrested subse­
quently. None of the arrests wns made within 
the iirst 3 days of dropping out; therefore, 
llone of the dropouts was caused by arrests 
while in MM treatment; 
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-Seventy-four patients remained in MM treat­
ment at the NARO Oenter and were arrest 
free. 

Followup on the 51 abstinent patients showed: 
-Eleven switched to MM and of these, two were 

subsequently arrested. The other nine were 
continuhlg in ~llYI; 

-Thirty-eight dropped out of the program 
after May 1 and of these, 10 were arrested by 
September 1; 

-Two remained in the NARO program and 
have not been arrested. 

A recent study by the D.O. Department of 001'­

rections (7) found that the renrrest rate at 4 
months with a similar popUlation wns as follows: 

-22.8 percent for narcotic involved parolees not 
in special narcotics treatment programs; 

-27.8 percent of parolees in DARTO (an out­
patient abstinence program operated by the 
Health Department until February 1010) ; 

-32.6 percent for narcotic involved offenders 
released from Lorton prisons who were 
neither supervised by pltl'ole nor in special 
narcotics treatment programs (expirees). 

.Oomparing the NARO sample to patients pre­
viously referred to DATRO from parole) the most 
similar group, there was a substantial reduction 
in !l.rt'ests. Of the total NARO sample of 150, 22 
people or 14.1 percent. were arrested. The 80 pa­
tients who stayed in t.he pl'ogram had an nrrest rate 
of 4.5 percent. Eighty-seven of thes~ patients were 
receiving methadone maintenance treatment. The 
55 patients ,~ho dropped out had a.n arrest rate 
of 33 percent. These figures were compared to the 
27.8 percent arrest ra.te for DATRO referrals Over 
a. similar period of time and showed tlmt ,there was 
an 83 percent reduction in arrest for those heroin 
a.ddicts ValO stayed with the NARC program. 

S~miJ,ar followup studies are now in progress for 
aU of the programs of the Nal'.co'tics Treatment 
Administration. The data appea.rs to confirm these 
first results from the NARO eumponent. 

IMPLICATIONS 

NT A programs have :benefited :the herohl addict 
])Uitient and their families in many ways as show11 
by increased emrploymen1t, decreased -arrests, 'and 
c1ecr~ased use of illicit drugs. 

The l¥ashington cOlmnnnity has also 'benefited. 
Most obvious has been the impressive and sns­
tained reduction in repOl:ted Index' crime in 
'Washington. 

The crime.' t'ate, which had increased rubruptly 
during the predollS 3 years began to fall in De­
cem'ber 1960. It lias boon falling every month since, 
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except for 1l. small increase in May 1010. The num~ 
bet of reported Index crimes during the 3-month 
petiod ending September 30, 1010, wt),~ 10 percent 
below the same 3 months of 1060. This was the 
first time in many years tha,t there was a reduction 
for a 3-month period compared to the preceding 
year. If this trend continues throughout 1070, this 
will be the first yen I' since 1058 during which the 
total number of reported Index crimes has been 
less than the previous year. 

We don't lrnow with certainty why the Wash­
ington crime rate rose rapidly during the years 
1966 throngh 1969. Similarly, we don't Irno'W why 
it has rallen sharply during the last year. 

However, we do know that there have been ma­
jor improvements in the criminal justice system 
in Washington with the selection and support of 
energetic lel1del.'Ship in the Police Department, the 
U.S. Attorney's Office, the courts, and the Depart­
ment of Corrections. These changes, and most par-

ticularly the increase in the police force and the 
leadership of the Ohief of Police, have mo.de a sig~ 
nificant contribution to the reduction of crime in 
lVashington. 

The program of the Narcotics Treatment Ad­
ministration is anotiher major contributor to the 
dramatically reduced cl'imf\ rate. Assuming that 
an epidemic of heroin addletion in Washington 
was the major cause of the sharp crime rise from 
1066 through 1960, then it is obvious tJhat large­
scale heroin addiction tl'eatment was necessary for 
the drop in crime in the last year. 

In addition to the direct benefits assoQiated with 
the continuing treatment of over 2,000 heroin ad­
diots (or more than 20 percent of the estimated 
tota,l in the city) the NT A played an indirect role 
as well. Duting the pas!; year, there has been an 
[l.wakening of the Washington community to the 
pI'£1blems of heroin addiction. NTA has acted in a 
catalytic role in these community-based efforts. 
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THE FUTURE 

If 1TTA continues its current course, we will 
have o\re1' 5,000 patients ill treatment. by next fan 
at the time of the Fourth Natiolla.l Conference on 
Methadone Treatment. vVe will have better data 
systems. 'Ve will reduce our dropout rate. ,Ve will 
have more money-perhaps spending at the rate 
oJ $10 million a year. And, as important as any of 
these plans, we hope to have the first report 01l onr 
program performance from Dr. FranCls Gearlng 
of the Columbin, School of Public Health. Outside 
evaluation of our program is vital to our continued 
gl'o'\vth. 

The N al'cotics Treatment Administration in 
,Vashington, D.C., demonstrates that a city can 
eleal mtiollally with its lleed for heroin addiction 
treatment ona scale roughly appropriate to the 
dimensions and the gravity of the prob1em. It also 
demonstrates that there are impressive benefits to 
be gained from aggressi VB pl'ogca11l growth. 

,Ve plan to continue developing ot11' program 
until aU the he'J.'oin addicts in ,V nshington are re­
ceiving effective treatment. 
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METHADONE MAINTENANCE TREATMENT: 
SPECIAL PROBLEMS OF GOVE'RNMENT -CONTROLLED PROGRAMS 

Robert G. Newman, M.D. 

"Ewperience 8houZd teaoh U8 to be m08t on OU7' gtta7'd to proteat Ube7,ty 'l.olw11. 
the government'8 purp08e8 al'e beneficent. . . . The g1'eatest dange1's to Uberty 
t'l.trk in, insidi'ou8 enoroachment by men, of zeal, 'l.oeU-mean,ing b1tt withmtt 
'l.tnder'8tanding." (1) 

Louis Brundeis, 1928, after completing 12 of his 23 years fiS Supreme Court Justi~ 

INTRODUCTION 

There is increasing debate in the United States 
regarding the extent of government involvement 
which is desirable in the delivery of health care 
services. In this presentation, focus will be placed 
on the particular problems which must be antic­
ipated (and, hop~fully, ovel'come) when such in­
volvement relates to the treatment of narcotic ad­
dicts. In the case of lllethadolle maintenance treat­
ment, the difficulties affect all programs; since a 
great many people fail to distinguish among the 
different types of methadone clinics, problems of 
some invariably have serious implications for all 
the others. 

Certain difficulties will be faced by allY govern­
ment health program. For instance, the reputa­
tion of free government facilities, whethel,' war­
ranted or not, is generally quite poor, and will 
cCltainly prejudice many people from the outset. 
There is also the relative inflexibility of civil serv­
ice criteria for hiring and firing, ,'mge scales that 
often arc noncompetitive and difficult to adjust, 
intermittent job freezes, and frequsnt delays in 
purchasing and receiving supplies. Although 
these hurdles can be enormously frustrating, and 
their effect should not be minimized, this paper 
will deal primarily with more basic, conceptual 
features of government addiction programs, espe­
cially those which lend themselves to misuse and 
abuse. 

THE PATIENT: THE INDIVIDUAL OR 
THE COMMUNITY 

Obviously, there is no rigid distinction between 
the ills of individuals and those of the comnnmitYI 
and treatment programs concerned mainly with 
one or the otl1er will consequently overlap con­
siderably. Nevertheless, methadone maintenance 
repres~nts I~ departure from the usunl role of pub­
lic health services; unless this departm'e is 
stressed, errone01,1S assumptions regarding the 
goals of the program will be made, leading to 
unwarranted conclusions concerning the effective­
ness of the treatment modality. 

Evaluationl'('ports to date have emphasized the 
success of methadone maintenance in terms of the 
individual, to whom it Off('l'S a unique opportunity 
to regain cOJ,ltl'ol, within the limits imposed by 
society, over his own destiny. The dramatic de­
crease in arrest rates, the markedly ]o,vercd need 
for weHare support, and the high percentage of 
patients employed or in school full time reflect 
the fact that the community also benefits from this 
keatment program. On the other hn.nel, well-mean­
inO' advocates who state, 01' imply, thnt methadone 
will resolve the problem or addiction in the com­
munity will promptly be confronted with ir­
reJutable arguments. For example, methadone is 
in no way pl'eventive; educational components are 
not included in most programs; nothing is done 
about alleged corruption among law enforc(l­
ment personnel; and])O lmpl1ct is made on the 
importation of drugs into the country or on their 
manufacture in America or abroad. Furthermore, 
methadone offers nothing to the nonnarcotic 
abuser, present Federal restrictions prevent its 
application to the growing number of youthful 
addicts, and many reel that this therapy should 
not and could not be forced OIl addicts who clo 
not wish it. 

These limitations can be summed up by de­
fining the patient as the individual in tI,'eatment, 
and not the community. Thisfact must be recog­
nized by government itseH before )a~n~hil1g. a 
methadone maintenance program. Optlmlsm l'e­
garding the broader scale, based 0n a lack of lUld.er­
standing, will only result in internal frustrn.tlOn , 
and external c6ticism-to the detriment of all 
methadone maintenance programs; 

THE CLIENT: THE INDIVIDUAL OR 
THE COMMUNITY 

,Ye have just considered the importanoe of 
recognizing who.the patient is. Now we will turn 
to the client. There is a marked, though perhaps 
subtle, distinction betweon client and patient. Tho 
latter is the indiyidual or group of individuals 
whose disease we are trying to treat; the former 
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relates to those in whose interests we are treating 
the patient. Once again, there is ovedapping be­
tween the two categories. 

;\. private physician who treats 'll person's 
gonorrhea acts primarily in bellaJf of his pn:tient) 
though by removing one source of spl'ead of the 
disease, he also provides S0111e degr('e of bC'l1l;'fit 
to the community. Health departments also treat 
individual patients, and benefit them by this treat~ 
ment. Here, howeve,r, the mn,in objective is to pro­
tect society at hn'ge from, the disense j and providing 
medication is but one COmpOlll;'nt, along with pre­
vention, education, ense-finding and followup of 
contacts. This broader definition of the client gen­
erally applies to govC'l'l1111('nt programs-and this 
is perfectly reasonable and appropriate. Unfor­
tunately, however, some of these programs may 
benefit the client-i.e. society-at the expense of 
the individual being treated. Such is generally not 
the cnse with venereal disease control (except that 
confidentiality may be compromised). It is the 
case, usually, with imprisonment and commitment 
to mental institutions (Dr. Thomas Szasz provides 
cogent arguments for considering the two Iorms 
of incarceration to be identical). (2) It is also 
the case where medical cn,re is fOl'ced on those 
who do not wish it, 01' withheld from thosl;' who 
do wish it, and for whom it is medically indicat('d, 
but whom t.he govl;'rnuwnt feels it should not 
serve. These last two examples present the gl'eatest 
pot(,lltin,l dange,rs to methadone maintenallce pro­
grams, especially those operated tmd("l' the aus­
pices, direction and control of gov(,l'11ment 
agencies. 

1. 001npuZs01'Y methadone maintenanoe treat­
ment .. To begin with, I would like to preclude 
semantic differences regarding the ",otd compul­
sory. 1Vhe)1 a policemnn, a judge, a paroll' board, 
or a probation officer present an individunJ with 
the choice of methadone maintenance 01' prison, 
this is encompl1.ssed by my definition of unequivo­
cal compUlsion. 

I have previollsly referred to Szasz and hi.s 
assertion that there is little difference between 
psychin.tric commitment and imprisonment. It is 
pertinent to not€', that SZHSZ'S conc1emnntion of 
involuntary treatment extends to those forms of 
therapy which professionally are eOllsidel'ecl to 
be indicated and effective. He states that ". . . 
trenting patiNlts ap;n.inst thC'ir wishl;'s, even 
tl10ugh the treatment may be medically correct, 
should be considered an offense punishable by law." 
This :is especial1y important to recognize by 1)(~0-
pIe, who believe, as I do, that methadone main­
tenaMC has a unique, capacity fOl' 1'I;'storing to a 
volunteer addict the freedom to determine how he 
wishes to lead his liie. 
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Two key points must be emphasized. First, we 
cannot be Sure how effective methadone main­
tenance is when provided nnder legal coercion. 
Secondly, treating a patient against his will) 
regardless of the outcome, raises very serious ethi­
eal qU('stiollS which must be rC'solved. These ques­
tions apply to physicians employed in government 
health programs as well as to those working ill the 
private sedOl·. In the former setting, the doctor 
obviously has much less f1exibiHty in determining 
his COUl'SI;' of action. The ethical conflict js sllmmed 
up by Szasz: "It is desirable not only Ior medical 
patients but also for so-caned mental patients to 
assu'rl1e maximal responsibility for th(lil' hen,lth 
care. Physicians who interfere with the medical 
patients' autonomy by treating them involuntarily 
are guilty of an offense, punishable by both civi.l 
and criminal statut('s. 1Vhy should this not apply 
to similar offenses against mental patjents~" (-:I:) 
1£ one substitutes "addict patient" for "mental 
patient" the question becomes a critical one for all 
those involved in methad.one programs who may 
come uncleI' pressnre to accept into treatment in­
dividuals who htwe no power to refuse what is 
offered. 

It would be unfair to disClISS the dilemma only 
from the viewpoint of the patient-oriented physi­
cian. Courts, police, correctiolln.l departments, and 
parole and probation officials are delegated the 
responsibility of protecting society. COlnp!1.l'ed 
with the immediate aim of most health proj:oo­
sionals, this is a different gOM; it is not a better 
one, nor worse one, nor more 'important, 1101' h}Ss 
important. In fulfilling its obligation to safeguard 
the community, government must retain its 1)ower 
to plmish those convicted of iUegal actions. In­
carceration has been the traditional means em­
played; !1lthough stated goal has been to 
rehabilitate as woll as confine the convicted in­
clividunJ., mO!3c. people would agree that "correc­
tion" has generally not been uchieved by our 
so-called correctional institutions. COllsequetrcly, it ' 
is pe1'£ectly reasonable for law enforcement agen­
cies to explore alternatives to imprisolunent. 
Medical treatment, such as methadone mainte­
nance, might have great potential in producing the 
results which our jails have prOven incapable of. 

Once again, goals frequently overlap, and often 
the criminal will receive more humane and bene­
ficial treatment at the same time that the societal 
aims of government are more effootively being 
pursued. On the other hand, it is of utmost im­
portance to n.ppreciate thn,t this is not always the 
case, and when conflict (1.l'ises, it will be resolved 
in favol' of the broader perspective of the com­
munity's well-being. This is not mtended to be 
cdtica.l; it is the legal obligation of government 
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to adhere to these priorities. Furthermore, it is by 
no means uncommon for the interests of patients 
to be the secondftl'Y consideration of medical staif. 
Generally, physicians employed by industry and 
insurance companies are in this situlLtion i the 
Medical Corps of our military services likewise is 
mandated to place the mission above the individ­
ual. rro avoid ambiguity and resultant et.hical COll- . 
fiict however,'!t medical program operating 
pri1~al'ily for the department of corrections, for 
instance, should be part of the d()p~l'tment. A}so, 
probation and pal'ole could have theU' own medIcal 
sta.ffemploying methadone maintenance afJ well as 
other modalities in treating heroin addict.s placed 
in their charge a,fter due process of Jaw. Other 
clinics, governmental 01' pl'ivate, should Hot accept 
referrals of individuals who a,re power'less to re­
f-use, since ostensibly these clinics are IJriented to 
the medical care of patients l they are not con­
sidered-and should not be used-as c(,ll1trol agen ts 
for society. 

2. rVitMoZ4ing methadone maintenance treat­
ment: many proponents of methadone tre~t~1ent 
dismiss us ridiculous the assertion b~1 some Imhtant 
groups that the program is a l~eans by, which the 
establishment can control (theIr word IS .enslave) 
cert,ain communities. vVhile I do not beheve that 
tIris danger is an imminent one, Y do agree that it 
is a very real potential threat. It is entirely COll­
ceivable to me that applicants might some d!1;y be 
rejected, 01' patient~ cli~chargecl,. 011 ~he ~asl~ ~; 
politi~al and/or antlsoNal beluLVlOl' ( antlsocml , 
of course, to be defined by those in power). The 
likelihood of sllch medical bhtclnnail is increased 
by the intermingling of medical and socinl goals 
which certain programs set for themselves. vYe 
emphasize that, along with ithe medication wh~c11 
we dispense, we encourage th e. use of the S~lpp~rtn:e 
services which are offered to hel p the patIent m Im~ 
efforts to become "rehabilitl.tted," to lead a socially 
acceptable and productivo Ii.fe: Providing: ~l~ch 
nssistunce to those who w~mt It IS a responsll)1hty 
We should accept in treating "the whole patient." 
On the other hand, what if the patient does not 
w(1nt to be rehabilitated, and does not seek to adopt 
what we feel is 11 desirahle pattern of behaviod 
Perhaps a patient wishes to spcn~l the rest of his 
life collecting welfa.re payments 1l1stl'ad of work­
ing; perhaps he is a highly success~l and -woll­
adjusted ntunbol's-rnnnel'; perhaps he IS a member 
of an extx'emist group (right or left makes no 
difference) who feels his calling in life is to make 
bombs in cellars, or attack policelnen, 01' burn 
synaO'ogues. How will the professional st·aff relate 
to sl~h n, patient who, despite his antisocial life­
style, abstains from all cll'llg use, reports punc­
tually and regularly to the clinic for his medica-

- - -- - .---.- - ---- -------

tion, Md whose activities in no way pose a threat 
to the treatment unit itself~ Even more pertinent 
to the topic of this pay,lor, how much latitude will 
the staff be permitted in l'esolving the confUct when 
the ~mployer is the government ~ 

My questions are obviously rhetorical. I believe 
that meclicnl ca,re should not be withheld except 
fol' strictly medical reasons, 01' when the carc of 
other patients is compromised. An ot'thopcdist 
would not refllse t.o set a broken nnkle eyen if he 
knew the injury was incurred in the COll,rse of a 
bnrglal'Y, and even though he wel'e thoroughly 
convinced that, once healed, the patient would 
promptly return to his work. An epileptic is not 
l'efusecl his dilantin because the physician dis­
agrees with his political activities. Sin1ilarly, 
though we offel' a comprehensive program for our 
methadone patients, and encourage them to utilize 
what is availahle, we should not present our serv­
ices on an all-m,'-none bnsis. To do so would be 
analogous to a doctor withholding insulin from a 
diabetic because the pntient refuses simultaneous 
help in controlling his obesity. 

HopefuIly, most health workers share this view, 
Imd ·will derend it against all pressures which 
miO'ht arise to compromise what they should accept 

h " • 
as the Pl'imltl'Y role: servll1g theIl' patIents. 

THE NEW YORK CITY HEALTH DEPARTMENT 
METHADONE MAINTENANCE TREATMENT 
PROGRAM 

HavinO' discussed some of the key problems­
real anl' potential-which ate associated with a 
O'oyerlunent-opemted methadone treatment pro­
~l'am, I shall briefly describe how our own stat! 
has tried to meet the challenges. The New York 
City methadone maintenance treatment program 
is fnuded entirely by the State und is being imple­
mented by a special bureau of the city health de­
partment created specificnlly for this purpose. It 
is thus difficult to envisage a mm:e thoroughly 
gO','(\l'lunent operation. 

To boo'in with, we have stressed to government 
officials bto hospitals with which we are affiliated 
and to 'community groups that this is pl'imarily 
f~ patient-oriented program; we en;phasi~e that 
we are employing one specific modalIty w}llch has 
been shown to be extremely effective in treating 
voluntary pati('nts who meet the requirements, 
and that we are neither Iorcing trC[1,tment 011 

potential applicantss nor disparaging' othel' ap­
proaches. Furthermore, we selected the very re­
strictive title "bur~an of methadone maint(mance" 
in order to underscore the fact that our goals focns 
specifically on the provision of this rorm of treat-
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ment to n.Il those who want it and could benefit 
from it. 

,~re have been supported by the pertinent city 
and State agencies in maintabling voluntarism as 
an absolute criterion for admission. Conditions for 
dischn.rgc unequivocally pr!'cllldc tlw nst' of tltis 
medical treatment as a means of coercing social 
coniol'mifly among our IJatients. Finally, We' are 
already exploring ways by which private practi­
tioners can be involved in the' manag!'ment of 
methadone patients olll'olled in the city program. 
In so doing, wo are h'yillg to anticipate the day 
when this form of therapy can be safely and ef­
fectively transferred from' government to the pri­
yate sector. As the acceptabiJity and availability 
of methadone maintenance becomes more wide­
spread, its potential use in exerting sociu,l control 
will lessen. 

CONCLUSION 

Having begun this presentation with a ,,,arning 
by Justice Bra.ndeis, I shall conclude with one 
by Dr. Szasz: "Let us not forget that every form 

of sod-al oppression has, at some time durino· its 
history, been justified on the ground of helpful­
ness toward the oppressed." (5) It is my convic­
tion that the abuse and misuse of addiction treat­
ment programs poses at least as great a threat 
to our patients as does the abuse of illicit drugs. 
On the other haml, I also recognize the desperate 
demand for methadone maintenance therapy by 
many thonsands of addicts, Unquestionably we 
should provide this service to every single a;pli­
cant who wants and can benefit from it. In so 
doing, however, we must accept the added l'eSpOl1-
sibility to maintain a continuing yigilance against 
the. use of this medical program as a means of 
achieving social control. 
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TWO STANDARD DATA PROCESSING PACKAGES FOR METHADONE 
MAINTENANCE FACILITIES IN NEW YORK: INTAKE AND TREATMENT 
Alan Warner, Ph.D. 

The methadone data system pl,'ovides computer 
support services for intake centers and h'enbnent 
units in New YO:l'k City, "iVestchester und LOllO' 
Island. Duta system officers are at Rockefelle~ 
University and the Berllstein Institute of Beth 
~sra.el Medical Center in New YOl'k City. Opera­
bons are financed by the New York State Narcotic 
Addiction Control Commission. 

THE INTAKE PACKAGE 

Most of the patients in the methn.done data sys­
tem enter trcatment through one of seven intake 
centers which have agreed to send to the data office 
a "Report of Initial Contact" when an individual 
applies £01' treatment. This report contains the ap­
plicn.nVs name, birthdllte, mother's first name, and 
sOclal security number, as weH n.s dote of contn.ct. 
Data office shdl: check this intOl'mlltiol1 agajnst a 
file currently containing' 9,000 records of appli­
cants, patients! and expatients in order to deter­
mil1G whether the applicant is ),nown to one or 
1110rc facilities in the data system. The response is 
mailed back to the intake center one business day 
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aftel' it is received 01' is given by phone if the appli­
cant is being considel'('d for urgent admission. No 
clinical information is givt'l1 in the response. Typi­
cally, the data office indicates either that the in­
formation received from the intake center is not 
in the file and will be entered or that there is a 
l'ccord in the file of an individual with the same 
identifying information as on the report and thnt 
he was admitted and discharged at a given unit 
in the system on the date indicated. 

The intake center which sent the repol't ma,y 
then initiate its own clinical contact with the 
unit named by the data offlc&. 

THE TREATMENT PACKAGE 

This group of services is currently provided to 
65 clinical units in the data system which now treat 
J,OOO patients. Admissions to treatment are re­
corded by the data office in a telephon~ census of 
clinical units and on backup forms. "Within 1 week 
after the new patient is reported to the dnta sys­
tem his name is in the computer file and will be 

I 
I 
I 

I 
'I 

I 
I 

routinely processed thereafter in the following 
services: 

1. 111011t7l7y Cli1!icalsu1I1mal',II 1'epOl't8.-An anal­
ysis o:f status data on work, school, crime, staff re­
iJol'tecl drug abuse etc., as collected for each patient 
on the monthly unit director report. These data are 
made ayailablc to the administrator of each clinic' 
for patients in I1is clinic and all clinics combined. 

2. llledicrdion 7abel.s.-A weekly supply of: 
labels on which patient's name, ID number, and 
doctor's nnme !n'l~ printed by computer. 

3. Preprinted u1'hwlY8i8 ((nd 7J1w1'1naoy forms 
/01' each oUn/c.-Lists patients alphabetically, with 
ID llumbers and appropriate spaces for entry of 
drug-test and prescription data. 

4. TV eelely 'unit direotor 1'epm't 7ists.-Alpl1lt­
betical lists of all patients in the clinic last week, 
caHino' for a very brief checkoff report of attend­
U1lce, location, and movement this week and for 
names of new patients. These reports confirm and 
a.dd to data fro111 the telephone censns and aro 
microfilmed by the data office for a permanent ree­
o1'd on the patients. 

5. Weelc7y census.-Tallies of admissions, trans­
fers, discha.rges, anL total patients in treatment 
(1,l'e made weekly for each unit and Ior groups of 
units under u. given administration. These census 
reports are ayailable to administrators on a weekly 
or m011thly basis. 

6. iJata f01' Oolmnbia Vnh'el'sity E1'a(uation 
001ntll.ittee.-The c1atu. office sends information to 
the committee as requested for !tIl nnits in the sys­
tem 'Wllich arc making their data available to the 
evahUttion g'l'OUp. . 

7. 111 aintellance of 1'eC01'(7s.-A11 machme re­
trievable data sent by units to the data office arc 
maintained in n. yariety of files, accessible for re­
tric,'al for special research studies carried out by 
contributing units or by cooperating researchers. 

COSTS 

Costs for data operations have been found to 
depend on several mo,jor variables and a number . 
of minor ones. Apart from overhead, the major 
ones, in order of magnitude, are data office staff, 
computer time, equipment rental, anc~ card pl~nch­
ing. These and tIle lesser ones vary III magmtude 
with such considerations as free institutional com­
puter time, amount of systems development l~ro­
ceeding while the standard data packages are bemg 
maintained, and number of patients being proc­
essed routinely. Thus, for a system maintaiJling 
1,000 patients, having 6 hoUl's a week on a ~l11an 

institutional computer, in addition to commercial 
time, and doi.ng some developmental and one-time 
research processing, our costs werc $100 per pa­
tient year. With double the patient load we have 
estimated costs at $65 per patient year) thus show­
ing the po'\\'er of patient vohul1e, on reducing unit 
('osts. Our most recent estimnte, for a patient load 
of 3,000 without sy~tems development, is $40 pel' 
patient year. ,Ye nrc now trying to isolate routine, 
from special {'xpens(!s, like system development, in 
order to aclYance our planning for maxirnul11 
(,COl101111'. 

As ,,~ 1110ye ahead from a present patient load 
of .:1,000 to a foresecable 2ti,000 wit.hin 3 years we 
-feel that the standard data packages call be mahl­
billcd, 'with l'C'asonnble cost. control, if We are con­
sel'Yath'e in the pace of llew systems development, 
since increased numbers of units llncl patients in 
thell1selyes oblige us to devote staff and funds to 
modi.fy programs alld aclvance our technology. 
Thus we must forego specio.I requests from 1ll1its 
for Yal'intions in the basic package. At the same 
time we are in the midst of evolving the standaru 
paclmges in ways that meet more universal needs. 

NEW OPERATIONS 

Methadone dose ?'eo01'(l.-Entry of methadone 
dosages into computer files, so that reIatiol1ships 
bet'wcen dosage and patient response variables may 
be efficiently studied. 

001np1~tel' 81tPP07't fol' intake.-Automatecl pro­
duction of ,yuiting lists and c.apabilities £01' re­
trievalof applicants by catchment areas. 

D'i'ug test sysfem.-Use of optical scruUler to read 
urine test data for entry into computer files and 
preparntion of varied automated reports. 

C08t 001ttl'ol 8ystem.-A computerized accolUlt· 
lng system for data processing expenditures, 
breaking out costs for sections of the standard 
data pn.c1mges £01' groups of units under different 
administrations, and isolating developmental from 
tontine system maintenance costs. 

PI'i1.'ate physicians in the 81Istem.-Private 
c.linies with 25 01' more patients will be offered the 
treatment package, providing the physicia1ll11eets 
the commitment to reliably fulfill data require· 
ments. The int'ake package, however, will be avail­
able to the private physician only if he affilia'tes 
with !t treatment program or facility which has an 
intake office affilioted with the methadone data 
system; one which uses !t well-defined screening 
procedure a.nd is staffed to handle the mUltiple 
aspects of the intake process, 
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Page 5 

METHADONE DATA POOL 

REPORT OF' INITIAL CONTACT WITH APPliCANT 

The following person has applied to 
treatment. 

-=----;--....,.,--;,--__ on _~__,_-_ for methadone 
(Program or hospital) (Date) 

NAME:, __ ~~------------__ _=~--------------~~~------(Last) (First) (Middle) 
ADDRESS: ________________ ~ _________________ __ 

ZIP CODE: ____ _ 

BIRTHDATE: ___________ SEX:--(=M-al-'-e)-
(Female) 

MOTHER'S FIRST NAME:, ______________ _ 

SOCIA~ SECURITY NUMBER: ______________ _ 

A 

] 
:1 
II 
I 

I 
il 
~ 

I 
'! 
1 
I 
t 
'I 
'f 
~ I 
! 

:\ 

Please advise ___ __=_-_____ --

(Screening staff member) 
computer list. 

i 
I on result of checking applicant against 'j 

MAIL FORM TO: DR. ALAN WARNER 
ROCKEFELLER UN IVERSITY 
NEW YORK,- N.Y. 10021 

RESPONSE FRr"~ METHADONE DATA OFFICE TO SCREENING STAFF: 

Dr. A. Warner 

(Pate) 

! 
I 
j 

j 

I 
j 
'i 

j 

I 
I 

PATIENT'S NAHE 
"?, first, middle) 

--

._ ... 

- .. 

,-
• 

- . 

,- -

-

Pae;e 6. 

METHADONE PROGRAM 
WEEKLY UNIT DIRECTOR'S REPORT: Part 2 
Patients entering census group during 

this report period 

CENSUS GROUP: ____ _ 

FROM: to 
----~R~ep~ort~p~e-rl-'o~d-----

PRGM. NO. IF NEW ON 
HOSP. NO. PRGM. GIVE 

ADtnSSION 
DATE 

PN 

HN 

PN 

HN 

PN 

HN 

PN 

HN 

PN 

HN 

PN 

HN 

PN 

HN 

PN 

HN 

FC013/03 
2/13/70 

IF TRANSFER FROM 
ANOTHER CENSUS GROUP 
ARRIVAL OLD CENSUS 

DATE GROUP 

4~3 
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1· 
! 
I , 
" 
J 
~ 
! " r 
I' ~ 
I ' 

I' 
1'1 i ' 
i 

-----------~------------ - - - - -- ----

METHADONE REACTION 

Page ? 
UNIT DIREC'rOR'S REPORT 

ATTENDANCE I LOCATION I M9'y'gMENL 

" Reg"I., 
2) Millod App.I"'monll 

3) OhCharged from Progral'J'\ (Give rUj::~',Jjt'/~.~oO:.T."tJ 
5) I" J.II 
4) In H •• plt.1 (M.,h.d.no W.,d) 
1) In Ho.plt.1 (N., Moth.do", Wa,d) 

8) T,ansforrod '0 Cn •• G,p. ____ _ 

Dot .. of movement: _______ _ 

1) No.2) Yes: ____ .... =~-----------___ _ 
Specify 

MEDICAL PROBLEM 
WEEKLY REPORT 

NO. 

1) No, 2) Yes: 

"ON,"" "eo" D Specify 

t:1~fjAVIOR PROBLEM 

0) None, 1) Disruptive, 2) Assaultive, 3) Other: --------<::::or:::-------------­
Spoclfy 

~_S-Lf-ADMINISTERED DRUGS (Cliniciaro's Impression or Patient's Self-Report) 

1) None, 2) Heralh, 3) Amphetamine, 4) Barbiturate, 5) Other: ____ ;;;;-;= ___________ _ 
Specify 

~L,&QHOL PROBLEM 

1) None, 2) Acute Episode, 3) Chronic, 6) Potential Prblm, 7) Improved 

h,EGAI. STATUS 

1) No Problem, 2) Arrested, 3) Convict"d, 4) On Probotion, 5) On Parole 
8) COSII Pending 

1) Lives Alone, 2) With Friends, 3) Parents, 4) Family,S) No Intormation 6) In Hospita I 

J9.§ 

1) None, 2) On Some Job, 3) New Job, 4) Homemaker (Womeh) 

Ms.~NS OF SUPPORT 

1) Job, 2) Welfare, 3) Parents, 4) Spouse, 5) Friends, 6) Other: _______ =::;;::-_________ _ 

8) None, Olher lhcm program s"rvices Sp,clfy 

1) No, 2) Pert Time, 3) Full Time 

COMMENTS: CLINICIAN'S INITIALS: __ _ 
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42 

43. __ 
i 

'44 

! 

146 __ _ 

;47 --_ 

148 ---
,49 __ _ 
150 __ 

151 _ 

152 ___ , 
153 __ 
I 

1

1
54 
__ 

55 __ 

I 
56-__ ._ 

57 
58 __ 

59 __ 
60 __ 
61 __ 

62 __ 

63~_ 
64 __ 
65 

80 __ 

4~4 

, 

1 

I 
:\ 
I 

J 

I 
I 

. ! 
i 

1 
I 

t 
! 

I 

1 

CENSUS GROUP: 105 

PageS 

URINALYSIS RECORD 
METHADONE PROGRAM PAGE 1 

PATIENT LIST UPDATED 9/17/70 

l..AB._~ __ ..:.-___________ _ LOCATION ______________ _ 

TECHNICIAN(S) ____ _ 

PATIENTS 
(HOSP. NO.) 

PRGM. PLT. 
NO. NO. 

SEND REPORT TO ____________ _ 

DATE(S} METH QU1N MRPH BARB AM pH 

-------,--1----1--1-----------1------------------

--------_·,----,---1------------1------------------

---------1----1---1------------1------------------

----------1----1,--,1-----------1------------------

----1---11----------------

---------.,----,---,----,--------,----,------,--------

----------1----1:--1-----------1------------------

---------,1----1---1------------1----1---------------

---------1----1---1-------------------------------

-----------------1------------1------------------

---------1----1---1------------1------------------

----------\----1---1-------------------------------

---------I---~I---I------------I------------------

---------1----1--1-----------1------------------

L '*' •• ~71_~ __ 10 ________________ _ 
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, i 
i I,', , 

I . 
, I 

CENSUS GROUP: 105 

Page 9 

PHARMACY LIST 
PAGE 1 

PATIENT LIST UPDATED 9/17/70 

WEEK OF ________________________ _ 

OPD NAME. ______________________________ ~ RN'S SIGNATURE. ____________ _ 

PAT!ENTS PRGM. DOSE REMARKS MON TUES WED THURS FRI EMERG. 
(HOSI'. NO.) NO. --------

----------

---------

---------- -
---------

---------

-------------
. 

-------------

--------

----- ---

._-------------

------------

----- -----

- -.--------------
I 

1'30 

I 
I 

I 
·1 
1 

1 
1 . , 
1 

CENSUS GROUP: 105 
Page 10 

METHADONE PROGRAM 
PAGE 1 

WEEKLY UNIT DIRECTOR'S REPORT: PART 1 

Attendance fLocation/Movement 

REPORT PERIOD: 9/25/70-10/1/70 PATIENT LIST UPDATED ~/17/70 

IN HOSPITAL 
REGULAR MISSED ---- TRANS· 

PATIENTS PRGM. ATTENO· APPOINT· IN FER RED DIS· DATE OF 
(HOSP. NO.) NO. ANCE MENTS METH. NOT JAIL TO CHARGED MOVEMENT 

WARD METH. CENSUS 
WARD GROUP 

-

.. 

f 

( 

-

1311 

.----~---------- - - --

r ., 
." 



" 

j 
1 
1 

1 
1 

1 

j 
~ 
i 

1 
1 
! 

I 
I 

J 
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I 
I 
I 
I 
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VII. INSIGHTS FROM OTHER LANDS 
METHADONE MAINTENANCE TREATMENT OF OPIATE ADDICTS IN SWEDEN 
Jan H. Erikson, M.D. 

BACKGROUND 

The MMT ad modium Dole-Nyswallder was in­
troduced in Sweden by Gunne 1966. At that time 
the number of patients addicted to different types 
of narcotic analgetics was estimat~d to be about 300 
located to a few cities, foremost Stockholm and 
Gothenburg. In Stockholm an experiment with 
prescdptioll of opi1ates was going on and a lot of 
addicts 'were being maintained 011 methadone and 
other drugs for parenteral self· administration. 
Heroin was practically unavailable on the black 
market. The main narcotic drugs abused were 
morphine, meperedine, ketobernedone, methadone, 
dextromoramide, and raw opium. There was a 
widespread mixed addiction in this group. Am­
phetaminealld phenmetraline Lv. in high doses 
where often abused together with the mentioned 
opiat€s. 

SELECTION OF PATIENTS 

Sinoo J!UlUary 1967 to October 1970, 83 addicts 
f1'o111: the whole country have been admitted to our 
clinic for detoxification from opiates. Thirty-eight 
or 46 percent have entered the MMP. The major 
reasons for rejection are first too short history of 
opiate addiction, second, too heavy abuse of other 
drugs 01' nlcohol 'and third, unwillingness to par­
ticipat.e in the program by returning to an out­
patient clinic every day for medication. 

The criteri'a for selection were as follows: 
1. At least 21 years of age 
2. A primary addiction to opiates for at least 5 

years 
3. A history of repeated detoxificatiol1s and 

relapses 
4. No evidence of endogenous psychosis or other 

overt psychiatric problems 
5. Mixed adrlictioll should be unimportant at the 

time of admlssion. 

DESCR~PTlON OF PROGRAM 

All patients accepted for treatment have been 
inducted to tolerance in the same way as l'ecom-

mended by Dole and Nyswander. Methadone has 
been given in increasing'doses during all in-hospi­
tal phase and the final stabilizing dose lies between 
60 and 140 mg. daily. During the hospital stay the 
patients were given necessary social support and 
medical care. 

After release from the hospital the patients have 
appeared daily :for medication in a phM'macy in 
their home town. Two times a week they give urine 
samples to be sent to our clinic for TLO and GLO 
to detect use of other opiates, central stimulants 
and hypnotics. 

Twenty-five pharmacies all over Sweden have 
participated in the outpatient program. Ooopera­
tion between the pharmacists and our clinic has 
been very good. 

No ambulatory induction has been practiced. 

DESCRIPTION OF PATIENTS 

The patients in our methadone maintenance 
program have ben well established opiate addicts 
for an average of 10 years prior to admission. The 
llge distribution has its median value at 30. Six 
have been women and 32 men. 

A certain degree of mixed addiction has been 
tolerated and the extent of abuse of other drugs 
is given in Figure 1. 

FIGURE 1 

!!ypnotics ______ • ____ ._ ..... _ .. ________________ •• _. ___ ._ •• _______ ___ 9 24 
Alcohol. __________ • ___ ._._. ____________________ • __ .. ___ • _________ • _ 21 ~55~o/,~ 

Central stimulants .. ~ .... ___ .. _. ________________ ... __ .. ____ .. _______ 24 63 
None. ________________________ .. ___________________ ._. _____ .-______ 9 24 0 

Abuse of central stimulants was as frequent as 
63 percent. Only nine patients had no history of 
previous 01' present abuse beside opiates. 

Figure 2 describes the pattern of drug abuse in 
the treatment group. The column I gives the dis­
tribution of the debute drugs. Oannabis smoking is 
not given in the table. The impression is that 
cannabis has played a minor part in the habits of 
these patients. 
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FIGURE 2 

II III IV Total 

Alcohol........................................ 19 I I 
Hypnotics........................ .............. 0 4 3 
Cenlral stimulants.............................. 7 II 5 
Oplales .................................... ____ 12 17 9 

o 21 
2 9 
1 24 
o 38 

Tolal.................................... 38 33 18 3 •••••• 

Nineteen of the patients had a history of alcohol 
abuse before they started on opiates. Twelve had 
opiates as their fi~'st drug of abuse, but had later 
on mixed with other drugs, pJ?eferably central 
stimulants. All patients subject(~d to methadone 
maintenance were, however, mainline opiate ad­
dicts at the time of admission. 

RESULTS 

As of October 31, 19'70, among the 38 patients, 
16 01' 45 percent have been dispelled from the 
treatment program. The main reason for dis­
charge from program has been drug abuse, prefer­
ably central stimulants and alcohol, which has 
necessitated the detoxification of 13 patients. In 
addition, three patients have asked to leave the 
program as they have found the daily dose admin­
istration inconvenient and difficult to combine 
with their occupational activities. 

Urine test to detect the use of drugs beside the 
treatment program has revealed morphine, co­
deine, fenmetraline, and barbiturates in 0.2 percent 
of all tests. The 13 patients dispelled from the 
program because of frequent intoxications have 
not contributed to this figure. The reason is that 
these patients with mUltiple abuse of drugs have 
refused to give urine specimens at the pharmacy. 
They were later admitted to our clinic in an in­
toxicated state and detoxificated. 

Measures of rehabilitation have been decreased 
in criminality and medical complications and in­
creased in employment or training in schools. 
Since 21 of the 22 patients in the program had 
undergone earlier treatment with legal prescrip­
tion of opiates for self-administration a compari­
son could be made between these two treatment 
systems. Prescription of morphine, methadone or 
pethidine for seH-administration compared with 
MMT in equal time periods is illustrated in figure 
3. Wben for instance a patient had been 10 months 

FIGURE 3 

. 
Self·admin· MMT 

istrallon 

Criminality................................... •••.•. .... 19 I86%~ G (27%) 
Employment or s~hools. ....................... •••••••••• 5 24% i6 (76%) 
Hepa\ltls............................................... 8 36% 0 

1:34 

on l\fl\fT his rehabilitation figures for the last 10 
months on seli-administered opiates were used for 
comparison. 

The increase in employment from 24 to 76 per­
cent is a result achieved to a large extent through 
cooperation with the local social agencies which 
have supported our patients in training and seek­
ing jobs. The remaining 24 percent are on welfare 
or sporadically employed. In this study, medical 
complications during the period of self-admin­
istration were excluSively due to inoculation­
hepatitis, which has been a frequent complication 
in other experiments with self-administration of 
drugS of addiction (Bewley, etal.1968 and Louria, 
at al. 1967). The only medical complication ob-

. served during MMT was transient oedemas of the 
ankles seen in two patients. 

In four cases it has been judged necessary to 
increase the dose after the first out-patient period. 
In all these cases the patients had previously been 
addicted to methadone. 

Three. patients, now functioning and selt­
supporting, have recently asked for withdrawal of 
methadone. They have all been in the program for 
more than 3 years. 

DISCUSSION 

The result of the present study seems to be com­
parable to those reported by the ~1MTP evalua­
tion committee in March 1970. An acceptable 
degree of social rehabilitation was achieved in 76 
percent in our marerial as compared with 82 per­
cent in the New York City study. The majority of 
failures in our patients was accounted for by a 
heavy abuse of drugs outside the opiates. 

A special problem was encountered in patients 
with a history of previous addiction to methadone. 
Six patients had prior to admission used 400 to 
500 mg. methadone daily for parenreral admin­
istration. It has heen very difficult to maintain 
these patients on the doses mentioned in our pro­
gram. And the effect of methadone has in these 
cases been considerably shorter than in the othtir 
patients in the treatment group. These six patients 
have experienced withdrawal symptoms as early 
as 6 hours after an oral dose of 140 mg. of metha­
done. A dose increase up to 240 mg., on the other 
hand, made the patients drowsy and difficult to 
handle. These cases have later been stabilized on 
acetylmet,hadol (Gunne & Erikson, 1969). The re­
sults support the view expressed by Dole and co­
workel,'S "that a methadone maintenance program 
should screen out those who have a mixed drug 
addiction 01' who are heavy userS of alcohol. The 
local pharmacies have proved to be a useful sub­
stitute for outpatient clinics and the Swedish 

,~------~.~--.--.- - - -

MMTP may serve as an example 0:£ how a small 
country can handle an opiate addiction problem 
of a moderate size. 
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THE EVALUATION OF THE EFFECTIVENE'SS OF 
NARCOTIC MAINTENANCE CLINICS IN ENGLAND 

Richard Phillipson, M.D. 

Mr. Chairman, ladies and gentlemen, you must 
forgive me if this presentation is very brief and 
unprepared as I was asked to take the place of 
Dr. Thomas Bewley some 15 minutes ago and have 
spent the inrervening time getting out some papers 
I have published in the past on the British drug 
system. 

I propose to quore from one or two of these and 
n.1so to refer to one table supplied to me by Dr. 
Be~lsy which gives details of total numbers of 
narcotic addicts known to the Home Office, London 
'through the years 1958-69 inclusive. 

HISTORICAL BACKGROUND 

The Rolleston Committee 

'In Britain it has always been the custom to 
treat all forms of dl'Ug addiction as primarily a 
Inedical problem. 

In 1924 the Minister of Health a.ppointed a de­
partmental committee under the chairmanship of 
Sil' Humphrey Rolleston (an e~inent physicia~). 
The task or the Rolleston comlmttee was to adVIse 
on a number of problems which had arisen in 
operating the Dangerous Drugs Act, 1920. The 
terms of reference of the Rolleston committee were 
"to consider and advise as to the circmnstances, if 
any, in which the supply of morphine and l1eroin 
to persons suffering from addktion to those drugs 
may be regarded as medically advisable and as to 
precautions which it is. desirable that medical 
practitioners administering or prescribing mor­
phine or heroin should adopt for the avoidance of 
abuse, and to suggest any a.dministrative measures 
that seem expedient for securing observance of 
such precautions." 

The Rolleston committee reported in 1926, (1) 
and on the question of the supply of drugs to 
addicts, exp:l'efi;sed the view that "morphine or 
heroin may properly be administered to addicts 
in the following circumstances, namely: (a) where 
patients are under treatment by the gradual with­
drawal method with a view to cure; (b) where it 
has been demonstrated after a prolonged attempt 
at cure, that the drug cannot be safely discon­
tinued entirely, on account of the severity of the 
withdrawal symptoms produced; (c) where it has 
been siInilady demonstrated that the patient, b 

while capable of leading a useful and relatively 
normal life when a certain. minimum dose is regu­
larly administered, becomes incapable of this when 
the drug is en.tirely discontinued." The committee 
considered, but rejected, (1) the desirability of 
requiring medical practitioners to notify cases of 
addiction to the Home Office, and (2) the ques­
tion of providing "by regulations that a practi­
tioner should obtain a second medical opipion be­
Iore consenting to administer morphine or heroin 
for an indefinite time to a person who does 110t . 
need them otherwise than for the relief of the 
symptoms of addiction." . 

The Rolleston committee did, however, recom­
mend that~ in addition to the power which the 
Home SecretM'y already had of withdrawing from 
a medical practitioner. (who had been convicted 
of an offense ngainst the Dn.ngel'olls Dl'Ug Act) the 
authority to possess and supply drugs to which the 
act applied, provision should be made for with­
drawal of that authority by the Home Secretary 
on the advice of a medical tribunal, without the 
need to obtain a conviction in the courts. 
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The l'C'commeudations of the Rolleston commit~ 
tee were accepted by the Govel'mncnt, and amend~ 
lug regulations were introduced ill 1026, giving the 
Home Secretary the power to withdraw a doctor's 
authority on the ndvice of Ii tribunal consisting 
of three medical members and a legal assessor. 

Althongh this method of dealing with doctors 
who abused their authority was regularly used 
thel'(>!l-ft('l' in Northern Il'E'laud, where similar 
regulations were intl'oduced, the tribunal pl'Oc(~~ 
durc was ll('VC'r invoked in Britain, for reasons 
which have nevel' been clearly established, Cases 
continued to occur, from time to time, after 1026, 
of so-called "script doctors" who were prepared, 
at \1 pricE', to ignore the Rolleston committee's 
warnings against too ready an acceptance of the 
need :[01' continuing supplies but, in general, the 
:h'ecdom of the addict to obtain supplies legiti­
mately caused J10 major problem for many years. 

In retrospect, how(>ver, it is apparent that the 
so-called "British system" was ·workable only so 
long as there was no widespread tendency towards 
any abuse in Britain and the first signs of a change 
in this respect began to appear soon after the 
Second World ·War. In 1951 a large qnantity of 
morphine, heroin, and cocaine was sto"len from the 
dispensal'y of a hospital in Kent in the South of 
England and it WitS subsequently leal'l1ed that the 
young man responsible for the theft began to ped­
cUe those drugs around the London jazz clubs and 
the coffee bars frequented by jazz musicians. He 
wn.s finally arrested by the metropolitan police, 
some 3 months after the theft, when it was found 
t.hat, while the morphine he had stolen was still 
virtually intact, the heroin and cocaine had been 
In.l'gely disposed 01, and documentary evidence 
fmmel on him incUcateel that he had sOl1le.15 regu­
lar customers for these two drugs. All these 15 
"nonthel'apentic addicts" were not only associated 
with jazz music, they were '.tlso under 35 years of 
age, and most sh\ister of all ·when they approached 
the script doctors for snpplies some of them' began 
to ask for larger quantities than they themselves 
needed in order to supply the supplies to others 
in their group who, when they became addicted, 
approached doctors hl theil.' turn, 

The First Brain Committee 

By 1058 the number of known addicts (to all 
narcotic drugs) had almost doubled that kllOlwn in 
H)t1!i. As It result of this, the fil'st interdepartmental 
committee on chug addiction was appoinl;ed on 
.June 3, 1958, under the chairmanship of the then 
Sir Russell Brain, what came to be known as the 
.first Bralll committee composed of seven. members. 

The tel.'ms of reference of the committee were 

"to review, in the light of more recent develop­
ments, the advice. gi VC:'ll by the departmental com­
mitt-co on morphine und hel'oinaddiction. in 1926 
(the Rolleston committee); to consider whether 
n:ny revlsed advice should also covel' other drugs 
Imble to pl'odnc0 addiction or to be habit.formino-· 
to consider ,vhethcr there is a medlcalneed to Pl~~ 
dde special, inell1dil1g institutional, treatment out­
side, the l'CSOUl'Ces nlready available) for persons 
l1c1chcted to drugs; and to make recommendations 
including proposals for any administrative meas~ 
U1'es that se('m ('xpeclient, to the Minister of Health 
and hhe Secl.'etary of State for Scotland." 

The .first Brain committee reported in Novem­
ber 1960 (2) and included among 20 separate con­
cl~sions nnd recommendations were (1) the com-
111lttee was sa,tisfiecl that the incidence of addiction 
to dangerous drugs was still very small; (2) that 
departmental arrangements insured that nearly 
all addicts to dangerous drugs were known; (3) 
the Home Secretary should not establish medical 
tribunals to investigate the gronnds for 1'ecom­
m.ellcling him to withdraw a doctor's authority to 
possess and supply dangerous drugs; (4:) apart 
from item (3), the committee underlined and sup­
ported the main conclusion of the Rolleston com­
mittee, which w~re included in a memorandum on 
the dangerous drugs act and regulations, which 
was prepared by the Home Office for the inform[\,­
tion of doctors and dentists. 

Th~ Second Brain Committee 

In the 3 years following the publication of the 
.fiest Brain. l'eport (1961), thCl'e was a further steep 
rise in the incidence of addiction to dangerous 
drugs, The number of known. addicts to heroin 
increased fourfold and most of these were also 
addicted to morphine. The Brain committee was 
therefore reconvened in July 1964 as it ·was by then 
evident that the sudden increase was due, at least 
in some measure, to the prescribing methods of a 
certain small nmnbel' of doctol·S. 

The terms of reference of the second Brain com· 
mittee were "to consider whether in the light of 
recen.t experience the advice the interdepartmental 
committee gave in 1061 in relation to the prescrib­
ing of addictive drugs by doctors needs revising 
and, if so, to make recommendations." 

The second Brain committee l'eported in July 
1965 (3) and a summary oT the 12 main conclusions 
and recommendations made by them included the 
following: 

1. There has been a dist~lrbing rise in the in~ 
cidence or addiction to heroin and cocaine, espe· 
cially among yonng people. (Through the years 
105D-64 the total number of addicts to clai1gerous 

----------------------------------------.------ ---- - - --

ch'ugs rose from 454 to 753 tmel this included a 
rise in addicts to heroin from 68 to 342; or the 34:2 
known addicts, 328 were of nontherapentic origin.), 

2. The main source of supply is the. overpre­
scribing of these chugs by a, small number of 
doctors. (The second Brain committee was in­
fonued that in 1962 one doctor alone prescribed, 
600 000 tablets' of he1'oin (i.e., 6 ki1ogl'ams) for 
adclicts, the slime doctor on one si.ngle occasion 
prescribed 900 tablets of heroin (9 grams) to one 
addict and 3 days later prescribed for the same 
patient another 600 tablets (6 gt'ums) "to ;'ep]ace 
pills lost. in an accident.") The second Bl'um C0111-
nuttee also noted "the e\'idence Turther shows that 
not more than. six doctors ha ye prescribed these 
very la!'O'e amounts of dangerous drugs for incli­
vidual p~tients and the~e doctors h~ve acted w~thin. 
the law and accol'dmg to theu' proresslOnal 
judgment." 

3. There is now a neljd for fUlther measures to 
restrict the prescription of heroin and cocaine. 
",:Ve remain convinced that the doctor's right to 
prescribe dangerous ch'ugs without restri~tion., for 
the ordinary patient's needs, should be mallltal1l~d. 
We have also borne in mind the dilemma wInch 
faces the a,uthorities responsible lor the control 
of dangerous drugs in this CO~Ultry. ., 

To prevent this abuse WIt.hout sac1'lficl11g the 
basic advantages of t.he present arrangements we 
suggest: 

(1\) A system of llotificati?n of addicts... . 
(b) The provision of adVIce where adchctlOll IS 

in doubt. 
(c) The provision of treatment centers, 
(d) The restriction of supplies ,to addicts. 
4:. The committee defined an addIct, for the pur­

poses of their report, as fo11o,,,s: " A person who, 
as [l, result of repented administration, has become 
dependent upOli a drug controlled under ~he 
Dangerous Drug Act and has an overpowermg 
desire for its continuance, but who does not re­
quire it for the relief of organic dismtse." 

5. There should be a power for compulsory de-
tention of addicts at treatment centers. . 

6. The prescribing of heroin find cocaine to 
addicts should be limited to doctors on the staff 
of treatment centers. 

7 It should be t"t statutory offense Tor other 
doctors to prescribe heroin and cocaine to addicts. 

8. Disciplinary procedures agn,inst doctors aJ­
leged to have prescrjbed heroin and cocai~le? ~r­
regularly, to addicts should be the responsllnhty 
of the general medical council. 

9. An advisory committee should be set up to 
keep under revi~w the ,,,hole problem of drtlg 
addiction. 

THE IMPLEMENTATION OF THE SECOND 
BRAIN REPORT 

Following the publication of the second Bmin 
report in .Tn1y 1065, the following e\'('nts arE.' 
worthy of Hote: 

1. On April 28, 11)66, the :Minister of Health, 
replying to a question in the House oT Commons, 
HTo ask the Minister of Hen.lth what. action he had 
taken to implement. the recommendations of the 
Brain committee on drugs" said, "The treatment 
facilities are undel' royie,\' and tIl(' Gove1'l1ment 
hns deciclt'd to accept the recommendation to set 
up an. advisory committee on the whole problem 
of clt'ug addiction. Consideration is still being 
o'iyen to the ('ommittee~s other mfiin recommenda-
t"C> 

tions which require legislation." . 
On Auo'ust 2,1966, in a written answer the l\fm­

ister of rfealth, replying to a questiol\. in the Honse 
of Commons "To ask the Minister of HelLlth 
whether fol1owil1!rhis announcement about the 
standing advisory'committee lle wouM ll?'" l1:1\ke a 
statement; about the other recommendatlOns 11\ the 
Bra,in committee report," stated "There are nll'eady 
centers for the tl'elrtment of addicts Ilnd more beds 
could be ma.de available if the demand increases. 
A conference of doctors experienced in the treat­
ment of elruo' addicts isbeing convened in order to 
have the m~licallmo\Yleclp:e of the subject. Steps 
are being taken to SGt. up a unit in which research 
into the prob1em of drug dependency can be un­
dertaken. The Government is preparing legislation 
to implement the committee1s recornmendn.tion for 
the compulsory notifica.tion 0·£ addicts by doctors 
and for limiting the a,uthority of doctors ~ otheJ.' 
than those at. treatment centers) to prescrIbe 01' 

supply heroin and cocah~e to add~cts, except "~he~'e 
it is required for the relle·f of pa,lll due to ol'game 
disease 01' followino' injury 01' operation. The cle­
tails will be discnss~d ,~it.h the medical profession. 
The Government has, however, decided not to pro­
vide Initially for the detention ?f addicts a~ ~rea,~· 
ment centers, but would reconSIder the posItlon If 
experience showed tlU"Lt such powers werc 
essential." 

MEMORANDUM ON TREATMENT 

On March 7, 11)67 (.~) the Minister of Health 
issned a hospital memorun.dum on "The treatmenb 
and supervision of ,hel'oin addiction." Paragraph 
3 of mell1ora.nc1um, on the question of power to de­
tain at treatment centers patients who wish to tel.'­
minl1,te a course of treatment they enter(>.d into 
voluntarily, stl\JtecJ: "The question of compulsory 
treatment !'aises wide and difficult issues and the 
."Minister is not. sa,tisH.ecl t.hat the case for bhis ree" 
ollllllenc1a,tion has been fully established." 
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Paragraph 8 of the memorandum, under the 
heading "ontpatient services" stated: "Some ad­
dicts will not accept· withdrawa1 tre'lttment, at I~ny 
rate to start, with, and complete re:fusal of supplies 
will not cure their nddiction-it will merely throw 
them on the blfLCk m!1.rket. !1.nd el1'C'ourage the c1eyel­
opm.ent or an organized illict traffic on a scale 
hitherto unknown in ,this country. T1H~ aim is to 
('ontain the spread or heroin addiction by continu­
ing to supp1y this drug in minimum qnantities 
where this is necessary in the opinion of the doc­
tor, and where feasible to persuade addicts to ac­
cept. wiNlch'awal treatment. PILl'rtgraph 10 of the 
memorandum, on the question of the supply or 
drugs, stated: "The decision to supply an addict 
with drugs Imd whether to seek to substitute other 
drugs, the asessment or dosuge, and tl1e method or 
suppy rest with thec.liniciall." 

In Britain, in March 19'70 (5), Ml', ,Tames Cal­
laghan, the Secretary of Stut~ for the Home De­
partment, moving t.he second reading of the misuse 
of drugs bill, in the House of Commons, said: 

"Drug-tnking is n. scourge. lYe knO'w far too lit­
tle of its cn,uses or consequences. 'rhe law has a part 
to play-henC'e the bill--'but, it is by no means the 
only I1gency, becunse In,w enforeement which at­
tempts to control pCl'sollnl cOHslUnpt.ion, is difficult. 
I emphasize at. the outset that thel'e is a, need for 
11 {'onceded effort in the legn], social, and medical 
fields. '1'h(\ bill all its own, u Ithough it would serye 
{L usef·ul purpose, would by no men.ns deal with the 
problem, which is growing so fust today, 

"Compa,red with even 3 years ugo, the pattern 
or misuse of drugs is much more complicuted and 
mol.·c serious. Then, the main problem was a 
sluLt'ply increasing growth of heroin addie,fion cou­
pled with It widened use of pep piUs, cannabisund 
LSD. Drng-users, even that short while ago, tended 
to go for a single dl'ug of their choice. Today, the 
increase in heroin addiction has ta.pered off, almost 
cN'tainly because control by th~ treatment centres 
or supplies to addicts has reduced the amount 
aVltila.ble to potentialncw addicts in the black mar­
ket. But there is a. more sinister side. Some would 
say that becfi,use or this very control many addicts 
have resorted to substitntecll'ug;s. 

"IlldE'ed, :2 years ago, in 11)68, there was all cpi­
dmnic of 'fixing' by a.mphetamines which was 
Jrwgely red by t,he nctivities and ovel'~pl'escribing 
of no more than 2 doctors in London. It could be 
stoppccl only by ft yolunttLl'y scheme for l'.estricting 
supplies to ltospitn.1 pharmacies. Many of the 
needle-users-a term to which I Shl~lll'etnrn later, 
thCl1 htrnecl to methadone, a 11at'cotic used by some 
tr(\(ttment centres to w(':a.n. addicts off heroin and 
made availllble I01' genern.l pl'Mtitioners to pre­
scribe. They are free to prescdbe it. 

l3!1 

-~---------------
"I want to give an indication of tJle measure of 

the prdblem, and the speed wit.h which addiction 
can come upon us. There are now just over 2,000 
registered ucldicts or heroin. Of these, '700 M'e un­
cleI' the age of 20. But. as n result of the increase 
in the O\'eJ'-pl'cscription of methadone in 1969 
alone, 337 cases or addiction to methadone first 
cume to the notice of the Hom.e Office. Methadone 
ampoules now command much t.he same black 
market pdce as heroin did berore the 1968 resh'ic­
tions. More recently-wHhil1 the past 12 months­
some addicts have taken to t.he highly dangerous 
and ,destructive practice of injecting themselves 
with bl1rbiturntes. 

"It therefore comes to this. "Ve can dl'[l,w com­
fort from. the. fact that heroin addiction appears 
to be less of 11 threat nnd that convictions for drug 
offenses in tll(> nrst half or 1969 were no more than 
10 percent higher than in the same period in 1968. 
Nevertheless, the IJOssibilities of much 1110re 
serious and new trouble are yel'y real; first, be· 
cause it is difficult to predict Wi, 1t the pattern of 
misnse will llex'i be and those exposed to it have 
become much more vulnerable. 

"Second, there are evil men who see a profit in 
exploiting misnse, and have greater rest ('ces [l,nd 
greater opportunities for doing so, wh~ther by 
manufacturing new drugs for this market 01' by 
smuggling and traffiking. Third, is the speed of 
change in fashion for drugs, which is so depress­
ing i and fashions can be spread by such a handful 
of irresponsible medical practitioners. 

"This has meant that Oul' defenses are far too 
inflexible against these evils. The legislative sceno 
is static, but the drug scene is constantly changing. 
And the Home Secretary concluded, 'There is a 
need for different treatment of different groups. 
The addiots of the hard drugs-those who are on 
heroin, or have been weaned from it and are on 
methadone or are injecting bal'biturates-are very 
sick people, unable to face the problems of life, 
lmable to come to terms with life or with their 
fellows. These people need help and understand­
ing and treatment. At the other end of tlle scale 
are the youngsters who experiment for kicks. Most 
of ~hem escape the worst consequences, but some 
are caught in the web at regular intel'vals.' " 

Before concluding this brief reference to the 
evaluatioll of the effectiveness of narcotic main­
tenance clinics in Engln.nd, I would like to refer 
to a stateIl.lent hl .the Annual Report of the Chief 
Medical Officer of the, Department of 1;Ienlth and 
Social Security 1968 (8) where Sir George Gadber 
said: 

"There is now evidence to suggest that rnedical 
services are beginning to contain the pl'oblem or 
heroin. addiction. For example, it is ImOWll that 

the total amounts of heroin pl,'escr.ibed to· addicts 
throughout the country ate being gradually re­
duced and the number of new outpatients reported 
by the clinics fell from 398 in April 1968 to 6'7 
in. Decernber 1968. 

Moreover, of these patients attending the spe­
cial clinics, many are no longer receiving heroin. , 
For example, a'sample of 102 ontpatients in 1968 
showed the following figures: 
Receiving heroin on a non reducing basis ____________ 214 
Receiving heroin on a redncing basis _______________ 217 
Withdrawn from l1el'oin ___________________________ 271 

Of those withdrawn from heroin, 111, or 40 per­
cent, had been withdrawn from all narcotics," 

I do hope these 111 patients, Britain's first 
"cures" since the implementations of the reCOill-

mendations of thQ second Brain committee are 
being followed up in a scientific way in the 
community. 

Before I close, ladies and gentlemen, may r 
refer, albeit briefly, to .figu~'es supplied by the 
Home Office, London, of narcotic addicts in Brit­
ain and especially to the details of numbers Imown 
to be taking heroin on December 31, 1968-2,240 
and December 31, 1969-793: also to those known 
to be taking methadone in the same pe~'iod, 468 1n 
1968, 1,687 in 1969. 

It will be readily seen that Britain would ap­
pear to have, at present, contained the problem 
of heroin addiction. 

The full table of Home :)ffice returns is shown 
at Table r. 

HOME OFFICE RETURNS 

1958 1959 1960 1961 1962 1963 19&\ 1965 1966 J961 1968 1969 

Total number •• , .......................................... 442 454 437 470 532 635 153 9271,349 1. it" 2,182 ~,881 

Drugs:" 
Number taking methadone ......... __ ........................ 47 60 
Number taking morphine..................................... 205 204 
Number taking heroin....................................... 62 68 
Number taking cocaine ••• _.................................. 25 30 

68 
117 
94 
52 
98 

59 
168 
132 
84 

105 

54 
157 
175 
112 
112 

59 
172 
237 
171 
107 

62 
162 
342 
211 
128 

72 
ISO 
521 
311 
102 

156 ?'~ 
178 1: 

~~~ I'm 
131 112 

486 
198 . ?~., 

Number taking Pethl~lne..................................... 117 116 

Orlgi~~mber of therapeulic origin................................. 349 344 309 293 312 355 368 344 351 313 aN 
Number of nontherapeutic Origin.............................. 68 98 122 159 212 270 372 580 9i~ 113~~ 2,4~~ 
Number of unknown origin.................. •••••••••••.••••• 25 12 6 18 8 10 13 3 

~ m m m ill _ m a _ m ~m 2m 
N~~~:~ gf ra~:I:~~I~I~ts:::::::::::::::::::::::::::::::::::: 245 258 242 247 270 296 344 369 463 4561 '642~ 

Professional classes (medical olallled)............................ 74 68 63 6! 57 56 58 45 54 6 • 

Ages~nder 20................................................................... 1 2 3 17 40 145 m 3~~ ~~~ 
Unlier 20 takln& heroin •••••.•• , ............................................. 1 2 3 17 40 34 3 
Under 20 taking methadone ........................................................ -........................... '" •••.•• , ••••••• ··-558···· "os" 'I'S3G" 
20 10 34............................................................. 50 ~2 9

7
4 l~~ l~~ m m 479 ~Z7 1'390 

201034 laking herom ......................... ••• •• • ••• •••• ••••••••• 35 2 8 • 
20 to 34 taking methadone ................................................................ ··············································2"·····4 .. 
34 to 49 ••••.••••.•.•••• :.: ••••.•.• : •••••••• -....................... !lZ 91 95 107 128 13r 1~~ 1~~ 1~6 17~ 
35 to 49 taking heraln ................................... _ •••••• ••••• 7 14 19 24 38 6 
3510 49 taking methadone_ ............. -................................................................................................ ,,$".·'··so· 
50 and aver ••••••••••• _ •• : ........................... •••••• •• •••••• 218 261 272 27~ 2~~ ag 2n 2~g 2~4 220 50 and aver taking heroin............................................ 26 27 24 2 
50 and over taking met~adonQ ••••••••••.•••••••••••••••••••••.•••••••.•••••••••••..••••...•••••••••.•••••••••••.•.••••••••••• ····i .. ······r·····iii" 
Age unknown ............... :........................................ 34 16 7 16 8 7 10 4 1 43 

'~l: ~~~~~~~ l~~l~~ ~~f~~iiiiiie::::::: ::-:::::.:::: ::::::: ::::::::: ::::::::::::::: ::: :::: :::: ::::::::: :::::::::::::::::::::::::::::::: ............... . 

1.687 
345 
793 
330 
127 

289 
2,3~~ 

2.295 
586 

42 

637 
160 
438 

1,789 
564 

1,141 
174 

47 
54 

241 
14 
32 
40 
4 

22 

.N.B. The figures refer to drugs used alone or in combination with other drug~. Thus ~n ad~lct Using both heroin and cocaine will be Included under both drugs, and it must 
be pointed aut that ali but a flandful of the cocaine addicts snown above aru also usmg herOin. 
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CHARACTERISTICS PREDICTING LONG· TERM RlST~NTION 
IN A METHADONE MAINTENANCE PROGRAM 

Carl D. Chambers, Ph.D. 
Dean V. Bobst, M.A. 
Alan Warnel", Ph.D. 

The retenthn pov"or of the methadone mn.inte­
nance modality is without equal in the addict re­
habilitation field. It is almost as if this type of 
patient~ will continue in treatment regardless Ot 
whn.t ,ve do or do not do for them. Attrition does, 
however, occur and the pnrpoSi, of this study was 
to isolate those ntt:dbutes most associated with 
continuing in treatment. Our analysis included 
both single factor and multiiactol' techniques. 

THE SAMPLE 

Our study population was 679 patients admitted 
to the Dole-Nyswltndel' program from its initiation 
in 1964 to March 1968. Our strategy 'was to com­
pare those patients who remained in treatment for 
at least 2 years with those who did not. 1Vithin this 
study population, 541 or 80 percent continued in 
treatment; a minimum of 2 yea,rs and 138 Or 20 
percent attrited prior to t11is minimum period. 
Even those who terminated eadier thn.n the 2-year 
followup period, remained in treatment an average 
OT 12.6 months (medium was 12,7 months). 

THE REASONS FOR TERMINATION 

An a.nalysis of the primary reaSQns recorded for 
the 138 treatment terminations inaicated 112 (81 
l)ercent) were involuntarily terminated; 22 (16 
pel'cent) voluntarily terminated themselves, and 
:four (3 percent) were administrative terminations. 
A more complete distribution of the reasons for 
termination is as follows. 

THE COMPARISONS 

Utilizing a' single factor or dependent-inde­
pGlldent variable analysis where all attributes were 
collapsed to 2 by 2 cont,rasts produced some un­
expected differences and failed to produce some 
differences one would anticipltte. 

Still utilizing a single factor 01' dependent-in­
dependent variable analysis but regrouping the 
data for another perspective .reenforced the un­

. anticipated results derived from our Erst analysis. 
. For example: 

1. Oontinuing in treatment was not related to 
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the sex of the patient-80 percent of the male 
patients and 80 percent of the female patients re­
mained in treatment for at least 2 ye~Ll's. 

2. Continuing in treatment was 110t related to 
the marital status of the patient-86 percent of 
the patients with intact marriages and 79 percent 
of the patients who were not manied remained in 
treatment for at least 2 years. 

3. Oontinuing in treatment was not related to 
the multiple abuse of drugs-83 percent of the 
patients who had not been multiple drug abusers 
and 71 percent of those who had been multiple 
drug abusers remained in treatment for at least 2 
years. 

4. Continuing in treatment was 1Wt related to 
the abuse of alcohol-82 percent of those who had 
no history of alcohol abuse and 75 p~l'cent of those 
who had abused alcohol remained in treatment 
for at least 2 years. 

5. Continuing in treatment was not related to 
the ethnicity of the patients-82 percent of the 
;vhite, 7'7 pet'cent of the black and 81 percent of 
the Puerto Rican patients remained in treatment 
ror at least 2 years. 

6. Oontinuing in treatment was not related to 
the education or the patients-'79 percent of the 
high school graduates and 80 percent of those who 
were not high school graduates remained in treat­
ment for at least 2 years. 

7. Oontinuing. in treatment was not related to 
the age at onset of heroin use-79 percent of those 
who begQ,n k 10re age 21 and 80 percent of those 
who began il,t ·01' after age 21 remained in treat­
ment for at least 2 years. 

8. Oontinuing in treatment was not related to 
the number of prior treatments experienced. by the 
patients-81 percent of those with two or less 
treatments and 79 percent or those with three or 
more prior treatments remained in treatment for 
. Itt least 2 years. 

9. Oontinuing in treatment was ma?'ginaZly re­
lated to the conviction history of the patients-78 
percent of those who hadllever been convicted and 
80 percent of those with convictions remained in 
treatment for at least 2 years. However, the 
number of convictions was ~ignificantly reln.ted to 
continuing in treatment-85 per~nt of those with 

two or less convictions and ouly 72 percent of those 
with three or more convictions remained in treat­
ment for at least 2 years (significant at 0.01). 

10. Continuing in treatment was related to the 
length of abuse of narcotics-90 percent of those 
who had abused 5 or less years but only 77 percent 
of those who abused more than 5 years remained 
in treatment £91' at least 2 years (significant at' 
0.01). 

11. Oontinuing in treatment 'was related to the 
employment status ot the patient at time of admis­
sion-88 percent of those who were legally em­
ployed at admission but only 17 percent of those 
who were not employed remained in treatment for 
itt least 2 years (significant at 0.01) . 

.An expanded distribution of these attributes 
with ft. control for the sex of the patient permits 
a more focused associational analysis. For 
example: 

1. In genel:al and regardless of sex, the fewer 
the number of convictions, the greater the chance 
of remaining in treatment. This item had the 
grefttest outcome differentiating power of all of 
the attributes when a statistical technique conunon 
in parole l)rediction was employed-the Mean Cost; 
Rating technique. In brier, the MOR technique 
m.easures the extent an item has the ability to dif­
ferentiate between categories with high and low 
outcome rates. 

2. III general and regardless of sex, those pa­
tients who had concurrently abused amphetamines 
with' the opiates were less likely to remain in 
treatment. 

3. At least among the males, those most recently 
accepted into treatment were the ones most likely 
to terminate. The opposite is true for the female 
patients. 

4. At least among the males, being employed at 
the time of admission into treatment has a positive 
association with remaining in treatment. Employ­
men.t at admission is neither a positive nor neO'n.tive 

• • t:> 
aSSOCIatIOn to outcome among the female patients. 

I), In general and regardless of sex, havmO' a 
problem with alcohol has a negative association· 
with remaining in treatment. Haying had such a 
problem, however, is no more negatively associated 
with outcome than never haying had a problem. 

6. Of all of the race-sex cohorts, Puerto Rica.n 
females most frequently remain iIi treatment and 
black females have, the highest attrition rate. 
. 7. Among males, the younger the age at admis­

SIOn, the greater the positive association with re­
maining in treatment. Among females, the most 
advantageous age is between 25 and 29, and the 
least is under age 25. 

A complete expansion of the characteristics can 
be reviewed in table 3. ( 

Our previous research and clinical experiences 
have l~cl us t~ assnme we can predict which types 
of patIents mIght do better than others. 'We gener­
ally assume ·those patients with ;the least chancC' 
Ot remaining in treatment share comhinations of 
the following characteristics: 

a. Early onset age; 
b. Long drug history; 
c. Ooncurrent drug or alcohol abuse; 
d. Multiple convictions. 
In general, the combining of these character­

istics suggests the following: 
1. Being a mUltiple drug abuser or an alcohol 

abuser is probably more negatively associated 
with remaining in treatment than the lenlTth 
of time the patient has been abusing drua:. 

2. Being a multiple drug abuser or an al~hoJ 
abuser is probably more negatively associated 
with remaining in treatment than the ao~ at 
which the patient began abusing drugs. '" 

3. Having' been arrested and cOllvieted a mun­
bel' of times is probably more neO'ati vely asso­
ciated with remaining in tre~tment than 
b;eing a multiple d!'ug or alcohol abuser, the 
tIme when the patIent began abusiuO' druO's 
and the length of tinle the patient l~d be~~ 
abusing drugs. 

Based u.pon the configural analysis, the potency 
of the number of cOllyictions as our best predictor 
of remaining in treatment was reinforced. 

Utilizing all three teclmiques, the patient with 
seven or more convictions and who had no em­
ploY~1el:t skill to market was the least likely to 
rem!11ll ll1 treatment (55.6 percent). One would 
assume ancillary services should be marshaled 
and focused toward the bufi'erlllO' against these 

'b 0 n,ttrl utes. Convel'sely, the patient 'with the fewest 
convictions and no multiple drug or~ alcohol prob­
lem was the mostly likely to remain in treatment 
(95.8 percent). 

Table I.-PRIMARY REASON FOR TREATMENT 
TERMINATIONS 

I. Involuntary termlnation ••••.•• __ ." •••. " ..•• "" ••. ____ •• 81.2% (N=dI2) 
1, Uncooperative b~havior ......... 11.4% N=24 
2, Antisocial behavior............. 7.2% N=10 
3, Unreachable psychopalhology.... 1.2% N=10 
4. oru~ abuse.................... 8.7% N=12 
5. Aleo 01. ..................... _ 10,9~ N",15 
6. Arrested •.••• "................ 15.2 0 N=21 
7. Medlcaldlsablilly .............. 2.2,(9 N= 3 
8, Death......................... 12,3'10 N=17 

II. Voluntav; terminall,an ••••••••••••••• "................. 15.9% (N", 22) 
I. oluntary dlseharge............. 14,529 (N=<20) 
2, Loss to contact. ••••• "'......... IA'7o (N= 2) 

lit, Administrative terminations and un· 2.9% (N", 4) 
knowns, 

1. Administrallye................. .7% (N= 1) 
2. No Informatlon •• c ........... _.. 2.2% (N", 3) 

Tolal ........... " ....................... 100,0% (N~'138) 
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Table 2.-CHARACTERISTICS OF METHADONE MAINTE· 
NANCE PATIENTS BY LENGTH OF TIME THEY REMAIN 
IN TREATMENT 

Attrlb~t~s at Ume of admission into 
treatment (1964-6S) 

I. Demographic characterislics 
1. Age: Range ................... . 

Mean ................... . 
Z. Race: Whiles ................. . 
3. Sex: Males._ .... __ ._ •• ____ • ___ 
4. Education: High school graduates. 
5. Marital: Married al admlssion,, __ 
6. Occupatlon:Semls~i\Ied or above. 
7. Job status: Employed at admis­

sion. 
S. Work history: At least 36 months 

of continuous employment. 

II. Arrest history characteristics 
1. Never convlcted ....... _. ___ ... . 
2. Three or more convictions ..... .. 

III. Drug abuse characteristics 
1. Onset age(heroln)age 180rless .. 
2. Multiple/concurrent drug abuse •• 
3. HistorJ of drinking problem ..... 
4. Five or more prior treatments •••• 
5. Six or more months on waiting 

list. 

Less than 2 years 
(N=138) 

22-52 years 

aa.2iears 
34 0 
86 0 
30 
15 0 

76% 
13% 

49% 

9% 
75% 

39% 
54~ 29 0 
49 0 

49% 

2 years or more 
(N ",541) 

19-60 years 
32.6 years 
39~ 

~~~ 220 
81 0 
25% (P~ <.01) 

50% 

8% 
66% rp= <.05) 

43% 
45% 
19% 
51% 
47% 

Table 3.-EXPANDED CHARACTERISTICS OF METHA· 
DONE MAINTENANCE PATIENTS AND THEIR ASSOCIA· 
TION WITH REMAINING IN TREATMENT 

M~les Females 

Admission characteristics Number Percent In Number Percent in MeR 
of program 2 01 program 2 for 

patients years later patients years later males 

Total ..... _. ____ ....... ==1 5=79===79=.=6 ====10,;,0 ====8,;,0';,0,,;;';;'; __ ;; __ ;;;' __ ;;;" 
Number of previous 

convictions: 
2 or less. __ ........ __ .. __ 
3-6 ............. __ .... .. 
7 or moro __ ...... __ ..... . 

Job status at admission: ' 
Working ............... .. 
Not working ...... __ .... __ 

Year admitted: 
1964-65 ...... _____ .... .. 
1966 ................... . 
1961-68 ......... ___ ... .. 

Other drugS-Addict or 
heavy use: 

No problem ....... __ ..... 
Barbiturates __ • __ • _____ • __ 
Amphetamines ......... .. 
Other .... __ ............ .. 

Alcohol: 
No problem ............. . 
Had problem ....... __ •••• 
Has problem ............ . 

Ethn~~rt~ •••••• __ ........ __ • 
Black ............ __ ... .. 
Puerto Rican ........... __ Other/no dala _____ .. ____ _ 

Age at admission: 
24 ~ears or younger .... _ .. 
25-29 years ....... __ .... . 
30-34 years ........... .. 
35 years or older .... __ ... . 

Marital status: 
Marrled __ ............... _ 
All others ......... ____ ... 

Medical complications: 
None, •• _ ........ __ ..... . 
Some ................... . 

longest loll ever held: 
loss than I? month5 ..... . 
12-23 months ........... , 
24-35 months ........... . 
36 months or more ...... .. 

178 
260 
140 

139 
428 

64 
181 
332 

291 
31 
11 

199 

246 
23 
74 

214 
237 
109 
19 

58 
149 
161 
203 

111 
449 

307 
251 

113 
98 
17 

291 

84.8 38 81.& 0.181 
81.5 32 87.5 
69.3 30 70.0 

88.5 10 80.0 
76.6 86 80.2 

.135 

84.4 5 40.0 
82.9 30 80.0 
77.1 65 83.0 

.096 

82.8 37 81.1 .094 
.17.4 7 85.7 
12.7 2 50.0 
76.9 38 79.0 

81.7 43 83.7 .093 
82.6 5 80.0 
73.0 10 70.0 

82.2 46 80.4 
76.8 43 76.7 
80.7 8 87.5 
79.0 3 100.0 

.081 

86.2 10 70.0 
81.9 19 89.5 

.071 

78.9 22 77.3 
7& 4 41 80.8 

85.6 27 85.2 .069 
78.6 70 78.6 

80.8 41 85.4 .029 
78.9 55 80.0 . 
79.6 24 70.8 
75.5 17 88.2 
84.4 13 84.6 
79.7 46 80.4 

(I) 

Table 3.-EXPANDED CHARACTERISTICS OF METHA. 
DONE MAINTENANCE PATIENTS AND THEIR ASSOCIA. 
TION WITH REMAINING IN T~I;."ATMENT-Continued 

Males females 

Admission Characteristics Number Percent In Number Percent in MeR 
of program 2 of program 2 for 

patients years later patients years later males 

Months waited before 
admission: 

0-2 months .............. 105 79.0 25 80.0 (2) 
3-5 months .............. 151 81.5 24 79.2 
6 months or more ......... 233 78.5 43 83.7 

Age when started using heroin 
dalif 

135 83.0 16 81. 2 (.) 1 ~ears or younger ....... 
17-18 years .............. 121 79.3 16 81.2 
19-20 years .............. l!3 74.3 18 83.3 
2l-22years ••• _. __ ._ ..... 77 83.1 11 90.9 
23-24 years .......... _ ... 53 83.0 9 55.6 
25 years or older .......... 80 76.2 30 80.0 

Number of previous 
hospitalizations: 

20rless ................. 173 80.9 32 84.4 (I) 
3-4 ..................... 103 73.8 25 16.0 
5 or more ........... _ .... 301 80.7 42 78.6 

Last grade completed: 
Some coll~ge ............. 61 86.9 5 60.0 (I) 
Some high school ......... 404 78.5 79 78.5 
Eighth grade or lesL. ___ • 62 25.5 3 100.Q 

I Not all items tolal579 since unknown were not included. 
, MeR not computed as not enough consistent relationship was observed by inspection 

to warrant Its computation. 

Table 4.-MULTIPLE FACTOR CLASSIFICATION FOR MALE 
PATIENTS BASED UPON CLINICAL ANTICIPATION 

Number of Number Percent in 
Years of abuse Multiple use convictions Age at onset of program 2 

5 years or less .. {NO ft.roblem ..... ----.... -....... ___ ..... .. 
Mu tlple use ............................ .. 

{N 
bl li19 years or less. o pro em ............... 20 years or male. 

6-11 years .. -.. 19 yearsor less •• 
Multiple use .............. 20 years or more. 

12-15 vears .................. {6 or less ....... __ ......... .. 7 or more ......... __ .... _ .. _ . {6 1 {20 years or more. or ess .... 19 years or less. 
16 yearsor .............. {20 years or more. 

more. 7 or more ... ,19 years orJess .. 

patients years later 

24 
18 
49 
40 
65 
47 
95 
36 
49 
63 
23 
35 

95.8 
83.3 
89.8 
80.0 
80.0 
74.5 
80.0 
58.3 
91.8 
79.4 
69.6 
67.5 

Utilizing these data, a configural analysis was 
performe.d 'to verify the potency of the number of 
convictions as a predictor for remaining in treat­
ment. The configural analysis is, of course, derived 
entirely from a statistical base. 

The first step in carrying out a configural analy­
sis is to take the item most related to outcome. In 

Table 5.-CONFIGURAL CLASSIFICATION FOR MALE 
PATIENTS BASED UPON A COMBINATION OF SINGL~ 
AND MULTIPLE FACTOR PREDICTORS 

Adllilsslon characteristics 

ro rcroblem with other drugs or 
2 or less previous con· a cohol. 

vlctions. Concurrent use of olher drugs 
and/or alcohol alluse. 

3 \0 6 previous convlcllons rmPIOyed at admission ......... 
• Not emflloyed at admission .... _ 

7 or more previous con- Semlsk lied or belter ...... _. ___ 
victions. Unskllled ..... __ .............. 

N~mber 
of 

patients 

76 

• 102 

49 
160 
125 
45 

Percent in 
program 2 
years later 

88.2 

82.4 

93.9 
78.1 
16.8 
55.6 

this case, it is number of previous convictions. This 
best item is then cross· classified with each of the 
next most related items and with outcome to deter· 
mine which factors provide the most differentia­
tion within each subgroup. For example, those 
with two or less previous convictions are the first 
subgroup in the configuration. 

The factor that best differentiated as to outcome 

within this subgroup was concurrent use of other 
drugs and/or alcohol abuse. 'l'his type of operation 
was repeated within each subgroup, and as can be 
seen in table 0) different factors were used within 
each subgroup. 

This statistically derived classification does dif­
ferentiate between types as to outcome and the 
differences am in the direction expected. 

DEVELOPMENT OF A NEWLY FORMULATED TABLET 
FOR METHADONE MAINTENANCE PROGRAMS 

Ivan F. Bennett, M.D. 
Eli Lilly and Company 

I would like to express my appreciation to Dr. 
Dole and to the sponsors of this Conference for the 
0pPol·tunity to present a few brief remarks at yom,' 
meeting here. today. As I am sure you are aware, 
my company shares with you an interest in the 
current status of methadone maintenance treat-

. ment programs for heroin addicts. 
'Methadone was first synthesized in 1941 by Ger­

man scientists who were searching for inexpen~ 
sive morphine substitutes to meet their country's 
wartime needs. Shol,tly after the end of VY orld 
War II, a team appointed by the Department of 
Commerce in "\\Tashillgton, D.O., visited Germany 
and, on their return to the United States, pub­
llished the formula of a number of chemical com­
pounds, including methadone, for the benefit of 
American science and industry. Several manufac­
turers became interested in the product, and in 
1948 we marketed methadOl,e as an analgesic and 
antitussive. 

In the year's following its introduction, metlm­
done was sold on a modest scale. The market 
demand for the product was never very large; 
however, in our role as a broad line pharma­
ceutical manufacturer, we continued to manufac· 
ture it as an effective painkiller, with long~acting 
properties. Although seven companies originally . 
manufactured methadone, the number has 
diviucUed in recent years, leaving ns as one of the 
remaining producers. 

During the decade of the 1960's, the incidence of 
heroin addiction started to take au epidemic pro­
portions, with resulting grave social consequences 
in this country. As you know, to help meet this 
problem, a ,considerable number of methadone 
maintenance clinics have been estn,blished in var­
ious cities during the last few years, supplementing 
programs that already existed for the rehabilita­
tion of addicts. 

Early this year, the Food and Drug Adminis­
tmtion asked if we could develop an oral form of 
methadone that would be dispersible in water but 
that would not be suitable for injection. It was 
agreed that such tablets could be developed and 
that they would be manufactured for use only in 
approved clinics. 

A group of our staff in Indianapolis immed­
iately set to work on this task. At the same time, 
it quickly b('came apparent that we needed to 

. gather some basic data on fnture production re­
quirements. Up to this point, we had not been in.­
volved in working with methadone maintenance 
clinics and, thererorf.', had no market research 
findings on which to rely. In order to obtain an 
estimate of the amount of material that might be 
needed in future months, we contacted all clinics 
that were known to us. Based on the estimates 
provided by the clinics, we have come up with 
workable assumptions of manufacturing needs and 
are in close touch ,vith the Bureau of Narcotics 
and Dangerous Drugs regarding the ruture supply 
of methadone. 

As soon as onr Indianapolis group of produc­
tion and research personnel hu.d completed their 
work, a letter was mt.iled to the clinics announc­
ing that the company had developed a 40-mg. 
orange dispersible tablet) cross-scored so that it 
could be broken into qmLl'tel's. These tablets are 
made in such a way that a large volume of water 
is required for solution of the material; it is, there­
fore, difficult to take by injection. 

The letter announced that the tablets, metha­
done hydrochloride, should be treated as an 
Investigational New Drug (IND) and would be 
supplied only to qualified physicians who had ob­
tabled an IND number from the Food and Drug 
Administration for a methadone maintenance 
pl'ogmm. Supplies of the tablets would be shipped 
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directly from Indianapolis to physicians placing 
orders. 

I think it is important to stress here that we are 
providing these tablets for clinioal trial use only. 
The product is not available to physicians who do 
not hold IND numbers nor is it marketed through 
our usual trade distribution channels of wholesale 
distributors and retail pharmacies. The role that 
the company is filling, at the suggestion of the 
Food and Drug Administration, is that of supply­
ing the drug as a clinical trial item. 

Meanwhile, clinical trial data are being gathered 
from Dr. Dole'S associates on patients at the 
Rockefeller University Hospital, the Morris J. 
Bernstein Institute of Beth Israel Hospital, and 
Harlem Hospital in New York City. This work is 
being accomplished in cooperation with the New 
York State Drug Abuse Program. Data are also 
being provided by Dr. Jerome J nJfe from patients 
at the University of Chicago Hospital, in this case 
in collaboration with the I11inois State Drug Abuse 
Program. 

Over 6,000 hours have been spent so far in 
planning and in the actnal processing of informa­
tion that will be required in ordel' to submit a New 
Drug Application (NDA) on the use of metha­
done in the maintenance treatment of heroin addic­
tion. We have received and are analyzing 2,285 
case reports. 

During the early phases of this work it was nec­
essary to develop an acceptable approach for show­
ing the efficacy Ilnd safety of methadone for its 
new use. Such a proposal was presented to the FDA 
in June, and we obtained conditional approval of 
our plan. The proposed NDA will contltin sections 
on general population information, patient pro­
files, effectiveness relative to do,se, and to absence 
of abused drugs in the urine, Information on 
laboratory studies of safety and safety relative 
to adverse reactions will also be included. This 
pr~pos!L1 will summarize the clinical data using 
225 tables and charts. 

The preparation of an NDA for the review of 
the Food and Drug Administration is complex 
time-consuming, and often involves a workload 
which is much heavier and more demanding than 
is generally realized. For this NDA alone, we are 
using seven code clerks, one medical information 
administrator, one data processing programer, and 
a secretary on It full-time basis. Three physicians, 
three secretaries, and five other staff members are 
spending part of their time on the preparation of 
these statistics. 

As .£lew methadone maintenance clinics are 
created and as interest grows in this type of ther­
ai)Y, we anticipate a need for a centralized pool of 
authoritative information. To meet this need, we 
have created a methadone bibliography of 440 
articles, which have been carefully reviewed by 
our medical staff in Indianapolis. This bibliog­
raphy is available to any interested person. 

In conclusion, may I make one additional point. 
Although we have been a supplier of methadone 
for a numbei' of years, the company does not have 
nor does it seek in any wayan exclusive right to . 
produce 01' market the product. Insofar as we are 
aware, there is no patent protecti-on on methadone. 
Any manufacturer who is able to comply with 
Federal laws and regulations governing the manu­
facture and distribution of narcotic drugs is free t.o 
make and sell a product. comparable to our tablet 
methadone hydrochloride. 

-VYe have undertaken the tasks that I have out­
lined because we feel a deep social concel'll about 
the problem of heroin addiction facing un esti­
mated 50;000 to 200,000 individuals in OUY country. 
Our responsibility is to provide an adequate sup­
ply of clinical trial material. In addition, we in­
tend to file a New Drug Application in 19'n so thai; 
methadone can be prescribed for the maintenance 
treatment of heroin addicts in accordan(le with 
appropriate procedures. 

Thanl;: you for this opportunity to be with you 
today. 

SOME ENDOCRINOLOGICAL ASPECTS OF HE'ROIN ADDICTION 
AND METHADONE MAINTENANCE THERAPY 

Paul Cushman, Jr., M.D. 

The endocrinological implications of the wide­
spread USe of heroin and the increasing number of 
pati<.>nts receiving methadone maintenance therapy 
warl.'l1nt detailed study. 

Human hypothalamic-pItuitary-adrenal (HPA) 
function in addiction have not been ade· 
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quately studied. There are abundant animal data 
implicating a significant effect of mOl'piline to alter 
ACTH, adrenal and/or corticotropin releasing 
factor (CRF) secretion under various conditions 
(1-3). In mall, there are also some data (4,5) sug­
gesting that HP A function may not be normal 

during morphine administration to the herion ad­
dict. Although a difl'erent compound, methadone, 
in protmcted high doses, has not been adequately 
evaluation for any potential disruptive effect' on 
HP A function. 

FUlthermore, it is "'ell known but poorly doc­
umented that heroin addicts ('omphdn 0-1: disturbed 
s(>xnal fUll('t.ion and n.ppetite (6). It is not known 
whether their impotence, h('k of libido, and delay 
in ejaculation times are due to heroin itself. No].' 
is it known w])ethel' their sexual problems cLl'e 
I1wdiah'd through some endocl'illologicltl disturb­
ance; 01' whel'e, in the hypothnlnmic-pituital'Y­
gonadal system, this def(>ct might be. 

The present study aims to provide some infol'­
mation l'pp;arding human HP A function in heroin 
addi('ts and methadone-maintn.ined pn.tients. 8im­
ilady, data on sex hormone and gonadotropins are 
being corl'e1ated with sexual functions. 

METHODS AND MATERIALS 

I. Inpatients 

Male volunteer heroin addicted pa.tients, in their 
fonrth to fifth week of inpatient induction onto 
methadon<.>, were studied under routine ward con­
ditions in the Morris ,T. 13ernstein Institute. "While 
the usual routine of sleep, feeding, and wakeful­
ness was followed, serial 24-hour m'ines were co1-
lecte~l for 5 days. On Day 3, 750 mg. of oralmety­
rapone was fl\.'iniinistered for 6 q 4-hour doses. On 
the last day, 40 units of ACTH gel was adminis­
tered q 12 hour£". 001'tis011evels (17 -OH corticos­
teroid) 'were determined in plasma samples drawn 
at 8-9 a.m. and 4 p.m. on Day 2. The urinary con­
centrations of creatinine, 17 ketosteroids (KS) 
and ketogenic steroids (KGS) were quantified by 
standard techniques. All patients had normal 
physical examinations, were free of evident liver 

cl'seases by history and routine testing, including 
ESP. 

II. Outpatients 

Patient populations were: (1) normals, males 
20-53, who were usually hospital <.>mployees and 
university gradnate students; (2) former heroin 
addicts in good standing in n. th0rapeutic com­
munity (Exodus House), male 21-44 years, be­
lieyed to be fr('e of he,roin for at least 1 year by 
history, and serial urine detet'minatiolls Tor the 
presence or abs(>nce 01' morphine; (3) heroin ad­
dicts, male, 20-53 years, who volunteered for a 
brief paid study; (4) methadone maintenan('e pa­
tients (20 males) 21-42 years of age, \yho were 
selected because they had been on maintenance for 
at least 12 nlOnths and agreed to undergo a short, 
paid study. An patients hadllormal physical ex­
aminations and liver function tests. 

III. Patient tests 

Insulin hypoglycemia was accomplished by the 
injection of 0.1-0.2 units of regular insulin intra­
venously into the fasting subjects. Plasmas before 
and 15, 30, 60, 120 minutes after insulin were 
examined for glucose, and cortisol concentrn.tions, 
Testosterone and luteinizing hormone level C011-
tent in the fasting plasmas 'were measlU'ed by 
radioimnllUloassay. 

RESULTS 

In tabJe 1 are presented the clinical f<.>atnres and 
results in the hard-core, ('h1'oni(' heroin addicts 
maintained on methadone. Their nrinary 17-KS 
and KGS excretions were normul. The rise in 17 
KGS with metyrn.pone was normn.l in 14/15 sub­
jects, using the criteria of an increase of at least 
10 mg.) 01' 40 percent, ovel' the baseline. The capac-

Table 1.-PITUITARY·ADRENAL FUNCTION IN METHADONE·TREATED HEROIN ADDICTS 

Plasma 17-0H CS gl100 mi. 

8 a.m. 4 p.m. D.V.I 

Years of Methadone 24 .. hour 24·hour urinary 17 KGS (mg.) 
Name Sex Age addiction urine 

Weeks Dose (mg.) 17-KS (l1)g.) . Control Metyrapone ACTH 

11.6 11.9 No 
15.6 3.7 Yes 
20.6 17,8 No 
9.7 16,2 No 

15.9 8.5 Yes 
16.5 25.8 No 
6.5 19.2 No 

14.4 23.7 No 
26.4 13,5 Yes 
9.2 3.4 Yes 

20.8 6.5 Yes 
18.4 15.8 Nn 
11. 0 12.5 No 
5.0 9,7 No 

16.0 7.7 Yes 
26.7 17.1 7 

1. H.C ............................................. M 23 0 4 50 12,14 12,14 43 60 
2. J.M ................................................. M 40 23 4 60 21,16 17,11 55 ' 68 
3. L.M ...... _ ............. _ .................... M 24 9 4 80 5,6 4,5 24 17 
4. R.S ............................................. M 28 10 3 60 13,13 10,11 27 41 
5. A.R .............................................. M 40 8 4 80 20,17 9,11 45 42 
6. F.H ............................................... M 34 15 5 80 17,18 9,13 41 37 
7. M.B ........................................ M 39 19 5 80 12,13 9.2,10 42 40 
8. G.A ......................................... M 27 10 4 60 8,13 4.7,5 31 28 
9. R.C ......................................... M 28 7 5 llO 15,22 12,14 39 62 

10. G.R ............................................... M 35 18 4 90 11,10 6.6,4 28 17 
11. R.K ............................ _ ........... __ .... M 24 8 4 90 19 10 21 34 
12. E,R ............................. _ ............ M 34 ' 7 4 50 ....... i4 ;iii .. • .. • .. i i ;if .... ··· ........ ·· 4ii·· .... ·•· .. 46· 
13. A.W ............................................... M 44 12 5 100 
14. F.D ........................................... M 23 8 4 60 14,14 6,9 28 27 
15. N. B ............................. _ ................. M 24 6 5 120 15,10 9.7,6 23 15 
16. L,L ...................... _ ................ _ ....... M 22 8 24 100 12,10 12,10 16 36 

9-22 5-25 ........ -...... _-_ .. Normal ........................................ _ ........................ _ ...................... _ ................. . 5-23 ..................... 2-4x 
control 

I Diurnal variation. 
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ity or the adrenal to respond to exogenous ACTH 
was established by the observed increases in 17 
KGS in all sUbjects. 

Plasma cOliisol levels were normal in all pa­
tients at 8-9 a.m. However, at 4 p.m. only 6/16 
showed a normal reduction in cortisol in relation to 
the 9 (t.m. value. Another 6/16 had an actual re­
versal or the expected diurnal va.riation. 

The clinical and narcotic history or the metha­
done maintenance patients undergoing r.v. insulin 

tolerance tests is listed in table 2. Theil' glucose 
and cortisol responses to insulin indicate that ade­
quate hypoglycemia produced a normal rise in 
cortisol in 9 /10. Tl)(~ heroin 'addicted patients, table 
B, also had normal resting plasma cOliisol concen­
trations, 7/9 responded to hypoo-Iycemia with 
normal increases in cortisol. (Pati:llts No.4 and 
No.7 did not appeal' to have been given an ade­
quate hypoglycemia stimulus ror rio-orous evalua­
tion of their HP A axis response.) b 

Table 2.-iNSULIN HYPOGLCEMIA IN METHADONE-TREATED NARCOTIC ADDICTS (GROUP II) 

P3tient Age Addiction, Number of Wt., Insulin, 
years bags/day lb. u/Kg. 

Methadone, 
months 

Glucose mg./lOO ml 

FBS 30 FBS/30 

Plasma 17 OH CS 
"g/100 ml Maximal 

Increase 

I. 1.A.--_________________________ 30 

~: ~t::::::::::::::::::::::::::: ~1 4. E.1.____________________________ 45 
5. L.M____________________________ 35 

~: a:::::::::::::::::::::::::::: ~~ 8. t.1. _________ .. ________________ 23 

1~: ~.&::::::::::::::::::::::::::: ~~ 

N=7 

N=4 

G 
3 

12 
25 
17 
7 
7 
8 

13 
8 

10 150 
6 140 
8 199 

30 145 
8 140 
8 161 
8 160 
5 142 
5 200 
5 1~0 

NORMALS (8 males, 21-58 years> __________________________________________ _ 

(percent) 60 120 

0.10 9 94 27 29 10 12 31 21 
.15 4 89 40 45 15 15 25 10 
.10 24 109 46 42 16 16 -1 
.15 2~1!l 84 43 51 18 5 34 16 
.15 89 31 34 

1. 2 ________ 
26 25 

.10 1 158 42 27 9 32 20 23 

.10 10 76 31 41 9 16 30 21 

.10 12 104 24 23 4 15 18 14 

.10 14 105 46 44 26 19 

.10 14 105 45 43 ---i5"-- 31 23 -------6--

.10 Mean _________________ _ 37.3 35 11.9 20 25.5 15.9 
Standard deviatlon _____ _ 

.15 Mean _________________ _ 
Standard devlatlon _____ _ 

9. G ________ ._ 6.8 10 7_ 3 7.9 

~~.1 __ -"_~~ ___ :==:====:=::=::::::::::: ::::::::: 
.1 Mean ___ .______ 91 39.2 42.6 14.3 23 24 14.4 

Standard 6.2 2. S 6.3 4.8 7.2 6.2 _________ _ 
deviation. Range ______ -"___________ ______ 34-49 __ ____ _____ _____________ 8.9-27. 6 

Table S.-INSULIN HYPOGLYCEMIA IN HEROIN ADDICTS 

Patient Age Addiction, 
years 

I: ~tK~!ii:i~ iiiiiiiji i~iij!~i~i:~i~ii~~;~!;;!~;:::;i; 
53 35 
35 15 
50 2 
23 10 
52 33 
31 14 
32 IS 
51 22 
41 22 

The sexun.l appetites, potency, and approxhnate 
time to accomplish ejaCUlation ror the group of 
~lOrmalm[tles are listed in table 4. Only one snb­
Ject stated that ·he had difficulty in sexual activi­
ties. Their plasma LH levels ranged rrom 7-17, 
with a mean of 11.5 mIu/m1. The 13 patients with 
heroin addiction were some·what olch~l' and from 
the chronic hard-core criminal,_addict population. 

mhey described more problems ·wit:h libido) po­
tency'and, most rrequently, a prolongation of time 
to accomplish an ejaCUlation. It is uncertain what 
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Number of Insulin, 
Glucose mg./100/ml Plasma 17 OIlCS 

Maximal 
bags/day u/Kg. FBS 30 60 30/FBS 0' 60 120 Increase 

(percent) 

6 0.10 110 42 89 38 20.2 18 29.1 8.9 
8 .15 84 27 59 32 2.7 22.5 II 19.8 
6 .15 114 45 64 39 30.2 45 19 15.0 

12 _15 ll§ 58 73 50 22 26.7 10 4.7 
11 .15 100 47 75 47 8.6 33.4 25 24.8 
20 .15 95 33 33 34 14 26 34.2 20_1 
6 .15 89 50 75 56 11 7.3 15.4 4.4 
5 .15 98 29 29 30 18.6 26 20 7.0 
3 .15 98 29 45 29 11 20 24.2 13.2 

reliance to place on the self-confessed histories of 
sexual difficulties in these patients ill view or ·the 
,yell-known ulll'eliability of heroin-addicted pa­
tients. It does seem reasonable to conclude that sex· 
ual disturbances are common in chronic heroin 
addiction; however, their plasma LH levels ranged 
from 8-19 mIu/ml with a mean that was similar 
to the normals. 

.. The patients in the u;bstinent program aJso de­
scribed notable difficulties in sexual performn.nce 
n.nd appetite during the time or heroin abuse. Only 

Table 4.-SEXUAL APPETITE AND FUNCTION IN NORMAL MALES, HEROIN ADDICTS, AND EX-ADDleTS ON 
ABSTINENCE PROGRAM 

Age 
Addiction, 

years 
Plasma 

LH 
(mlu/ml) 

Sexual function 

Ejaculation 
Libido Potency time 

(minutes) 

I. Normals: N=10 _________________________ • ___ .. _______________ • ___________ ________ ________ _______ 20-52 --- -______ ._ 
Mean ___ • ____________________________________________________________________ ... _ _ _ 26 - -- -_ ---- __ _ 4-25 • 7-17 N 10 9 

11.5 1 0 1 
Standard deviation _________ .. _____________________________ .. ___ .. ------------------- :I::~ --------- __ _ :1::3,5 0 0 0 

II. Heroin addlcfs: N '" 13 ____ • ____________ • ___________________________________________ • ____ ._____ __ _ __ _ __ _ 19-53 3-35 
Mean ________________________________________________________ • ____________ .. _______ 29 10.1 8-19 

12.4 
N 5 
1 8 

8 
5 

3 
7 
o Standard deviation _________ • ____________________________________ • ________ ._________ _ :1::14 :1::6.3 :1::3.3 0 a 0 

III. Abstinence group: N = 13 _________ • ________ • __________ .. _ • _______ .. __________ .,, _______ • _____________ •• __ _ 20-47 1-10 
Mean _____________ • _____________ • ____ • _________ • __________ • ___ .. ____ ._ __ __ _ ___ __ __ _ 31 3.5 
Standard devlatlon ____________________ .. _____________________________ • ____ ._________:1::8 :1::2.6 

7-22 N 13 
o o 
3 
8 
2 
I 
5 
7 

13 

13 
o 
o 
6 
4 
3 
6 
4 
3 

4-25 A. At present (> 1 year drug free) ____________ .. ____ ----- ________ -- ---. -----------.-- ---------------------- .. ---
11.9 01 

::1::1.3 B. During heroin use ______________________________________________________ .. ____ .. ___________________ .. ________ --------- N 
1 

3 
6 
2 
3 
7 
3 

13 
o 

C. When "high" on heroin __________________________ --- _____ ------ - ---- - -- ------- - ---- -- ---------- -- - ----- .. ---- .-- ------
o 
N 

h 
N 

5 
D. After 3 weeks of detoxification _____________________________________________________________________ ----------- -- -- .. ---

o 
o 

13 
o 
o 

N=Normal. 1 =Reduced. O=Absenl. 

7.7 per-cent claimed normal libido when high, and 
only 23.1 percent claimed nOl.'mallibido during the 
rest of the time. All 13 patients claimed their sex­
ual problems disappeared during detoxification, 
whether in hospitals, detention, jails, etc. These 
retrospective 'histories have the disadvantage or 
reliance on recall some months ufter the time in 
question. However, they have the advantages of , 

o 

being requested several months arter return to a 
new baseline or nOl'mallibic1o. Secondly, the rubsti­
nent program includes many group therapeutic 
sessions in which the patients' sexua] 'adjustments 
are e.xtensively discussed and, thererore, may make 
it easier ror the patient to recognize his present 
and/or past sexual problems. All patients had 
measureable I.JH in the normal range. 

Table 5.-SEXUAL FUNCTION AND PLASMA LH LEVELS IN METHADONE MAINTAINED MALE ADDICTS 

Methadone During heroin use 
Patient Age 

Months Dosage, Potency Libido Ejaculation LH lesto- Years Cost/day Libido Potency Ejaculation Detoxified 
mg./day time sterone time 

1 32 62 80 N N 7-12 14 400 8 $35 >30 Yes 
2 34 10 100 N N 7-20 20 431 8 25 >30 Yes 

12 100 1 N '" 17 593 
13 100 N' N 15 20 550 

3 30 24 100 N N 7-10 18 570 6 25 b j: N Yes 
4 41 36 50 N N 7-12 15 ----615--- 7 35 >30 Yes 
5 34 12 100 N N 7-12 17 24 30 >30 Yes 
6 24 36 110 N N 7-15 16 495 3 30 >15 1 
7 32 36 110 N N 5-10 8 ----905--- 7 25 t 

>30 1 
8 28 24 80 N N 7-10 15 10 20 >45 Yes 
9 39 48 100 N N 7-12 7 20 25 ? Yes 

10 32 48 120 N N >30 12 7 35 N >30 Yes 
11 28 15 100 J ~ '" 16 14 40 i IN 

'" No 
12 27 24 100 >30 8 13 20 20 ...... - .. -- .......... 
13 34 15 100 1 ? 14 --Coao--- 15 20 N N .. - .................... 
14 42 15 120 N N N 14 20 0 N N N -----Ye;----
15 37 48 100 N N N 14 4 30 NJ N N 
16 30 20 100 N N 11 10 12 40 1 65 Yes 
17 44 48 100 N N N 23 ----214--- 20 60 N 45 Yes 
18 52 48 110 N 1 30 17 17 0 N N N "'- .............. - ... 
19 25 36 lOa 1 N 15 28 5 50 N N N ----_._-_ .... 
20 34 15 100 N N N 12 30 40 N N N .- ........... _ .. _-

N=Normal. .j, =Reduced. 

The methadone-maintained patients (table 5) their sexual activities during their heroin years to 
were also from the hard core criminal-addicted have been abnormal; i.e., decreased libido, pro-
population. At the time or study, they had been ill longed time to ejaculate, and impotence. In con-
treatment with methadone of 50-120 mg./da.y for fil'mation of the data in the abstinent group, 
30.1 months with a range of 12-48. Many described 11/12 replied that their sexual problems disap-
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peared during detoxification, as listed in the last 
column of table 15. T)lei1' LH levels in all instances 
were measurable [md within the r~mge of norma,}, 
The presence Ol: absence of present or past sexuai 
problems ,,'as not accompanied by any detectable 
difference in LH levels. Furthermore, plasma tes­
tosterone measnrements in 10 patients were within 
the mnge of normal in nine. One patient had 
serial LH and testosterone determ.inations before, 
during, and after a tcal1Siellt bout of impotence, 
coming 011 after a sickle cen crisis. There were no 
differences observed in pither hormone level. 

DISCUSSION 

The data confh'm the cJinicitl impression of nor­
mal adrenal cortical function in the methadone­
treatecl heroin addict, since their resting plasma 
and minary steroids "'hich usually reflect adrenal 
glucocorticoid status were normal. 

III the methadone-treated addict, examination 
of the feedback mechanisms regulating HP A ae­
tivity by means of metyrapone sho"',ed no impai:'­
ment. The stress mechanisms goyermng HP A aXlS 
were normal in 8/9 subjects since appreci.able in­
creases in plasma 17-0H-corticostel'oids ron owed 
insulin hypoglycemia. Since there, is evidence that 
patients with occult HPJ\. deficiency who are dif­
ficult to detect by routine plasma or urinary studies 
can be identified by testing their steroid responses 
to insulin hypoglycpmia, these findings suggest 
tlU1li methadone-treated heroin addicts may not 
be potential hypopituitary subjects. 

The data obtained in the heroin addicts sup­
pOl't the conclusion that the stress mechanisms 
regulated in HPA activity are operative. 'fhere­
fore, these studies do not demonstrate in man a 
significant heroin or methadone propensity to 
block hypothalamic tunction 01' either the feed­
ba,ek 01: stress mechanisms regulating I-IPA ac­
tiyity. In confirmation of the clinical impression, 
these patients would not appear to be particularly 
susceptible to overt 01' occult pituitary-adrenal 
insufficiency. 

On the other hand, the studies of t.he diurnal 
yn,).'!lttion of plasma corticosteroids in the metha­
done-treltted addicts yielded different results. A 
normal or neal'-llormal vulne (i.e" reduction of 
the 4 p.m. value to 50 percent or less of the cor1'e­
spondiug 8-9 a.m. value ) was demonstrable in only 
6/16. It is recognized tllat these data consist of 
only two single points 011 a curve spaced some 
'7 to 8 hours apart rather than the full sedes of 
4-hourly determinations, and therefore they may 
not be all accurate, full description of the dhu'nn,l 
variation of HPA activity. Neyertheless, the find­
ing of six subjects with an actual reversal of the 

1,48 

normal pattern, with higher mlnes !lit 4: p.m. than 
at 8-9 IUD., snggests that It e1uwge in the circadian 
pel'iocl'icity was present in some of these subjects. 

The mechanism of t.his change was not estab­
lished. It is possibl~ that methadone 01' heroin 
may interfere with the normal nycthemeral peri­
odicity, leading to a flattening or reversal of the 
usual pattel'll, without modifying the feedback 01' 
stress mechanisms. 

Sexual problpms were commonly encolUltel'ed 
in heroiu-addicted patients which usually took the 
form of impotence, loss of libido, a,ud increased 
tiple. for ejaculatioll. It appeared that Ithese sexual 
problems 'were greatest 'when the addict was high 
and they tended to disappear during c1(';toxification. 

The patients in good standing in an abstinent 
program appeared to have [,egained full sexual 
function. In contrast, some patients on methadone 
had some sexual difficulties remaining. Most pa­
tien'ts experienced a return to normal 'after indnc­
tion onto met.hadone; 50 percent reverted withill 
the first mon:/:h and an additional 25 percent. 
within the first year; another 10 percent wi,thin 
18 months. Nevertheless, there arc 10 ,percent with 
continuing sexual problems, apparen'tly not pres­
ent c1m'jng heroin use. In addition, there were 
IUlother 10 percent who experienced transient dis­
turbance in sexual function during initiation of 
methadone treatment not present during heroin 
addiction. 

The l11,echanism of these sexual difficulties is not 
cleal'. The present data mwlude the possibility of 
failure or the pituitary gonadot.ropins. The hypo­
thalamic-pituitm'y system regulating resting LH 
levels in plasma appea,red normally operative 
whether or not the patients had past or present 
sexua,l problems. Since their physical examina­
tions were normal, and their testosterone levels 
were genera1ly norma:l, it is unlikely that androgen 
secretion had been signifieantly altered by heroin 
addiction and/or methadone substitution. 

A possible contributing mechanism of the de­
pressed sexual appetites and expression in some 
pat.ients 'with heroin addiction may relate to the 
sedative action of heroin. Mnny pat.ients described 
loss of sexual functions when high, 011'1y to im­
prove on regaining buselinemental status. Further­
more, it is possible that the l'etUl1l town.rds normal 
of methadone-treated pat.'ients may be a,ttributable 
to the gradual de,Telopment Ot t.olerance to the 
sedative effects of the metlladone. During the 
periods of 'withdrn:wal from heroin, many pn,ti~nts 
described fnB sexnal appetites but sexual activities 
were defened ullt.illleroin WitS obtain and ,admin­
istered. The heroin hunger soomed to take prece­
dence over the sexual appetite. 

How(wer, it is recognized that human sexual 
experience is multifn,ctOl·ia.l and Hmch more exten­
sive understanding of the lmNedoscopc of human 
sexuality will be l'equired before the sexual prob­
huns in heroin addiction can be uIll'aYeled. 

CONCLUSIONS' 

1. Adrenal cortical function appears normal in 
hel'O'in-acldic~ecl and methadone-treated patients. 

2. Hypothnlnmic-pitLlitary function regulating 
ACl'H-adrena:llwti vity was normal in methaclone­
treated patients, except for It possible impail1nent 
or circadian periodicity. 

3. Sexual disturbances are conmlon in hel'oin­
addicted patients. They ttre greatly reduced in 
methadone-maintenance treatment 'and a,ppear to 
be lost at. various rates. Abstinence programs and 

\ '. 

detoxification appear to be assochttecl with tt "ery 
rapid rate of return of full sexual function. 

-1. Mensnrement of LII le,"els in plasma of 
heroin aclcliets, n1.et,hadone-mltinhl.inecl patient.s, 
ILnd pat,jents ill abstinellee 'were witll'in the norma.1 
muge. A few mC'nsuremellts of plnsl1l!t testostm'one 
in methn,done-maintained padents were within the 
range of norma:]. It is unlikely that hal'oin or 
meth!tdone significantly affect, LH or testosterone. 
The meehanis11l by whi('h these sexual disturbances 
appeal' is not understood. 
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