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INTRODUCTION; FINDINGS AND RECOMMENDATIONS

The Temporary State Commission to Evaluate the Drug
Laws has, in its five year history, addressed the problem of
treatment on three prior occasions. In 1972, the Commission
advocated a comprehensive system of regulating the manufacture,
distribution, and therapeutic application of controlled substances,
which would protect against the diversion of mood-altering drugs,
but which could also encourage the expansion of treatment and

research (Controlled Substances, Legislative Document No. 10,

1972). The Commission then carefully balanced the risks and the
opportunities entailed in the employment of genuinely rehabilitated
addicts, and found that a verifiably good rehabilitation or

work record coupled with the capability to perform a specific

task were sufficient to reduce the risk of employing reformed
addicts to essentially that of employing persons with no history

df addiction (Employing the Rehabilitated Addict, Legislative

Document No. 10, 1973). Also, in 1973, the Commission carefully
evaluated reasons for the success of other countries in dealing
with their own drug problems and found that the underlying
principle of successful rehabilitation always included attempts,
with proper safeguards, to reintegrate the addict with

society (How People Overseas Deal with Drugs, Legislative

Document No. 11, 1973).
One of the most striking observations made by the
Commission, while abroad, was that whatever success the Japanese,

the British, the Dutch, or others could cite with regard to
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preventing drug abuse, the most significant common denominator

was often positive action to promote the individual health and

development of each child. Thié observation became the thesis.
of our study of American drug abuse prevention techniques,

particularly those being attempted in New York State (Drug -

Abuse Prevention, Legislative Document No. 11, 1974). While
analyzing the question of prevention, we discuscsed the role of
treatment as a tertiary form of prevention, that is, after the
fact of drug abuse. It became clear to us that the treatment of
drug and alcohol abuse in New Yérk State was so complicated by
philosophical and practical questions that further analysis would
be justified, under our mandate "to provide the executive
department and the legislature with comprehensive information

on the social, fiscal and health problems associated with
narcotics addiction, and drug abuse..."*

This report is the result of a series of visits, both
announced and unannounced, to treatment and research facilities
throughout the State. It 1s the result of several meetings
with treatment, research and law enforcement personnel.

It is the result of tireless efforts by the Commission staff to
read through hundreds of books, papers and monographs on the
subjects discussed in this report. It is the result of a
variety of questionnaires answered by more than four hundred
programs throughout the State. It is also the result of six

public hearings held: 1in New York City on September 4, 1974;

*Chapter 474, Laws of 1970.

in Mineola,‘Long Islaﬂa on September‘Sth; in Buffalo on Septem-
ber 24th; in Syracu;e on September 25th; and in Poughkeepsie on
October 2nd. A joint hearing on drunk driving was held by this
Commission with the Joint Select Committee on Transportation

and the Senate Standing Committee on Transportation in Mineola,

. New York, on October 17, 1974.

Although this report is sharply critical of many
aspects of drug and alcohol abuse treatment in New York State,
we believe that two prefatory qualifications are vital to an
understanaing of‘the treatment problem in its true perspective.
First, no other State has even begun to approach the comprehenw
sivéness and true diversity of the treatment programs in New York.¥
Except in the area of alcohol abuse, the faults we find are
those of unsuccessful planning; they are not mistakes resulting
from not caring. Second, while we tend to.support the methadone
maintenance approach, among other modalities of treatment for
heroin addiction, we are also mindful of the drawbacks of
methadone, and we fully encourage efforts to develop long-
acting narcotic antagonist compounds which could both ease the
termination of narcotic drug abuse and, at the same time, dis-

courage further drug-seeking behavior among addicts.

RECOMMENDATIONS

Methadone

1. In light of the controversy over methadone death
statistics in New York City, the Commission recommends an ex-

pansion of the authority of the State Health Department to

i , indi i from other states, including
* this report goes to press, indications ' 1clu
Cai?ggigiaéspoiit topg possible recrudescence.of the heroin px:oblem;is gg;;eaé a
&a&lq;mn&:thatnmst}xawabjmd<xmeﬁﬂly,‘ﬂxh.nﬁ$egttn the nee
York State.
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investigate and monitor the operation of the New York City

Medical Examiner's Office, particularly with regard to its
development of statistical data. Such authority should also
extend to other Medical Examiners' Offices throughout the State.

2. There is a need to promote employment among
rehabilitating addicts in methadone maintenance programs. The
Commission endorses the requirement of the Drug Abuse Control
Commission that one vocational counselor be retained for each
one hundred fifty patients. We invite the attention of. providers
of treatment to the excellent work, being carried on in this field
by the counselors and job placement workers at the Nassau
County Drug and Alcohol Addiction Commission. We believe serious
consideration should also be given to the study of such programs as that at
Long Beach Memorial Hospital, with a view toward utilizing openings in hos-
pitals, themselves, as structured vocational training slots.

. 3. We find that the use of public funds to provide
free methadone treatment to working patients who can afford to
repay some of the cost of that treatment is counterproductive.

(a) We call upon the Comptroller of the State to
audit state outlays of funds, including Medicaid reimbursements,
for patients capable of assuming a portion of the cost of their
own care.

(b) Without engaging in aggressive collection
procedures, non-profit drug treatment programs should permit
their working patients to contribute a flat-rate weekly fee,
such as three dollars per fifty dollars of take-home pay. In
this way, the-State could reduce the annual cost of methadone

maintenance by upwards of five million dollars.¥

*An estimated sixteen thousand patients are now able to pay
upwards of six dollars per week on this basis.

S U - A

4. Methadone programs shpuld provide greater recrea-
tional outlets for patients, to discourage indecorous confron-

tations with neighbors of such programs. Community leaders -should

work along with methadone programs to overcome problems of ob-
jectionable conduct by patients. Each facility should maintain an ob-
servation of its clients in the neighborhood.

5. To enhance the employability of rehabilitating addicts, the
present federal requirement that persons in treatment for longeq than two years
must report to a clinic at least twice a week should be changed to at least
once a week after one year.

6. The Drug Abuse Commission should consider a more specific
regulation that methadone clinics open early in the morning or during the
evening to permit working patients to pick up their medication without calling
attention on the job to their need to & so.

7. Cbmplaints about the rigidity of the current
mechanism for granting exceptions to D.A.C.C. methadone regulations have
led us to recommend the establishment of an advisory committee,
comprised of providers of treatment, as well as D.A.C.C. officials,
to advise as to measures to expedite decisions in this regard.

8. The State Health Department should suspend all
Medicaid payments to methadone clinics, beginning with profit-
making clinics, which are unable to provide actual, meaningful
back-up medical and psychiatric care.

9. The Drug Abuse Control Commission should inquire
of treatment programs throughout the state as to the feasibility of
providing formal psychiatric, psychological and social work
evaluations and treatment of clients requesting such services,

elther through meaningful liaisons with community providers of

T —
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such services, or through the incorporation of such services

into treatment programs, themselves.

Abstinence Programs

‘While D.A.C.C. has assumed that the standards we recom-

mend are or should be cperational, we believe that the following

specific written regulations relating to D.A.C.C. funded facilities

would be more productive than the general workscopes now utilized:

l. Smaller programsjshould be required to concretize
their services in as explicit a fashion as possible, and, conse-
quently, their admissions criteria, as well.

2. Larger programs, particularly those which admit

persons not abusing drugs or persons only minimélly involved with

drugs, should be requi:ed'to offer a full range of services, as

described herein.

3. All programs should be required to demonstrate
the immediate accessibility of medical and psychiatric evalua-
tion back~up services.

4. Periodic urinalysis and reporting of results of
urinalysis to D.A.C.C. should be required of all patients who
maintain significant contacts with drug-free programs. Since
certain tranquilizers and glcohol may not be detectable in urine
samples, programs should be required to demonstrate their capacity
to identify individuals abusing such substances.

5. Professional and paraprofessional staff integration

should be explicitly detailed, and heightened emphasis placed upon

professional capacity to facilitate patient reentry into the

general population.

Beyond these recommendations for additions to D.A.C.C.
regulations, we further recommend the inclusion of outreach and

recreational components, such as dayrooms, in all drug programs.

Alcohol
A. Research:

1. At the present time the State spends approximately
six million dollars each year directly on various modalities of treatment
for persons whe have alcohol-related problems. The State also
appropriates over one hundred million dollars per year for
drug treatment programs, for an actual and a potential client
population perhaps one third as large as the State's problem
drinking population. As the focus shifts to providing more
services to persons with alcohol and polydrug-alcohol problems,
it would be sound social policy to begin a study of each of the

present treatment modalities, with an evaluation of success with

‘ patients within each type of program, as well as a comparison

of the success of différent types of programs. In that way,
repetitions of the mistakes made in the hurried establishment
and funding of drug programs may be avoided.

2. Continued pressure should be brought to bear upon
funding sources to combine research with treatment, for the pur-
pose of establishing pilot treatment programs on a purely research
basis, so that results may be evaluated concurrently with the de-
livery of treatment services. Viewed in this perspective, new
forms of treatment would become aspects of research.

3. Epidemiological studies are useful in determining
the scope of the problem. Cooperation between the State Health
Department and the Alcohol Research Institute might serve to

stretch precious resources while accomplishing this purpose.

- -
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4. When speaking of the subjects of alcohol and education,
many people refer to the idea that educational efforts regarding
"values clarification," "decisionmaking," and warnings against
alcohol abuse may deter each abuse. Efforts in the past that
have failed often prompt the search for a new jargon and
catchier slogans, and declarations that future efforts will
avoid previous mistakes. A full analysis of these ideas appears

in our report on Drug Abuse Prevention (cited above). Aside

from informing people about the mature of human dysfunctions and
calling their attention on an individual basis to their own
problems in this regard coupled with giving them opportunities
to receive help, there is little that education can achieve in
the sense of deterring substance abuse solely through verbal
manipulative techniques.

However, education in the sense of teaching professionals
 how to deal with problems of alcohol abuse among their patients
and their clients has been a much neglected area of concern.
According to the Department of Mental Hygiene, there are seven
subdivisions of students whose ultimate clients and patients
would benefit from educational efforts at this level. These
subdivisions of students are those involved in professional
degree education, such as medicine, psychology, nursing, social
work and law; those involved in post professional degree education;
undergraduates seeking degrees in health care or human services;
candidates for in-service educatioh within existing agencies;
participants in continuing education for professionals; those

likely to attend periodic workshops; and alcoholism counselors.

We recommend that the Alcoholism Research Institute
prepare courses of study for these categories of students,
particularly family bhysicians, whose lack of familiarity with
alcohol-related problems has been well documented.*

5. The excellent work of Alcoholics Anonymous is
well known. For some of the persons who cannot respond to
traditional psychiatric intervention and casework, A.A. represents
not only a last hope, but a real hope. According to A.A. nearly half of the
people who remain merbers never drink again. Virtually every worthwhile
treatment program today offers easy access to A.A. We believe
that a prime research effort should be made to understand
conceptually how A.A. achieves its results, and to what extent
the concept might be broadened, without inviting the errors of
the therapeutic communities.

Other studies of the Institute should, of course, pro-
ceed. And in order to meet the suggested order of priorities,
additional funding may be needed. Our recommendation in this
regard is that moneys saved in the drug abuse field should be
reallocated-to‘alcohol research. Beyond those savings, however,
additional funds may ultimately be needed for further alcohol~-
related research and treatment. In recommending that such increases
be preceded by meaningful evaluations, we are also mindful of the
fact that revenues from the sale of alcoholic beverages in
New York State exceed three hundred fifty million dollars,

annually. The damage to the State of alcohol-related problems

*planning Guidelines, New York State Department of
Mental Hygiene, 1973-1974, pp. 69-73.
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is estimated to be over one billion dollars. Yet the State
spends only seven million dollars for treatment and research.
We do not urge spending for its own sake. However, we also do
not oppose justifiable increases in expenditures for evalua-

tions and for programs that work.

B. Treatment:

Alcohol-related problems occur with varying degrees
of severity and at differing points in time among a variety
of individuals. It is necessary that treatment services be
provided in a comprehensive and systematic way, with built-in
mechanisms to assure accessibility to the services, continuity
of care, and availability of treatment for as long as individuals
require it. Programs should not be developed which are piecemeal
in character, possibly leading to “revolving door"™ utilization

without significant impact on the individuals involved.

Children and Parents

This Commission finds that.in the absence of a real
effort to shore up families, funds spent on treatment of child
drug abusers are often wasted. .

Therefore, this Commission recommends:

1. Funding for research and pilot programs exploring
the use éf family counseling, including family therapy. Guide-
lines should encourage the inclusion of family counseling services
in drug programs, or in a nearby community facility working co-

operatively with the drug program.

SRR ES: 1
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2. A training program in family counseling and family
therapy skills for both professionals and paraprofessionals in
the drug abuse field.

3. The encouragement of family therapy and family
counseling in present neighborhood based facilities, public
and private, such as community mental health centers, other
Health Maintenance Organizations, community centers, churches.

guch services can be publicized through P.T.A.'s neighborhood

associations, and narcotic guidance councils.

4. TFamilies should be kept together. We recommend:

a. That placement should be viewed as a last resort.
Placement should be viewed as a temporary condition, with the
expectation acknowledged that eventually the child will return
to his family and the family should be prepared to cope with him
constructively.

b. The provision of concrete services to strengthen
the families of children in trouble, those using drugs and those
expressing their troubles in other ways.

c. Imaginative and creative planning by social
service professionals, to use the assets available to a child,
such as relatives and neighbors who care about him.

d. Neighborhood based service centers of various
kinds do exist. Their work should be cooxrdinated, so that

cooperatively in the aggregate they offer a comprehensive range

of services.

L P
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e. Coordinating programs which service the senior citi-
zens with those which service families.
citizens is their sense of valuelessness and loss of self esteem
when they retire or when their children are all grown. Children
and young parents in the inner city suffer from thé absence of
grandparents, aunts and uncles. If the two groups can come
together, both gain.

5. When Placement is necessary:

a. There should be fle;ibility in the use of resources,
including placement resources, so that each child's plan is
tailored to his needs, not the agency's.

b. When placement of more than one child in a family
is necessary, the siblings should be placed together.

6. Acceptance of responsibility for a child by one
agency, and when possible one social worker, on a -continuing long
term basis, no matter where that child is living, until he or
she has been lauched on a life-program which is satisfying to
him and to society. The model for this assumptipn of continuing
responsibility exists in jurisprudence.

’

continuing responsibility for a case, and that case will then

A Judge can assume

return to that Judge for review and supervision at any time in

the future. It is high time that the social work profession

recognized how essential it is to the well-being of a child that
there be one helping adult to whom he can turn whatever vicissi-

tudes of life assail him.

-

preventing the assumption of such responsibility for each child.

There is nothing in law or guidelines

In point of fact, in many cases, as in the one cited herein,

A major problem with senior
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prime responsibility for the family does rest with one agency,
the Department of Social Services, from the child's birth to

maturity. That Department even in some cases has statutory
responsibility to supervise the services offered that child
by other agencies, because it must approve reimbursement to
such agencies. What is missing is the personal responsibility

of a single worker supervising, in substance, not form -- a

worker who knows the child. v

The Drug Abuse Control Commission

l. D.A.C.C. has been reexamining its role as a
primary provider of treatment. We adopt as a recommendation
the view implicit in the January, 1974 report of the Legislative
Commission on Expenditure Review that while continuing to fund
other treatment programs, D.A.C.C. should continue to reexamine
the scope of its role as a primary provider of treatment.

2. We recommen@ the development of a Drug Research
Institute to bring together the work of existing New York State
drug research undertakings and to develop them into a comprehensive
institute, similar to the Alcohol Research Institute, with which
its work should be closely coordinated. We further recommend
that the Drug Research Institute begin evaluations of all drug
programs throughout the state, public and private.

3. We recommend that the State Comptroller perform
an audit of the operations of D.A.C.C. and D.A.C.C. funded
agencies and facilities.

4. Pending the creation of an agency to deal with all

addictions, we recommend that the Department of Mental Hygiene

Division of Alcoholism be given expanded authority to treat

A e B A
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polydrug abusers with alcohol problems.* We believe that D.A.C.C.
and the Department of Mental Hygiene Division of Alcoholism should
be required to promulgate regulations governing treatment in drug
programs of polydrug abusers with alcohol-related problems. For
doubtful caseé, there should be a joint local referral committee
to decide which agency will take responsibility.' %

Drunk Driving '
Pending the completion of a report to the Legislature

by the Department of Motor Vehicles on their estimate of the
effectiveness of drunk driving ;rograms in this State, this
Commission's recommendations‘based upon the overview presented
here, should be, and are, made in principle:

1. The mandatory diversion of drinking drivers to
educational programs, such as the one in Dade County, Florida,
would appear to- serve two purposes:

a. The casual drinker who is convicted of drunk
driving may learn the full nature and the consequences of his
conduct and how to avoid such conduct in the future; and

b. The problem drinker or alcoholic may be able to
come to understand that drunk driving represents only one of
several dysfunctions related to the use of alcohol. Recognizing ;
other dysfunctions may be the first step towards developing
motivation for treatment.

In this latter context, no countermeasures program could

possibly be effective without the incorporation of trained

personnel in the helping professions, and also representatives

-

*Prompt medical evaluation and treatment are particularly essential
in dealing with drug abusers who also use alcohol.
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of Alcoholics Anonymous, both to help the individual recognize
his problems, as well as to help him secure treatment.

2. Because we are also recommending evaluation of
the effectiveness of current treatment apprcaches to alcoholism,
we believe that it would be premature to impose mandatory
treatment requirements for convicted drunk drivers, at this time.
However, the voluntary participation of person in a treatment
program for a period of time, and evidence of the alleviation
of other alcohol-related problems, might be useful considerations
in the determination to restore his license.

3. The reluctance of juries to convict persons charged
with drunk driving offenses may be attributable to three causes:

a. Juries identify with defendants, because jurors
themselves, tend to drive after drinking. If this is the case,
nothing short of a total ban upon the operation of a motor
vehicle soon after drinking, regardless‘of how little or how much,
could possibly be effective as a penal sanction.

b. Jurors do not feel that drunk driving is serious.
This seems unlikely.

c. Jurors may have intuited that drunk driVing is a
medical problem and that the penalty structure is irrelevant
to its meaningful solution.
It seems to us that the most likely reading of the difficulty
prosecutors report in achieving convictions for drunk driving is
this third possibility, that juries believe the problem is not

one of appropriate criminal sanctions, but rather, a problem

R B
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based upon the motivation for and the availability of treat-
ment. Seen in this light, we recommend that further study be
given to the following procedure to be used in New York State:

First, empower the police to administer'a roadside
or a station house chemical test. If the driver fails the test,
allow the police to suspend his 1icénse, and give him the op-
tion of a criminal proceeding, under the penalty statutes, to
clear himself, or a civil proceediﬁg to regain his license.

Second, if the fact of drunk driving is established
either way, mandate participation in a countermeasures pro-
gram for purposes of establishing the eligibility of such an
individual to regain his license.

Third, mate specific offers of meaningful evaluation
and treatment to apparently debilitated or troubled drinking drivers,
with a view towards dealing with the underlying causes of their
unwanted behavior, and thus, perhaps, reduce the overall problem

'by the successful outcome of treatment in a significant number

of individual cases.

In the event that the Legislature should conclude
that a reduction in penalties would lead to a greater number of
convictions in’drunk driving cases, we would also suggest, as a
condition thereof, the enactment of mandatory participation in
a countermeasures program, such as the one described in our

previous repoxrt, Drug Abuse Prevention (cited above).

-
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CHAPTER I
RESOLVING THE

METHADONE CONTROVERSY

Methadone is a synthetic opiate, technically an opioid.

The opiates have a long history as analgesics. The use of opium
and, later, morphine to prevent medical complicationg and death
as a result of intense pain is well known. Morphine was first
introduced into widespread medical use during the American Civil War.
The addictive properties of the opiates became a social problem
during the Industrial Revolution, when narcotic addicts could be found
among injured war veterans, women who had been given excessive doses
of morphine during childbirth, and among certain alcoholics, for
whom alcohol was apparently not enough. Around the turn of the
cehtury, a German pharmaceutical firm (Bayer) marketed what was
at first thought to be a éafe, non-addictive analgesic called
heroin. Heroin is an opiate, a further refinement of morphine.
It was sold over the counter as a cough remedy, and was also used
as a analgesic, until its addictive properties became widely known.
During the 1920's, it is said one of the reasons abuse of the stim-
ulant cocaine became fashionable, was the disreputable status of opiate
addiction, which even then, claimed as many as two hundred thou-
sand victims. Despite the enactment and enforcement of strict
laws against the unlawful possession and sale of narcotics and
despite the total medical proscription of heroin, the addict

population remained relatively stable until World 'War IX.
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Since all heroin is manufactured outside the United

States, the War interrupted its illicit importation. Unfortunate-

ly, the basic éocial conditions which created a mérket for heroin
did not improve, and to a great extent, alcoholism was seen in-
creasingly in addition to heroin and cocaine use throughout poorer
sections of the country. After the Second World War, illicit
narcotics traffic resumed, again‘striking at poor people. The
consumption of alcohol increased, as well. In addition, abuse of
amphetamines and barbiturates were more frequently seen.

Between 1921 and 1967 nc treatment was generally available in

New York State for heroin addiction, and very little was avail-
able for alcoholism. Both types of illness were on the rise,
however, and inflation coupled with wider medical demands for the
legitimate production of opium, which has always been susceptible
to diversion for the manufacture of illicit morphine and heroin,
began to give an even more sinister cast to the heroin problem

in America: Few people could afford the increasing doses of
heroin needed to maintain the desired euphoria, without engaging
in crime to secure the necessary funds to pay for the drug.

‘The fact that Americans, in particular, seem to equate
euphoria with happiness is a phenomenon probably associated with
the combination of a sophisticated technology that promises manu-
factured happiness, in the sense of unremitting elation, and the
frustration of postponing one's share in that manufactured hap-

piness, or in the sense of loss of an elation that could never

have been sustained, when the manufactured happiness is recognized
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by the more affluent for the instant trash it usually turns out to
be. A cdonsumer societyA with its eye on unremitting elation, was
tempted to spend billions of dollars on health care, mental health,
housing, education, crime and addiction, and did so, without once
adverting torthat time-honored maxim of receiving a dollar's worth
of vaiue for each dollar speﬁﬁ. Perhaps the widening availability
of a variety of substances, including mood-altering dt¥ugs, al-
lowed us to make the logical leap from the problem observed to
the problem solved, without timely inquiry into the effectiveness
of our programs, let alone their cost-effectiveness, and without
proper caution with regard to the acceptance of mood-altering
drugs, such as the minor trangquilers, as substitutes for personal
problem solving. When the abuse of heroin and other drugs usually
anathematized along with it became current among middle-class
yoﬁng people, and when addiction-related crime began to spread,
there was a sharp demand fbr a treatment response by government.
The irony in the United States was that general medical care
became available first to drug addicts, a fact to be remembered
when considering sources of hostility which later developed to-
wards drug treatment programs. .
During World War II, the Germans were cut off from
their supplies of opium. In 1942, German scientists were able
to synthesize a narcotic similar to morphine, without recourse

to opium or its derivatives. The drug was methadone. More than twenty




yeors later, Drs. Vincent Dole and Marie Nyswander of Rockefeller
University developed the idea that methadone was somehow different
frem other narcotics. It was well known that cross-tolerances
could be demonstrated among narcoéic drugs. Howevef, the desire
for increasing dosages, whether psychological or physiological,
could not be deterred by the substitution of one narcotic for
ancther. Dole and Nyswander postulated that methadone, with its
different origin, might satisfy a éraving for other narcotic drugs

even when a level of tolerance was reached. The basic Dole-

Nyswander approach was:

1. Detoxify the addict from heroin, using methadone.

2. Gradually increase the oral dcsage of methadone to
between 80 and 120 milligrams per day.

3. At a stable dosage of 100 milligrams of methadone
a day:

(a) The heroin addict would not go through painful with-
‘drawal;

(b) The addict would soon lose all sense of euphoria and
‘side-effects from the methadone, enabling him to function normally;

(c) The addict would no longer crave narcotics, and ad-
ditional self~administered narcotics would have no effect:;

(d) The addict's health would no longer be threatened
by adulterated drugs, dirty needles, collapsed veins and other
problems associated with heroin use; and

(e) The addict would be available for counseling, therapy,

and rehabilitation, to guide him away from criminal activities and

bttt st

.Theories of addiction began to proliferate.
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toward socially constructive endeavors. Rehabilitation would
also serve as a deterrent to the substitution by the addict of
non-narcotic drugs to waste away while achieving "a high".

The theory was extremely attractive, because of the
continual failure of other forms of treatment. The most notable
series of failures occured subsequent to the release of heroin
addicts from the penitentiary. As a consequence of having been
denied narcotics while in prison, addicté emerged apparently no
longer physically addicted to heroin. However, the craving for
the drug tended to overwhelm so many of them, of such varied back-
grounds and of so many differing potentialities for rehabilitation,
that the reality of this aspect of addiction had to be recognized.
Some viewed addiction
as a problem of weak character. Some thought addiction was a pro-
duct of mental illness. Some surveyed inadequate social condi-
tions and indicated they thought there was just so much people
could take. Some spoke qf subtle biochemical changes induced by
drugs. All observers were fascinated by, if apprehensive about, the
backfire concept of using an addictive drug to arrest the undesir-
able aspects of an ongoing problem of addiction.

The backfire concept in medicine is not new. It was redis-
covered by Dr. Edward Jenner, who guessed that a mild inoculation
of cowpox could prevent smallpox. The germ theory of disease,
which explained this discovery, was developed by Pasteur, who was
born the year before Jenner died. The most modern adaptation of

the backfire concept of medicine is the use. of methotrexate® in

*See Statement of Dr. Jderome Jaffe, then Director of S.A.0.D.A.P.,
November, 1971.
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certain forms of cancer. A lethal dose of this highly dangerous

drug is administered to a cancer victim. Thereafter, an antidote
is administered. .The cancer is somehow liquidated, and often
the patient survives. There is no accepted explanation for this
discovery at this time.

To the layman, the introduction of a disease to prevent
a disease, or the induction of a lethal process to arrest a lethal
process, may have the ring of charldtanism about it. On the other
hand, an idea which would sound facetious in a drawing room, may
open new vistas of knowledge when developed by careful and re-
spected researchers. Progress in science is not the product of
ideas which may occur at random to anyone, but of the occurrence
of a particular idea significantly Qithin a carefully planned
research framework.

Nevertheless, when scientific discoveries are offered
as instruments of social policy, great care must be taken to com~
pare the social conditions sought to be remedied with the original
experiments which led to the discoveries. The apprehensions sur-
rounding an application of methadone mainﬁenance as a common form
of treatment for narcotic addiction could not be and were not dis-~
missed lightly. At Rockefeller University, Dole and Nyswander
found that the five attributes of methadone maintenance that had
been postulated could be demonstrated. The Food and Drug Admin-
istration authorized the use of methadone to maintain addicts on

an experimental “basis in several selected cities, including New

York City, New Haven, Philadelphia, Washington, D.C., and Chicago.
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Opposition to this modality focused upon the following
concerns: |

1. If methadone has the same subjective significance
to the addict that heroin has, then society is yielding to the
immoral desires of the addict.

2. Methadone may have incapacitating effects, similar
to those of heroin. Consequently, its use may eliminate crime,
but not increase the capacity of the individual to function pro-
ductively. It may also cause the individual, who could require
methadone for the rest of his life, to become dependent, in a
physical sense, on the government or on private sources bent upon
exploitation.

3. To the extent that drug addiction is symptomatic of
psychogenic or internalized socio-economic factors, methadone may
block efforts to engage the patient in therapy or meaningful re-
socialization.

4. Methadone may be diverted for profit and create a
danger of overdose and primary methadone addiction.

Between 1969 and 1971 over 50,000 heroin addicts were
placed on methadone maintenance. The Special Action Office for
Drug Abuse Prevention gathered together all of the statistical
data then available from the Food and Drug Administration, law
enforcement agencigs, and scientists. The evidence was mounting
that persons maintained on methadone were likely to decrease their

criminal conduct at the same time they were becoming rehabilitated

in terms of social and vocational adjustments. Late in 1971, the




Special Action Office announced its recommendation that methadone
maintenance no longer be considered an experimental treatment
modality.

Because of what was believed to be the epidemic nature of
heroin addiction, and the inability of public facilites, such as
Beth Israel Hospital in New York City, to satisfy the need reflected
by enormous waiting lists of addicts seeking treatment, the federal
government had licensed a number of private practitioners, during
the 1960's, to maintain patients on methadone. For the most part,
such practitioners were ethical and performed a needed function.

But several were nothing more than wholesale drug dealers, and their
indifference to considerations other than profit left an unpleasant
taste for private clinics with the public and also set the stage

for the promulgation of extremely restrictive regulations, first

at the federal level and, later, at state and local levels.

(Digests of regulations are appended to this report.)

The decision of the federal government to approve the
use of methadone maintenance as a treatment modality was based
upon satisfaction that objections to such treatment could be over-
come. To those who arqgued that the use of methadone was a sign
of yielding to immorality, the federal government responded with
requirements for frequent urinalysis and a requirement that no
person be admitted to a program unless a dependence on narcotic
drugs for at least two years could be demonstrated. The theory
was that within “that two-year period, the addict shouldkhave

exhausted other avenues of assistance. Moreover, addiction for
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less than two years was considered as insufficient reason for
transfering a patient onto methadone, from which detoxification
takes somewhat longer than from heroin.

The objections that methadone might incapacitate an
individual in terms of work or education, and might make him
incapable of exercising his rights against treatment programs,
were overcome by studies demonstrating the alertness, the excel-
lent work records, the good coordination and the swift, appro-
priate reactions of persons maintained on high doses of methadone

(Employing the Rehabilitated Addict, Commission Report, Legisla-

tive Document No. 10, 1973). Moreover, the regulations were drafted
to ensure the availability of medical, counseling and vocational
services to the addict. A later regulation called for an explana-
tion of the reasons for maintaining a patient on methadone longer
thanAtwo years.

Another concern of those who objected to methadone.main-
tenance was that of diversion. The regulations required that take-
home privileges be extremely limited, and that in no event should
any person be permitted fewer than two visits to a clinic each week,
regardless of his length of time in a program.

With regard to the issue of whether methadone masks
psychogenic or internalized socio-economic drug abuse etiologies,
the debate continues. However, those who supported the increased
availability of methadone pointed out that while any social problem

can be reduced to the workings of the human mind, addiction may be

more of a sociological, rather than a psychological development.
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Seen in this light, the proof of an addicts "cure" is not an
abstract measure of his mental health, but his satisfactory

behavior over a period of time.

PRIVATE VERSUS PUBLIC

There are one hundred eighty-one methadone clinics in

New York State, serving upwards of ‘forty thousand patients. Of

these clinics, one hundred fifty-three are in New York City, twenty-

two of which are private, profit-making ventures. Other New York
City programs are operated by the City, itself, and by voluntary
agencies, such as Beth Israel Hospital. The clinics in New York
City serve a total of upwards of thirty-three thousand patients,
over eight thousand of whom are in private programs. «
Prior to the issuance of federal regulations removing
methadone from its experimental status and approving it for general
" use under strict guidelines, serious concernh had arisen regarding
a few unscrupulous practitioners who sold methadone for profit.
Although the worst offenders were closed down, in an effort to
which this Commission contributed, some observers came to view
the profit motive as inconsistent with the operation of a metha-
done clinic in the public interest and in the interests of its
own patients. Continued diversion of methadone, subseguent to
the promulgation of new federal regulations, was inferred by some

to originate with private programs, and, therefore, supported this

contention.
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In attempting to analyze this question, the Commission
staff has met with community leaders, government officials, and

providers of treatment. The staff has also visited methadone

treatment programs, both public and private, around the state,
and particularly in New York City. Some staff visits were an-
nounced, others were unannounced. Some observations were made
with the knowledge of the programs, others were made unobtrusively.
Reports have also been received, both directly and indi;ectly,

from the State Health Department, the Drug Abuse Control Commission

and the Drug Enforcement Administration. Our finding is that

- while there have been sporadic deviations from the regulations, we

know of no methadone program in operation at this writing, public
or private, which is engaged in a wholesale violation of federal
and state law to the extent of diverting large quantities of medi-
cation to numbers of buyers for a profit. We also believe it neces-
sary to question the basic Qremise of widespread methadone diver-
sion in New York City.

Although th& issue of methadone diversion has been
publicized in the media, to the point that most people tend to accept
it as fact, all roads along the diversion trail lead to statistics
published by the Acting Chief Medical Examiner in New York City
regarding so-called methadone related deaths. The controversy
over methadone death statistics is well known. On November 10,
1972, then Chief Medical Examiner, Dr. Milton Helpern, denied the

validity of statistics issued by his own office, and on July

21, 1974, Dr. Helpern, now retired, was quoted by The New York

Times as declaring those statistics the output of "an overzealous
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assistant in his office who was eager to discredit methadone".

Despite Dr. Helpern's candor, the controversy has not

ended. We believe that the reason for this is the absence of
published criteria for determining when a specific drug may be

validly reported as the cause of death. In August of 1974,

the Medical Examiner's Office issued new statistics. The New York

Times, which usually takes great piins to see that its headlines

are supported by the story content, bannered the message that metha-
done deaths in 1973 were double those of heroin deaths in the same
year. The story, however, raised some other interesting points,
both of fact and of omission:

¢ All narcotic deaths were down twenty-five percent.
Most officials believe the overall reduction is attributable to
the accessibility of treatment programs, particularly methadone
maintenance clinics, which treat over thirty-three thousand addicts,
as opposed to abstinence programs, which treat perhaps two-thirds
as many persons, relatively few of whom are now true narcotic ad-
dicts.

e The Medical Examiner did not state, nor did The Times
inquire into the specific circumstances of the one hundred eighty-
one deaths directly attributed to methadone.
testified during Commission hearings, three ounces of lead intro-
duced at high speed into the cerebral cortex of a methadone abuser
is as likely t9 result in death as the presence of methadone.

e The statistic of one hundred eighty-one deaths (even

if valid) out of an in-treatment population of thirty-three thousand

As witnesses frequently
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and an untreated population estimated by Dr. Vincent Dole to be
as high as seventy-thousand, reveals a problem to be further di-
minished, but hardly one so calamitous as to invite the attention
it received.

This continuing controversy in the New York City Medi-
cal Examiner's Office leads the Commission to recommend an
expansion of the authority of the New York State Department
of Health to investigate and monitor the development of statistics
by the Office, as well as those throughout the state.

Let us assume, however, that a certain amount of metha-
done is currently being diverted, whatever the actual statistics.*
The guestion remains as to why any methadone is being diverted and
whether private programs are more likely to be sources for such
inersion than public programs.

Compared to heroin, methadone is a long-acting drug.

Patients stabilized at one hundred milligrams per day do not usually

experience any significant effect fram heroin taken in tandem with the metha-

done. However, the amount of methadone needed to prevent withdrawal sym-—

toms can be reduced to considerably less. The methadone patient

who no longer craves heroin and is,’ therefore, not fearful of

a relapse, may be able to use only a portion of his methadone and

* Police arrest statistics tend to indicate only a willingness
of some persons in programs to sell small quantities of methadone
to undercover agents posing as addicts feigning withdrawal. They
do not indicate the actual number of non-police induced sales,

ngr do enforcement authorities perceive organized distribution
efforts. '
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sell the rest. The patient who desires simply to lower his
tolerance to methadone in order to achieve some sensation from
heroin, may sell~éome of his methadone to purchase heroin.

The purchase of heroin by methadone patients is not
unknown; but it is usually detected by the presence of morphine
or quinine in the urine. At a time when heroin of good quality is
rarely available in significant quﬁntities, methadone patients who
are experiencing difficulty in adjustment or resocialization tend

to turn to non-narcotic drugs, such as tranquilizers and alcohol.

" While some tranquilizers, such as barbiturates, are detectable by

routine analysis, others are not, and the program must rely on the ab-

sence of methadone in the urine and the demeanor of the patient to
detect the existence of a problem. The fact that a methadone pa-
tient may be using other drugs does not usually indicate that he

is selling his methadone. He may either be taking other drugs in

addition to the methadone, or he may simply be discarding the metha-

done.

The misbehavior of a methadone patient is, in most cases,
attributable to three causes. First, most methadone patients are
gainfully employed. The resocialization of methadone patients tends
to be far more rapid than that of narcotic addicts in other types
of programs. The absence of work, on the other hand, is a severe
impediment to rehabilitation, particularly for methadone patients.
For these patignts methadone is not the substitute "high" in place
of heroin addiction, since stabilized methadone patients seldom

feel euphoric on their medication; rather, work: achieving at a

A

j?b, becomes the substitute "high". Methadone patients at work are
industrioué; they frequently have good morale; and they usually
relish their new found feelings of importance.* Without work, the
temptation to return to old habits, or variations thereon, may
seem irresistible. The importance of constructive activity for
methadone patients requires emphagis, because this treatment mo-
dality, regardless of the number of counselors employgd, does not
by its very nature restructure character through confrontations
and live-in situations.

Oddly enough, it is often not the public methadone
programs which support a work ethic, but the private programs, and,
to a lesser extent, the voluntary programs. In depth interviews
with staff members of Drug Abuse Control Commission multimodality
programs and with New York Citvaethadone Maintenance Program
personnel revealed a sense of hopelessness, a hopelessness that is
communicated to their clients, regarding ultimate job placement for
as many as ten percent of the addicts now in treatment. ?beir
theory is stated both in psychological and in politicai terms.

Some addicts have only enough ego strength to stop using drugs. To
expect them to become constructively occupied is simply expecting
too much. Moreover, so the political end of the argument goes, if
a percentage of non-addicts have a right to do nothing and collect
welfare, wﬁy should all addicts be expected to work?

The Commission finds these arguments to be specious.

Every respected authority in the field of education, psychology

*We have appended to this report the results of a carefully con-

trolled employment project at Equitable which bears out these
statements.
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and human behavior shares the view that people normally have a
need to feel productive. Understanding the full range of educa-
tional and Vocatiqnal requirements of addicts, as well as each
addict's unique situation and potential, calls for the professional
expertise of experienced vocational rehabilitation counselors.
Understani’:ng the job market and how to place rehabilitated addicts,
how to develop employer trust, and how to help the rehabilitated ad-
dicts to adjust to a job situation jis thé role of tough-minded job
placement workers. Of course it 1s easier to hire a psychologist,
‘'who can invent reasons for doing nothing, than to hire vocational
experts who will keep the entire program on its mettle. Of course
it is easier to hire counselors who cannot distinguish between dead-
end training programs and programs leading to genuine opportunities,
because such counselors can always blame the addict for ultimate
rehabilitation failure, rather than blaming the shortcomings of
their own program. It has been said, "drug addicticn is a chronic re-
lapsing syndrome". This formulation can and has been used as a pretext for
- pessimism, inaction, and resistance to evaluation. Relapses
among working, recovered addicts are infrequent. Creating the
anticipation of relapse, for the employer or for the rehabilita-
ting addict, invites not only complacency and incompetence of
staff personnel, it invites the self-fulfiilment of a cynical
prophesy.*

Despite this sharp criticism, as we did in our report

entitled, Employing the Rehabilitated Addict, cited above, we

again wish to call attention to the excellent work being done by

¥ "A Perspective on Vocational Rehabilitation Planning" Erie County
Division of Addiction Servieces, July, 1974.
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the Nassau County Drug and Alcohol addiction Commission, which

continues to give the lie to the view that because an addict has
not worked out on one job or becauée he has failed to complete

one training program, he should be abandoned to welfare and medi-
cation for the rest of his life. We aiso applaud the innovative
approach of the Long Beach Memorial Hospital Drug Program. They
denominate their effort as an attempt to "resocialize"‘patients.

The emphasis tends to be one-on-one counseling, not with reference

to character restructure, but with reference to helping patients

"identify coping skills needed in social and work situations. One

of their techniques is the use of the hospital, itself, as a train-
ing ground for rehabilitating addicts.

A general hospital maintains a cross-section of employ-
ment opportunities. Instead of referring all individuals to train-
ing. programs at the North Shore Hospital, some of which are alleged
to set unrealistic goals, the Long Beach staff uses its hospital to
help patients adapt to a variety of working and learning situations.
A number of rehabilitating addicts participate in hospital functions,
both on a paid and on an unpaid basis. This approach is highly
regarded by the hospital's own administration. It also appears to
have promise with regard to polydrug abusers, who can be counseled
professionally while they work in a supervised and structured en-
vironment. This theme will, therefore, recur in the forthcoming
discussion on abstinence programs.

Turning to profit-making programs, the charge is heard

that because profit-making programs receive Medicaid reimbursement




for indigent patients in such programs.

for indigent'patients, the taxpayers contribute to such profits,
which inflate in inverse proportidén to the services allegedly
denied patients. Medicaid was designed, in part, to induce upper
income practitioners to attend indigent patients. There was never
any question that Medicaid should apply only to public and non-
profit services. The average payment by a working addict to a
private clinic is twenty dollars per week. The average reimburse-~
ment authorized per visit by Medic%id is six dollars, although

pending the outcome of current litigation, New York City approves

‘only four dollars per visit for profit-making programs. A volun-

tary agency, such as Beth Israel, which provides full back-up care
to a number of clinics, receives féimbursement at the rate of over
fourteen dollars per patient visit. The Health Services Adminis-
tration of New York City receives over seven and one-half dollars
per patient visit. 1In terms of dollars and cents, working addicts
in private programs:subsidize a portion of the total cost of care

' The regquirements of ser-
vices under federal and state regulations and the limitations on
the number of pétients to be treated at any one facility, reduces
the argument about inflated profits to its proper perspective.
Moreover, since as many as one-third of the patients in private
programs are on Medicaid, great emphasis is placed upon rehabilita-
tion via employment and job training. It stands to reason that

a higher percentage of profit-making clinic patients are gainfully

employed than axe patients in public programs.

The Commission staff asked a number of patients in pri-

S i,

vate programs why they continued to pay for treatment they could -
receive for nothing at public or voluntary programs. Although
some patients cited the convenience of a particular location, such
as the docks near the Red Hook section of Brooklyn, where one re-
habilitated addict works, and some cited the hours the clinic was
open, most of the patients expressed a feeling of pride in being
able to pay their own way. A few were cynical, even embittered
about their course of rehabilitation. The majority, however, felt
closer to normality than they had ever been in their lives.

Rather than raising gquestions about the public interest
in maintaining private programs, the Medicaid-profit controversy
raises disturbing questions about the operation of public and vol-
untary programs. The Commission has been informed officially that
no ﬁayment is ever sought from working patients in voluntary pro-
grams, such as those operatéd by Beth Israel, and in those operated
by New York City. The total cost of methadone programs in New York
State is over fifty-five and one-half million dollars. Of this

total, approximately ten and one-half million dollars is allocated

for private patient reimbursement. The rest is unrepaid outlay

- for thousands of patients, many of whom are working and could be

reimbursing the government, rather than receiving free treatment.
At a time when the high cost of medical care to all citizens is a
matter of serious concern, any unwarranted largesse to addicts

must be carefully reappraised.
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The cost analysis of methadone is as follows:
$42.6 million (Organized contract programs)
$14.4M State
(50% federal)
18.7M Medicaid (25% state )
(25% local )
9.5M Local governments and other sources
2.5 million (State-operated facilities = 50% federal
50% state)
10.5 million (Private practitioners)
$55.6 million
(See chart on following page for Medicaid reimbursement rates.)

If, conservatively speaking, ten thousand of the patients
currently at work and on methadone wére permitted to pay ten dollars
per week, the state could reduce the cost of methadone treatment by
‘five million dollars per year. If an additional five thousand
patients were willing to pay twenty dollars per week for their treat-
ment, the state could save still another five million dollars. The
catch is, of course, that even if the patient wishes to pay, he is
systematically discouraged from doing so. The worst incident along
these lines involved a patient in a private program, who was working,
and who transferred to a public program when his private program re-
located. He asked whether he could pick up his methadone either at
seven in the morning, before starting work at eight, or in the
evening. He was’told that such arrangements were impossible, and if
he could not manage, he should quit his job and apply for Medicaid.

The Commission recommends the following:

1. The Drug Abuse Control Commission should gather together
from the State Department of Health, which administers Medidaid, the
State Department of Social Services,; and its own programs materials
necessary to audit any and all outlays of state funds for the care

of drug addicts and drug abusers capable of providing some payment

for the services they receive.
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CHART

1974 MEDICAID RATES

INDEPENDENT OUT OF HOSPITAL HEALTH FACILITIES:
New York City Region:

Per Visit

Addiction Research & Treatment Corp. $ 6.20

Albert Einstein College of Medicine - M.M.T.P. 11.83

Albert Einstein College of Medicine - M.C.D.P. 16.44

Health Service Administration of New York 7.64
Western New York Region:

Community Action Organization of Erie Co., Inc. 11.96

Lackawanna Comm. Health Ctr. - M.M.T.P. 10.30
Northeastern New York Region:

Albany County Health Department M.M.T.P. 7.70
Northern Metropolitan Region:

Ulster County Drug Comm. 9.76
Long Island Region:

Nassau County Health Department Drug & Alc. Add. 12.00

Suffolk County Narcotic Addiction Control 11.00

HOSPITALS:

New York City Region:

Beth Israel Medical Center M.M.T.P. 14.69

Brookdale Hospital Medical Center M.M.T.P. 9.03

Mt. Sinai Hospital M.M.T.P. 10.90
Western New York Region?

Sisters of Charity Hospital M.M.T.P. 5.86
Northern Metropolitan Region:

Mount Vernon Hospital M.M.T.P. 6.98

Northern Westchester Hospital M.M.T.P. 5.39

Peekskill Hospital M.M.T.P. 5.62

St. Joseph's Hospital, Yonkers M.M.T.P. 7.00

St. Luke's Hospital of Newburgh M.M.T.P. 5.13

Westchester County Medical Center

(formerly Grasslands Hospital) M.M.T.P. 5.10

White Plains Hospital M.M.T.P. 5.65

Yonkers General Hospital M.M.T.P. 6.00
Long Island Region:

Long- Beach Memorial Hospital M.M.T.P. ' 6.72
Central New York Region: ’

St. Joseph's Hospital, Syracuse M.M.T.P. 16.33
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2. Without engaging in aggressive collection procedures, f’ and bicycle outings. Even the provision of game rooms may

non-profit drug treatment programs should provide a simple, onging B be advisable in certain neighborhoods in which the inactivity

and direct method of encouraging the weekly payment of fees from of the addict for most of the day may result in indecorous

working patients. Since sliding-scale fees are difficult to ad- confrontations with neighbors of the treatment program. The Com-

minister, we recommend the establishment of low, flat-rate fees, mission, therefore, recommends the inclusion of recreation compo-

such as three dollars for every fifty dollars of take-home pay. nents in methadone treatment programs.

3. Regulations of the Drug Abuse Control Commission % In light of the importance of employment, the Commission

should require each methadone clipic to be open long enough in the é takes no issue with the regulation of the Drug Abuse Control Com-

early morning or in the evening to permit working patients to pick mission requiring one vocational counselor for each one hundred

up thel» medication without calling attention on the job to their ‘fifty patients, subject to reasonable exceptions. However, since

need to do so. the Drug Abuse Control Commission is empowered to make exceptions

4. The federal government should permit one clinic at- regarding staffing and frequency of clinic visits, and since com-

tendance per week instead of requiring two, for persons stabilized

plaints abound regarding the rigidity of the current exception

on methadone longer than one year (instead of two) in order to mechanism, we recommend the establishment of an advisory committee,

enhance the likelihood of their obtaining and holding jobs. ?i comprised of providers of treatment, as well as D.A.C.C. officials,

Since even a methadone patient bent upon selling his to guide as well as expedité decisions in this regard.

drug will probably drink a full daily dose at least twice a week, Another of the problems that has to our attention as a

to 'prevent withdrawal, the extra mid-week visit for the most re- L source of patient disequilibrium in methadone programs, is pressure upon the

liable group of patients seems superfluous. o patient to detoxify fram methadone prematurely. Rather than tethering patients for

Rehabilitation workers have told the Commission that B the purpose of exploiting them, a number of programs, both profit~

patients in methadone programs who exhibit problems, such as di- making and non-profit, either encourage premature detoxification

version of drugs or polydrug and alcohol abuse, do so for three or they fail to discourage such inappropriate behavior,

reasons. The first was lack of constructive activity, particularly One of the factors which places pressure on both the ;?é

lack of work. Not all activity to occupy rehabilitating addicts patient and the program to move towards premature abstinence is

need be work .or therapy, per se. Rehabilitating addicts, it has community antipathy to methadone. Some of this antipathy is based

been shown, are more successful when provided wholesome recrea- upon a disbelief in the efficacy of this modality of treatment.

tional outlets, such as trips to athletic events, theater parties,




Yhere is strong evidence, particularly in terms of reduced crime,
of the salutary nature of drug treatment. Moreover, although
much opposition to it is framed in terms of criticism of profit-
making programs, because some of the best programs in the State,
such as several visited by the Commission staff, show a profit,
leading experts in the methadone field, including the Directors
of the largest public and voluntary programs, believe that op-
position to private clinics is simply opposition to methadone

as a treatment modality.

This opposition takes a grave toll among patients.
Families, employers, and friends frequently coax, cajolevand
threaten patients with loss of social acceptance if they remain
on methadone. The patients, themselves, begin to feel as if they
are second class citizens. This feeling is even reenforced by
programs which have an explicit methadone-to-abstinence philoso-
phy. The result of this pressure is that addicts leave treat-
ment prematurely, or they become polydrug abusers, or they fail
to enter treatment when it is available. These persons then
create the very market for illicit methadone sought to be dis-
couraged.

Experts believe there is all the Qifference in the world
between an explicit philosophy of methadone~to-abstinence, and
an implicit but ultimate goal of abstinence. After one or two
years, most methadone patients ask for a reduction in medication,
Some of them are able to be withdrawn successfully by a gradual
regimen lasting, in some cases, as long as two years. Others,

particularly long-term heroin addicts, feel uncomfortable if
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much of the methadone is withdrawn. One theory, espoused by

Dr. Dole, is that patients who begin to feel uncomfortable dur-
ing a gradual withdrawal from methadone may have to remain on

the drug for the rest of their lives, not because methadone is
more addicting than heroin, but because their heavy and prolonged
involvement with heroin resulted in an as yet undifferentiated
biological imbalance. Whatever the reasons, some methadone
patients are resigned to life-long use of the medication, while

others seek to be withdrawn, and are withdrawn successfully. In

-either case, however, the patient well stabilized on methadone

or successfully withdrawn will perform indistinguishably in social

or employment situations from anyone else. Many rehabilitation

workers believe that no patient on methadone should be the sub-

ject of instigation by others to discontinue his medication. "When

he is ready for detoxification, he will let his counselor know".*
The third source. of difficulty in methadone rehabili-
tation derives from untreated physical and emotional illnesses.
We do not mean to suggest a simplistic cause~and-effect relation-
ship between emotional illness and drug abuse: The presence of
concurrent, tangentially related symptoms in medicine is well
known. However, such untreated illnesses do exacerbate problems
already inherent in the rehabilitation process. It is in regard
to untreated physical and emotional problems that profit-making

clinics must take the heaviest share of responsibility.

*Dr. Harold Trigg, Clinical Director, Methadone Maintenance Pro-
grams at Beth Israel Hospital, New York City.
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A great many patients transfer from private programs
to non-profit programs for a variety of reasons. When these
patients are examined, they are often found to be suffering from
serious physical ailments, including organic deterioration attri-
butable to alcoholism. In order to open free-standing clinics,

a private physician must obtain an affiliation agreement with a
hospital in the vicinity to provide back-up services. Dr. Arthur
zaks has alleged that certain hospitals are willing to accede,

pro forma, to such agreements, for consideration, with the

“expectation by both parties that physical and psychiatric care

needed by methadone patients will be supplied spontaneously
or on an ad hoc basis by public and voluntary agencies. A phy-
sician associated with a well-reputed private program confessed
that he did not know the name of his own affiliated back-up
hospital, and that he has been consistently unable to obtain
needed physical and psychiatric care for patients from public

The Commission recommends that the State Department
of Health suspend all Medicaid reimbursements to any program,
public or private, whose support services are blatantly non-exis-
tent.

Dealing with the emotional problems of addicts in
treatment, who do not require care in a separate facility. raises
the issue of professional versus experienced paraprofessional

counseling. This issue will be discussed at greater length in
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our chapter entitled, "Abstinence Programs: Prohibition Is Not

Enough". However, a few brief observations are in order in

this context.

When the heroin problem appeared to be reaching epi~-

demic proportions in this state, most proféssionals in the mental

health field believed themselves unable to assist addicts, whose

presenting problem, addiction, was not amenable to orthodox inter-

vention. The tendency of addicts to be totally engulfed by heroin:

achieving euphoria, preventing withdrawal, hustling the price, and

-resisting treatment, led most concerned citizens, including health

and mental health professionals, to view the problem as more suit-

able for the criminal justice system than for the psychiatrist's

office. Addicts simply did not look like typically emotionally

disturbed clients. Thus, many psychiatrists, psychologists and

social workers shied away from treating addicts. Others, who

approached addicts in terms-of classical therapeutic modalities,

had disastrous results.

The people who seemed to relate best to addicts were

other addicts who had somehow reformed themselves, or who had

received the first experimental maintenance dosages of methadone,

or who were participants in newly created rigidly disciplined
therapeutic communities. Because of the unavailability of pro-
fessionals in significant numbers, most initial treatment pro-
cedures tended to screen out patients with histories of severe
personality or emotional disorders. The first addicts admitted

to treatment tended to be highly motivated, and were often able




to coordinate their own back-up and support. services. A metha-
done patient might, for example, report to his counselor that
his ability to work had enabled him to afford psychotherapy;

or that his ability to function on methadone had eliminated
nearly all of his preexisting anxieties and behavioral indis-
cretions, so that no additional help was needed.

As greater numbers of addicts entered treatment, those
professionals assigned to help thef, or to supervise others
counseling them, were further alienated by the extensive differ-
‘ences between themselves and the addicts, in terms of their own
previous tiiining, their own expectations of patient amenability
to treatment, and their own subcultural predilections. "It takes
a great deal of time for a white, middle-class social worker to
learn how to deal with the problems of a Black youngster who is
in serious trouble, but who perceives his social worker as part
of the cause of that trouble. Some professionals simply gave
up. Others adopted disrespectful attitudes,vsuch as the view that
poor people are unwilling to work at anything,’ihcluding their
own rehabilitation".*

Those professionals who remained in the field and were
honest with themselves and their clients ("New Ways of Treating

Addicts", Social Work, July, 1974), began to see two developments.

First, certain classical approaches did begin to yield results.
This was particularly true of patients in methadone maintenance
programs, who, like poorly functioning or disorganized non-ad-

dicts,;, became. amenable to the same kinds of help for the same

*Lucy Freeman, C.S.W.

A

kinds of reasons, once the craving for illicit drugs had been

eliminated by the use of methadone. The second development was

the entrance into treatment of greater numbers of addicts with
accompanying emotional and personality problems, because of the
advent of greater numbers of available treatment slots. These
two developments have now made it possible to speak realistical-
ly of a need for professional mental health services in‘the treat-
ment of addiction, at the same time that it is now becoming pos-
‘sible.to meet that need. Initially, contact with addicts may
still require the nonprofessional touch, particularly of a coun-
selor in the same age group or ethnic catégory as the addict.

If rapport is good, such counselors may continue to help their
clients under close professional supervision. There are problems,
howeyer, which are of such complicated dimensions, involving
domestic relations, emotiong} symptoms and community resources,
that the Professionals should deal with these directly. We call
upon the Drug Abuse Control Commission, therefore, to inquire

of treatment programs throughout the state the feasibility of

providing formal psychiatric, psychological and social work eval-

uations and treatment of clients requesting such services, either
through meaningful liaisons with community providers of such

servi i i
rvices or through the incorporation of such services into

treatment programs, themselves.

oy




LaW ENFORCEMENT

The New York State Controlled Substances Act provides
for a methadone ﬁétientlreporting requirement from the treatment
programs to the State Department'of Health, as one control against
fraudulent admissions. By agreement between the State Depart-
ment of Health and the Drug Abuse Control Commission, D.A.C.C.
assumed full responsibil?ty for tr?atment program compliance,
including the maintenance of a central registry of addicts. Data
is provided by D.A.C.C. to the State Health Department, which
.has the primary responsibility of controlling against methadone
diversion.

The Controlled Substances Act also requires that metha-
done programs report the quantities of medication received and
dispensed. Initial compliance was slow, with ninety-eight pro-

grams delinquent. By July of 1974 only twenty-three programs

had failed to report, and these were being closely watched. Only
minor discrepancies ﬁave been noted between the quantities of
drug received and those dispensed, although several robberies
have occurred.

The State Health Department reports the following dis-

ciplinary actions:

i i .D. - upon investigation and refer-
(1) Elio Maggio. M. rgls indicted by federal grand
jury for illegal sale of metha-
done maintenance treatment pro-
gram director
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(2) Robert Dale, M.D. - investigated and now fugitive
from justice; former metha-
done maintenance treatment
program director

(3) Rafig Jan, M.D. - Investigated New Drug status
removed by Food and Drug Admin-
istration following major ir-
regularities in methadone
maintenance treatment program
operation as a result of joint
investigation by Food and Drug
Administration and the Depart-
ment*

(4) Evaldas Deckys, M.D. - medical director for a proposed
methadone maintenance treatment
program; arrested following
Departmental investigation of
illegal sale of narcotics

In addition a non-physician who aggressively promoted
the establishment of a methadone program was also investigated.
His name is Robert Kottner, a real estate operator, about whom
a B.C.I. report indicated a criminal history, involving grand
larceny and related offenses and establishment was denied.

‘ During the past year and one-half, the Department ini-
tiateéd action against the Alan Kaye, M.D., M.M.T.P., 1001 Fox
Street, Bronx, New York, because of improper dispensing practices,
improper labeling, and failure to maintain proper records. The
charge was settled by a formal reprimand.

Action was also initiated against Eugene Silberman, M.D.,
M.M.T.P., 306 East 1llth Street, New York, New York because of
alleged hidden ownership of the clinic, and inadeqguate counsel-
ing service. However, the charges were dropped and the sponsor
was allowed to relocate on the formal condition that the program

“would voluntarily cease operation if it was subsequently found

in violation by the Department. The temporary narcotic license
of Harold Reilert, M.D., M.M.T.P., ¢/0 Promethean Society, 5

Jane Street, Franklin Square, New York, was not extended because
in consultation with D.A.C.C. we determined that the sponsor had

not corrected numerous violations of state and federal rules on
nethadone.

The Drug Abuse Control Commission is currently in the
process of establishing four investigation teams for the purpose
0f exacting program compliance. The Chairman of D.A.C.C. reports
that at least two potentially unreliable programs have been dis-

couraged from opening by pointed allusions to the new D.A.C.C.
regulations.

*Note: A new federal law permits the Drug Enforcement Administra-
tion to take direct action, without prior approval of the F.D.A.




The New York City Police Department reports that
felony arrests for methadone decreased from two hundred seventy-
four between January and June of 1973 to one hundred nineteen
between January and July of 1974. The total number of Narcotics
Division felony arrests during the same 1974 period was one
thousand seventy, so that methadone felony arrests reflect but
one-tenth of all narcotic felony arrests. Cocaine and heroin
arrests far outnumber those for m%thadcne.

In other parts of the state, hearings in Buffalo,

_Syracuse, Poughkeepsie and Nassau, as well as spot-checks in

Rochester, Schenectady, Binghamton and suffolk Counties revealed
either extremely small or non-existent problems of methadone di-
version. The numbers of arrests are statistically insignificant.

Moreover, diligent inquiries by the Commission staff
have failed to uncover more than two individuals recently admit-
ted to treatment programs as primary methadone addicts, whose
addiction eventuated from street sales.

Although the extent of methadone diversion is con-
troversial, the practical question remains of how to handle a
patient suspected of selling his drug. Since the present penalty
structure is currently undexr litigation, we reserve comment on the
subject of appropriate penal sanctions and will present, here-
in, the recommendations made to the Commission by Dr. Alfred
S. Howe, Director of the Suffolk County Drug Treatment
Services on the medical approach to a patient who may be di-

verting his methadone. Testifying at our hearing in Mineola,
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Long Island, on September 5, 1974, Dr. Howe said that the firét
step would be to curtail or eliminate zall take-home privileges
In the event that the patient continued to be uncooperative in

treatment, other modalities should be considered., If the patient

were not eligible for any other treatment modality, and persisted

in untrustworthy behavior, he should be detoxified and dropped

from the program.

RECOMMENDATIONS

Methadone maintenance is an effective treatment modal-
ity for the rehabilitation, resocialization and vocational ad-
justment of hard-core heroin addicts. Unbiased multimodality
providers of treatment report greater employability and less
recidivism among methadone patients than among any other similar
groups of rehabilitating addicts. The Commission makes the fol—
lowing specific recommendations to improve the status ofvthese
patients:

1. In light of the controversy over methadone death
statistics in New York City, the Commission recommends an ex-

pansion of the authority of the State Health Department to in-

vestigate and monitor the operation of the New York City Medical

Examiner's Office, particularly with regard to its development of
statistical data. Such authority should also extend to other
Medicai Examiners® Offices throughout the State.

2. Therg is a need to promote employment among rehabili-

tating addicts in methadone maintenance programs. The Commission
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endorses the requirement of the Drug Abuse Control Commission
that one vocational counselor be retained for each one hundred
fifty patients. We invite the attention of providers of treat-
ment to the exceilent work being carried on in this field by
the counselors and job placement workers at the Nassau County
Drug and Alcohol Addiction Commission. We believe serious congider-
ation should also be given to the study of such programs as tﬁat

at Long Beach Memorial Hospital, with a view toward utilizing opeﬂ~
ings in hospitals, themselves, as structured vocational training slots.

3. We find that the use of public funds to provide
free methédone treatment to working patients who can afford to
repay some of the cost of that treatment is counterproductive.v

(a) We call ﬁpon the Comptroller of the State to audit
state outlays of funds, including Medicaid reimbursements, for
patients capable of assuming a portion-of the cost of their own
care.

(b) without engaging in aggressive collection proce-
dures, non-profit drug treatment programs should permit their
working patients to contribute a flat-rate weekly fee, such as
three dollars per fifty dollars of take-home pay. In this way,
the State could reduce the ;nhual cost of methadone maintenance
by upwards of five million dollars. |

4. Methadone programs should pfovide greater recrea-
tional outlets for patients, to discourage indecorous confron-
tations with neighbors of such programs. Community leaders should

work along with methadone programs to overcome problems of ob-
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jectionable conduct by patients. Each facility should maintain
an observation of the behavior of its clients in the neighorhood,

5. To enhance the employability of rehabilitating
addicts, the present f:deral requirement that persons in treatment for longer
than two years must report to a clinic at least twice a week should be
changed to at least once a week after one year.

6. The Drug Abuse Control Commission should consider a
rmore specific regulation that methadone clinics open early in the morning
or during the evening to permit working patients to pick up
their medication without calling atﬁention on the job to their
need to do so.

7. Complaints about the rigidity of the current mech-
anism for granting exceptions to D.A.C.C. methadone regulations have led
us to recommend the establishment of an advisory committee,
comprised of providers'of treatment, as well as D.A.C.C. officials,
to advise as to measures to axpedite decisions in this regard.

8. The State Health Department should suspend all
Medicaid payments to methadone clinics, especially profit-
making clinics, which are unable to provide actual meaningful
back-up medical and psychiatric care.

9. The Drug Abuse Control Commission should inquire

of treatment programs throughout the state as to the feasibility of

providing formal psychiatric, psychological and social work

-evaluations and treatment of clients requesting such services,

either through meaningful liaisons with community providers of
such services, or through the incorporation of such services

into treatment programs, themselves.
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CHAPTER II
ABSTINENCE PROGRAMS:
PROHIBITION IS NOT

ENOUGH

As we indicated in our report entitled, Drug Abuse

Prevention (Legislative Document No. 11, 1974), prior to our
national period of Prohibition, alcohol was not a proper sub-
ject of humor. Its acceptance was surrounded by Victorian
imprecations, sometimes motivated by class-consciousness, but
more often impelled by alcohol's exacerbation of problems as-
sociated with hazardous industrial conditions and unhealthy hous-
ing. The repeal of the Eighteenth Amendment by the Twenty-first
Amendment in December of 1933, only ten months after the repeal-
er's initial proposal, signaled a new, more realistic, but perhaps
more indulgent, attitude towards alcohol in the United States.
Less than two years later came the founding of an organization
known as Alcoholics Anonymous.

Twenty-three years after the founding of A.A., one of
its members led the organization of the first therapeutic com-

munity for drug addicts (Synanon) . Although certain differences

to the A.A. approach were built into the t.c. program, the dynamics

of A.A.. which had never been satisfactorily explained, were thought

to provide a certain potential for treating drug addiction. That
A.A, works for some alcoholics was known. - That A.A. works sub-

sequent to the failure of mental health professionals to reform
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certain alcoholics was also known. Since most mental health profes-

sionals then regarded addicts as "incurable", the timeliness of
an experimental approach using reformed addicts to help rehabil-
itating addicts, on the basis of an experience of using recovered

alcoholics to lend in the recovery of drinking alcoholics was

clearly established. Need overwhelmed niggling doubts regarding

whether the underlying concept of A.A., never made explicit, was

transferable to drug addicts.

Although no individual or policy group speaks for A.A.,

they do have a certain informal leadership. That leadership is

comprised of persons whose views on alcoholism could, conceivably,
be precisely the opposite of the very dynamic that explains the
success of A.A. Those views tend to side with the thesis that
alcoholism is not caused by mental illness or prolonged drinking,

but rather, is a disease that strikes at only a certain percent-

age of the drinking populatién. Having identified themselves as
afflicted with the disease, they simply strive to make alcohol
as irrelevant to their social diet as a person with an allergy
to feathers would strive to make swansdown irrelevant to his
sleep. The most successful members of A.A. tend to give the
impression that their avoidance of alcohol has beccme casual,
even cavalier.

It is possible, however, that the success of A.A. is

based upon zeroing in on the very liquor that destroys them. By

focusing all of their guilt upon alcohol, since 1933 a drug pre-

sented almost always as a source of pleasure, they can provide
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themselves with a source of permanent expiation through self-
denial: not the self~-denial borne of one clear decision made at

a single A.A. meeting, but the self-denial borne of myriad oppor-—
tunities and temptations. Perhaps that is why repeated reenforce-
ment through attendance at meetings is considered so important

to continued abstinence.

For the drug addict, the label of sociopathy, or at
least functional sociopathy, has béén so often applied, we forget
that even sociopaths may feel some guilt. Since heroin is not
only a source of pleasure, but by its illegality and inherent
dangers, and its romance with the needle, more frequently a source
of punishment, abstinence, in and of itself, may not be enough to
deal with guilt. Because of the availability of alcohol, an al-
coholic can remain oblivious to external stimuli for weeks, some-
times months. A heroin addict can remain oblivious to external
stimuli only until his source of the drug is interrupted. Return
to drug abuse, then, is not only an indulgence in deviance and
pleasure; it suggests a painful motif for the pexrson with little
or no self-esteem. Many guilty alcoholics can achieve their psy-
chic pain through abstinence; the guilty heroin addict can achieve
his pain either through abstinence or drug addiction. Since he
can also achieve a certain amount of pieasure through drug use,
to retain him in a drug-free program, a high degree of motivation
is necessary, derived from within himself or imposed from without

~

by law enforcement and correctional agencies.
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The Synanon experiment established four basic princi-
ples:
1. Self-help. Only an addict can understand and cure

an addict.

2. Drug-free. Chemicals are not helpful in the rehab-
ilitation process.

3. Honesty. Only with the brutally honest expression
of feelings about each other are members of the community able to
abandon their self-defeating and self-destructive images.

4. Utopia. The general community is sick. A micro-
cosm of a putative healthy community is to be the goal. Patients
may choose never to return to the general community, but people
at large may seek to transform society as a whole into a macro-
cosm of.the therapeutic community.

To cope with the pleasure-pain attraction of heroin,
therapeutic communities adop%ed rigid organizational structures
marked by authoritarian hierarchies. The object was to treat

the addict as immature and in need of developing good judgment,

with regard to personal habits and, especially, in attitudes towards

authority. As good judgment developed, status and privileges
would be increased, until the patient assumed control over an
area of t.c. life and thus became part of the governing hierarchy.
Until such point, the resident had no personal responsibility

for decisionmaking without direct and immediate guidance and con-
trol. As in an authoritarian state, there could be no personal

guilt because there was no personal latitude.
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Although the rate of premature terminations was always
high (at least fifty percent within the first three weeks of
treatment) and although the rate of "graduation" was always low
(between two and fourteen percent), it was not until the late
1960's and early 1970's that evidence began to mount indicating
therapeutic communities were in deep trouble. That evidence took
the form of evangelical campaigns* by heads of programs: (1) to
achieve a recriminalization of drué abusers, particularly with
a view towards returning absconders by force; and (2) to destroy
the credibility and the viability of the more attractive and be-
haviorally more successful methadone programs. By 1974, leading
therapeutic communities were under investigation for inflating
their census to justify public financing, for attempting to treat
non-addicts, and for failure to deliver services promised in con-
tracts with funding agencies. Even the highly regarded Phoenix
House complained to this Commigsion that its decreasing retention
rate was making its treatment strategy unworkable. Later, Phoenix
broadcast an §.0.S. through the media that it would be willing
to house virtually any friendless person, addicted or not, to keep
up its census.

Tn December of 1973, a report to the New York City Ad-
diction Services Agency by Systems Sciences, Inc. revealed an
extraordinary account of +he failure of most of the twenty-four

therapeutic communities surveyed. Since the Synanon experiment,

-

therapeutic communities had developed by branching out into dif-,

fering strategies, while attempting to preserve some of the fun-

%See Glaser, F.B., M.D., "Some Historical Aspects of Drug-Free Thera-

peutic Camunity," American Jowrnal, Drug & Alconol Abuse, 1(1), pp-37-5201974) .
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damentals of Synanon.

L - Y
ong~term programs were supposeily geared to character

restru i i :
cture. Some, like Phoenix House, remained fairly close to

th ; '
e Synanon model. Others, like Odyssey House, tended to develop

along lines of treating drug addiction as a symptom of underly-

in i ;
g emotional disorders. The Alpha School and Exodus House stres-

sed educational and vocational training. The NARCO proérams

4

among others, followed short term, local adaptational models
Using the Systems Sciences report as a starting point,

the New York City Addiction Services Agency began evaluating all

drug-free communities in New York City. Of those t.c.'s men-

tioned in the System Sciénces Report, Compass, Daytop, Exodus,
Inward House, Quaker Committee, Queens General Hospital and Sama-
ritaq Halfway Society were found to be valid, useful programs.
Other abstinence programs praised by ASA included Boy's Harbor,
E.S.P.A.D.A., Mount Sinai Hospital, Reality House I, Greenwich
House, The Door, Project Return, V.E.R.I.T.A.S. I, Seaport Pioneer
Program, Riverdale Mental Health Clinic, Downstate Medical Center,
Dynamite Youth Center, Midwood Adolescent Project, Canarsie Youth
Center, and Samuel Field YMWHA.

One of the excuses given by abstinence programs which
have closed recently and those currently under investigation for
failure to contribute to solving the drug problem has been the
changing nature of the drug problem. Abstinence techniques, such
as confrontation and gradual improvement in status, ére said to

have i t i i
worked with true heroin addicts, but are not successful with
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today's polydrug abuser. A serious question exists however, as
to whether the original drug-free concept ever really succeeded. It was
pointed out that these programs derived their impetus from Alco-
holics Anonymous. Although A.A. has been in existence for nearly
forty years, and despite the increasing number of alcoholics in
the United States (between nine and fifteen million), A.A. has
only two hundred fifty £housand members nationally. Abstinence
programs for drugs always recognizéa that they could help only a
small percentage of the addict population, but statistics even
"among those who remained in treatment were never very promiéing.
At its optimal level of operation, Phoenix House reported that
over twelve percent of its residents were heavy alcohol abusers

while in treatment (Phoenix House, Who Comes For Treatment, Decem-

ber, 1972). The therapeutic communities steadfastly protest that
their residents are all free of drug use while in the program.
Most have equally steadfastly refused to require the same periodic
urinalysis mandated by federal and state law for methadone pro-
grams. D.A.C.C. multimodality programs which require urinalysis
report a greater incidence of drug abuse in their own "drug-free"
programs than in methadone programs. Has this not always been

the case?

Except for the few addicts who were able to use their
own abstinencé in the same way recovered alcoholics do, and except
for those addicts who found a refuge from the real world within
the authorita;ian structure of their program, and who have remained

~in the drug field ever since their graduation, success was always

et
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ephemeral. Methadone programs teem with abstinence program drop-

outs. Prisons and jails have been filled with those whe absconded
after a few weeks from drug~free programs. Aside from the con- 'fﬁy
ceptual non-transferability of the self-imposed prohibition of A.A o
two other major defects may bebresponsible for pinpointing both

the success of the few abstinence programs commended by ASA and

by this Commission, as well as the failure of the rest.'

Some of the observations made by the Commission staff
upon a recent visit to the Hart Island facility of Phoenix House
may indicate what one of the problems of the typical abstinence
approach may be. Despite the relaxation of some of the more éro—
tesque house rules (residents in poor standing are no longer re-

quired to shave their heads or wear placards reciting errors in

conduct), the totalitarian* structure of the program is both philo-
sophiéally and practically unrelated to the structure of society.
Moreover, there appears to be a strong prejudice against blue col-
lar work. This prejudice is reenforced by exaggerated expecta-
tions of success to be derived from the achievement of a high
school equivalency certificate, as well as by the use of menial
tasks as a system of punishment and reward. Work in the communlty
is discouraged until the individual is "ready". The theory is

that the resident is going through "changes". This means that

his character is being restructured. Should he accept work that

1s unsuitable or be rejected for the job of his choice, he might

"The word "totalitarian" is f
reely used in this context b staff
of therapeutic communities, including Phoenix House. Y °

/




relapse. This approach is in marked contrast to other modalities
which stress interaction with the community through gainful em-
ployment and community-based training programs. If the treatment
staff and unbiased observers do not view the operation of the
program as a design for community reentry, then a reasonable in-
ference must be that the resident who dropped out could not under-
stand the relevance of what was happening to him, either. Perhaps
there was none. (By way of contrast! the Herculean efforts of
Daytop Village to reconcile its therapeutic community model with
the need to prepare residents adequately for reentry is well known.
Also well known is the extremely limited number of persons who
can benefit from the rigors of a Daytop type of program.)

The most often-heard phrase in the context of success-
fully treating addicts is "the need to raise self-egteem". The
second most often-heard phrase is "non-threatening atmosphere".

Therapeutic communities, daycare programs and ambulatory treat-

‘ment programs which originated along the classic Synanon model

encouraged the "brutal honesty" of confrontation through group
encounters. These encounters were designed to obstruct evasions
and circumlocutions regarding personal conduct by confronting

the patient with the underlying truth as inferred by more ad-
vanced patients. Since one patient's underlying truth is another
patieht's evasion, the dynamic was thought to work both ways:

to cut through all rationalizations,kand to bring each individual,
as well as the group, as a whole, to confrontation with certain

basic truths about human nature, or at least, about common

experiences.

The trouble with confrontation is that it works only

under two exceedingly rare conditions: The client must view

himself rather than the program, as a source of danger, and he

must have the basic verbal and aﬁstracting skills to come to
terms with the group and with himself. . Otherwise, he (or she)
will view the process as threatening, and his (or her) inade-
quacy to relate to the process will result in a diminution,
rather than a heightening of self-esteem. Moreover, the exis-

tence of any severe psychogenic or organic syndrome will serve

to undercut the process via the well-known dynamics of mental

illness.

The first attempt to venture beyond confrontation was
conceptualized in terms of drug addiction as a psychiatric dis-
order or as a symptom of a péychiatric disorder. The remedy, as
in the Odyssey House program, was to reinvent milieu therapy as @?;
an exponent of the Synanon model, and to reenforce environmental k

adjustment with individual and group psychotherépy. The flaw

in this concept was that the only persons suitable for such treat-

ment, assuming drug addiction is not simplistically related to

psychogenic factors, would be persons whose primary diagnosis was

hot drug addiction at all, but mental illness,oVerlaid'with drug
abuse. In other words, the Odyssey House approach may have been

unintentionally designed for those mentally ill persons who medi-

cated themselves with illicit drugs, rather than for the majority

of heroin addicts, whose emotional problems are related to drug
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abuse, but not the primary causative factors. Complicating the
odyssey House picture have been repeated charges that even those
psychiatric services promised to the few addicts and drug abusers
who might benefit from them have not been fully delivered.

The Odyssey House experiment did, at least, point the way
to the need for professional services beyond confrontation, whether
or not such services have actually been furnished. Historically,
therapeutic communities and other tipes of abstinence programs did
not provide professional services. During the i970's, the sheer
humanitarian assessment of the needs of clients, the competition
from methadone programs, as well as the increasing incidence of
non-narcotic polydrug abuse, led to growing incorporation in, or
provision of, educational, vocational and mental health services
by abstinence programs. These factors also led to the develop-
ment of multimodality programs which, despite a drug-free bias,
began to offer chemotherapy to selected clients.

Although the movement toward integration of services
and inteqration‘of professional and paraprofessional staffing
patterns is well underway, tensions still appear to exist between
professionals and paraprofessionals. These tensions mirror simi-
lar antagonisms among traditional mental health providers of
service and revolve about the depth of personal involvement ap-
propriate to achieﬁe the rehabilitative end sought. Without re-
hearsing the full controversy in these pages, the most successful
drug programs report that their success is contingent upon the

~willingness of staff, professional or otherwise, to work long hours

to help clients unravel the many elaborations of their problems,
and to build, as far as they can, on the groundwork of recovery,
without arbitrary limits or unrealistic goals. It is indicated
that traditional mental health and education professionals in the
drug field have the general reputation of unwillingness to go
beyond rather narrow contacts with clients. That is why it is
difficult to integrate professionals with paraprofessionals. The exceptions, as
always, are dazzling. The internist who not only provides support-
ive therapy for an addict but also saves his marriage by direct in-
tervention with a seemingly unreasonable wife, and the remedial
reading teacher who is not content that her young pupil merely
understands what he is reading, but insists that he relate

that understanding to the most sophisticated abstract thinking
level of which he is capable, serve as models of dedication and in~-
genuity.

Abstinence programs may offer limited services, consist-
ing of counseling and a specific goal, such as remedial education.
In the event that the availability of qualified staffs and fund-
ing are limited; there is wisdom ih the limitation of the goal,
provided that the goal is explicit, so that other programs may
refer clients for that particular specialty, and so that the more
limited program, aware of its own parameters of assistance, can
be ever-conscious of the need to offer clients and their families

meaningful referrals and follow-ups to other providers of services.
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in outstanding provider of a variety of services in

New York City is The Door. Another is the Southeast Nassau Guid-
ance Counseling Center in Wantagh, New York. These programs are
different in emphasis, but they illustrate the movement to syn-
thesize comprehensive services to drug addicts and abusers. The
Door opens avenues of assistance to persons who may have drug
problems, but whose presenting diff%culty is often medical or 1egai:
hence the name, The Door, portal to treatment. The SNG Counseling
Cdnter is, in operation, a Community Mental Health Center, offer-
ing a vafiety of services to drug abusers, including a highly
ckilled family therapy component. Services found to be useful
in the guidance, treatment and rehabilitation of drug abusers,
as well as in preventing the aggravation of preliminary involve-
ment with drugs, include:

¢ Individual counseling

{ Group therapy oOX counseling

¢ Marital counseling

{ Family therapy

¢ Family planning

{ Day care for children

§ Day care for drug abusers

¢ Housing referrals

¢ Detoxification; chemotherapy

¢ General medical and dental care with

referrals to specialists and back—ué

hospital facilities

ment of Mental Health.
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f On-site vocational training
§f Vocational training referral
{ Remedial education
Y Vocational rehabilitation
¥ Job placement
 Legal assistance (criminal, domestic
relations, landlord~tenant, etc.)
§ Provision for transportation to above
services not provided on-site
{ Financial assistance referrals
i Recreational activities
i Outreach to children "at bay" and to
the prisons and courts
»The need for the last two services listed has been under-
scored by several workers in community drug treatment programs.
A Commission staff report from Buffalo supports this finding.

T . P [N . ‘ R °
here are: eighteen ambulatory abstinence programs in Buffalo and

. 't . ‘
wo methadone programs. One of the programs visited was the West

.S.l ) .'
ide Counseling Center, a store-front operation under the auspices

of the Division of Addiction Services of the Erie County Depart-

It offers short-term intervention in the
emotional problems of between four hundred fifty and six hundred

cli i i
lents annually. Approximately eighty~five percent of the clients

r o .
ange in ages from fifteen to twenty-five; the rest range in ages

from twenty~five to forty-five.

Approximately eighty~five percent
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of the clients have been involved to some extent with illicit
drug use, primarily marihuana and barbiturates. Most present
problems,‘in 2ddition, relating to family conflicts. There

has been a reported rise in suicidal ideation among the persons
seen. The area servicedbis the west side of Buffalo. This is
a near-indigent community with a high availability of drugs.
Ninety percent of the clients are white, very few are Black.

The rest are of Puerto Rican origié and Native Americans.

The single most significant characteristic of theyclient
population was described as an inability to form close personal
relations combined with feelings of isolation and inadequacy.

The emphasis appears to be supportive: to build upon the strengths
of the individual in order to diminish feelings of inadequacy,
through counseling and family therapy. The goal is to help the
client avoid neurotic and drug-related behavior.

Although the staff of the counseling center could not
report that "most clients enter the program carrying a knife or
gun”, és reported by the Canarsie Youth Center in Brooklyn, New
York, they were concerned about increasing gang activity and vio-
lence among the young people %n that Buffalo neighborhood, as well.

There appeared to be four problems at the Buffalo pro-
.gram. The staff of ten persons, seven of whom havé had what ap-

pears to be minimal professional training, is. able to make eX-

cellent contact with young people. However, staff salaries are

-

far below competitive levels, which may retard the most suc-
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cessful forms of intervention. Second, vocational training forA

young people appears to be minimal or non-existent. (The same

problem exists in other Buffalo programs). Third, there appear

to be no supervised group homes for young people who are in con-

flict with their families, but who are not truly ready to be con~-

sidered emancipated.

Fourth, in a heavily populated fifteen-block area, there
is only one Boy's Club, which provides neither adequate facili-
ties nor hosp#tality to engage the young people in the area. It
was noted by the Commission staff that a need appeared to exist

for teen drop-in centers to be established similar to the centers

in Onondaga County. The client population appears to be hostile

and rebellious, and yet individuals wit" problems in the neigh-~
borhood are willing to seek counseling, *:eatment and advice
The lack of recreational facilities geared to such a client popu-

lation would seem to be a notable omission. Since most clients

are on welfare, unemployed or youngsters who live at home and who

may not be activezly occupied with educational studies, the recrea-
tional need and the need for vocational training would seem to be

profound.

The availability of vocational training, recreational
facilities and drop~in or other types of counseling programs to
lure "at risk" youngsters into constructive pétterns of adapta-
tion is generally regarded as necessary, but, in addition, the

cry of "outreach" is being increasingly heard in the land.
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our 1974 report on prevention presented a highly gskepti~-
cal view of attempts to deter drug and alcohol abuse through di-
dactic instructioh, values clarification and media campaigns. One
area in which we felt the presentation of information was vital
concerned the existence of available services to children and
families "at risk". To mean anything, such information must in-
volve some understanding by the potential client of his own dys-
functional behavior, and the furthér understanding of which ser-
vices might prove beneficial in the repair of his dysfunctions.
For the troubled youngster with a medical problem, or anxiety he
discerns as unusual, or a specific learning problem he, himself,
can recognize, the amenability to treatment may follow as a logical
congequence, assuming the availability of programs, such as The
Door. However, many people do not know how to recognize their own
dysfunctions, or if they do, they either cannot or will not relate
such dysfunctions to treatment. For those people, outreach is
. essential to deter resolutions which prey upon dysfunction, par-
ticularly drug abuse, gang violence and crime. It is always bet-
ter to get the individual back into gear at school or at a job,
than to try to rescue him after he has attempted to resolve his
earlier problems by joining with drug abuse or violence prone con-
temporaries in antisocial conduct.
To some extent, communication of the nature of dysfunc-
tions and technigues and sources of repair may be general. 1In

oxdexr to demoﬁétrate that any individual's fact situation applies

to such generalizations, however, the personal intervention of
trained guidance counselors and street workers may be required.
Outreach is necessary when the client is not otherwise available.
As one witness from Westchester County testified at our hearing

in Poughkeepsie, October 2, 1974:

I spent six years on the street i
‘ : ‘ s doing outre i
gi:Zﬁiigi iigtlghzze Busgw1ck section of Brooklgn wher:i?twﬁzg .
ever treatment took place, took pl
corners, and in families' houses, and i n bace. ond sapet
; sometimes in bars d b-
ways; and contrary to classical ére t {5 did n
depend upon motivation for tre vk L T Sty
: atment... Success really i
contingent upon my abilit Stor herp, root¥
_ y to demonstrate the need for h é
in order to demonstrate the need for help, I have to ge ?ipéhznd

gnvironment where those needing th s
sociating with each other. g the help are congregating or as-

Underscoring the need for adegquate medical and neurolo-
gical examinations even regarding patients with a non-narcotic
history of drug abuse was the testimony of the Director of the Drug
Detoxification, Aftercare and Methadone Maintenance Program at
St. Mary's Hospital in Syracuse. Medical evaluation is of primary
importance for two reasons, he said, The variety of drugs.cur—
rently in use in Syracuse requires meticulous differentiation for
detoxification and medical treatment. The drugs currently in use
are: Heroin, short-acting barbiturates, codeine, morphine, alcohol,
cocaine, Librium, Valium, Mellaril, Doriden, LSD, amphetamines,
Darvon, Talwin, and an assortment of minor tranquilizers. Dif-

ferential medical and neurological diagnoses and treatment are

also vital with regard to residual brain syndromes associated with

prolonged use of non-narcotic drugs, glue and aerosols.

e e et b g o it
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A number of witnesses discussed problemsfencountered
in the treatment of youthful alcohol abusers, which result from
separate fundinglof drug treatment and alcoholism services, pos-
sibly preventing reimbursement with drug treatment.monies for
the care of young alcoholics who seek available counseling from
drug treatment programs. This question will be dealt with in
detail in our chapter entitled, "The Drug Abuse Control Commis-

i
sion ~- A Reappraisal".

RECOMMENDATIONS

We find that the cult of abstinence, which helps a
significant number of alcoholics in A.A. to encapsulaté their
drinking problems, has not been successfully transferred, in
most cases, to the problem of heroin addiction and other forms
of drug abuse. Because of the A.A. model, the concept of ab-
stinence from drugs as a goal, has been confused with the con-
cept of abstinence from drugs as a therapeutic modality. It is
this confusion which has led to the disutility of many therapeu-
tic communities and othex drug—fteé‘programs.

Since a reasonable treatment alternative must continue
to exist for heroin addicts who either do not wish to enter meth-
adone maintenance programs, ¢or who may not be suitable for such
programs, and.since treatment must be available for gggfnarcotic

drug abusers, we believe that, with the exceptions previously
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