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SUMMARY

The Santa Clara County Methadone Treatment and Rehabilitation Program is being evaluated by the Institute under
a grant from the Law Enforcement Assistance Administration. A report on the first year of study was completed in
June, 1972, and this is the final report for the second year of study. Evaluation is continuing for a third year at
a reduced level with funding from the Narional Institute of Mental Health.

The goals of the evaluation were to determine the impact of the program on the addict population of Santa Clara
County in (1) reducing patient drug use, (2) decreasing patient criminal activity, (3) increasing patient social
productivity, viz., employment, educational attainment, and (4) generally improving patient social functioning, such
as their involvement with family and friends.

The patients studied represented a cross-section of addiets in the county. They were not selected for their
potentisl to succeed in the program, since program criteria are designed to select only hard core addicts., The study
population was divided into two basic groups for study. The first or cohort group, consisted of 463 patients who
entered the program from its inception in February of 1971 to June 30, 1972, Selection of this group was made because
data could be cellected on them for an eighteen month period pre and post program admission., For purposes of analysis
this group of patients was divided two ways: (1) into those on and off the program at two years from their date of
admission, and (2) by "success" and "failure" groups based on crime and earnings data. The purpose was to determine
significant differences between and within these groups pre and post program based on the criterion measures of
performance. The second study population consisted of all patients admitted when the evaluation staff began data
collection on August 1, 1972. Results for both groups are summarized here, along with the results of several special
studies of the program.

The 1970-1971 Cohort Population

Retention Rates At a minimum of 24 months of program participation for all patients (a maximum of 35 for any), the
program retained 45.1 percent of all patients admitted. When those le.aving with staff approval (42) and the deceased
(5) are added to those retained, the "true! rate becomes 55.3 pooceut. This rate is not unusual for methadone programs
of this size. Using design groups, a "success-no change/on program' rate of 63.9 percent was computed based on
criminal activity and wages earned.

Criminal Activity

Using official CI and I records, the findings of the first year of study were confirmed, with some additional
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information. With no significant differences in time at risk, overall arrests and felony arrests and corvicrinns
showed significant changes in favor of those patients staying on the program, Misdemeanor arrests and convications
showed no significant changes pre and post program. This indicates that not all patients are ceasing their criminal
activity, although patients committing offenses who remain on the program have less serious involvement with the
criminal justice system (post program). The more important considerstion is, however, that patients start the
program with significantly different levels of criminal involvement. In comparison between status groupe (eneoff
program), patients who eventually go off the program not only increased their criminal activity, but rhev were
significantly more involved in felony and misdemeanor criminal activity to begin withe In comparisons within status
groups, however, patients who remain on the program made some significant gains in outcome performance in relation
to their baseline level of criminal ascrivity.

Employment and Earninps

Using wage data made available from the State Department of Human Resources Development (base wage files), the
findings of the first year were confirmed and augmented. Earnings increased significantly for the majority of
patients who remained with the program; however, there were not significant increases in the nurbers »f roployed
patients post program. It appears that patients who were working vhen they started the program hecame mare stable
and began to earn more. Patients who went off the program were significantly lower in earnings in the start guarter,
although there were no significant differences between status groups when the full year pre prevram admiusion
(excluding start quarter) was considered. Again, the finding is that patients who went off the Lrop
initially at a less than optimal performance level, and they continued to perform at that lrvel in pelavicn teo thoee
who stayed on the program, For the pariud post program there were significant differences in wagen carncd by
status groups, even though patients who left the program showed a modest improvement in average wages ~arncd, As
indicated, there was a significant improvement in wages earned for patients who stayed on the program. Therwe i«
little question that the maintenance strategy works for patients who stay on the program.  Iven those whe laave sl
no decreases in average wages earned,

ram wero

Drug Use

Thege data represents a '"'shrinking sample,® as data was availahle only for paticnts whn contirned en the
program.  Patieuts who were classified ae "failures' on crime and earnings criteria showed a3 marked tnerence in
self-reported alcohol use and a marked drop in barbiturate use in their first year on the proprai,

Since the ethies of program administration did not permit the development of a contral group for tree
comparison purposes, one can only hypothesize that a control group would have performed mast prorly o all the
criterion variablen, deing even worse than those who went off the program. The results show that a sipnitican:
proportion of the addicte entering a methadone program can be helped, and that the concept of "maintenanre! -
anticipation of improved performance can achieve results vhich are probably more favorable thae conventional

tdrug free! approaches. The thesis that abstinence from drugs is a prerequisite for program success wag frund to
be questionable. The critical factors in projram success are increased earnings and decreased criminal actiwity,
The real concern is the extent to which excessive alechnl use might be detrimental to program success.

19711973 Population

This represents 410 patients who came on the Program after August 1, 1971, the enset of the Program evaluation.
This population wag studied using social data instruments introduced by the evaluation group. The retention rate
for this population is 60.7% (not a cohort figure). Most encouraging was the finding that self-reported employment
rose with time on the program, increasing from one-fifth employed (20.8%) to about one-half employed (51.4%4) three
months from admission. The "Way of Life Inquiry" was introduced and used to type patients into four categories:
hustlers, two-worlders, uninvolved, and conformists. 1t did not predict retention, as hoped; since all groups left
the Program at the same rate.

The heroin epidemic apparently reached its peak in 1969 when 12.1 percent of the patlents in thin group first

started using heroin; this percentage dropped to 3.7 percent in 1970. Perhaps the corner has been turaned in the
epidemic of heroin use in Santa Clara County.

The Total Population

The entire population of 937 patients ever admitted to the Program (including the ahove groups) from February
10, 1970, to January 31, 1971, was analyzed for demographic characteristics at Program entrance.

Eighty percent (BO%) of the patients are male, with a median age of 26.8 years.
Slightly more than half (51.7%) are white, followed by Chicanos (42.8%).

Less than half the patients are married (44.8%), with 29.5% single, 24.5% divorced or separated, and 1.2%
widowed.

The median educational level ig 11.3 years.

The largest occupational group is semi~ and unskilled (28.8%) followed by skilled labor (22.2%) and
transportation and service workers (15.7%4).

More than four~fifths (82.2%) report thsy are not working at admission.
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The rentention rate for the entire population is 55.5% (this is not cohort analysis, i.2., patients with just a few
months on the Program are included with those who have been on the Program for two years or more).

The population shows no dramatic or consistent shift in demographic characteristics over time; data by calender
quarter remain fsirly consistent. Over the Program's threce years, however, there has been a slight increase in the
percentage of maleg and whites admitted. Also, the median age has decreased slightly along with a modest increase in
vearg of education.

Other Studies

Included were the following special studies:

Education Survey

A gurvey of patient educational attainment was done for 463 patients, approximately the game group as the cohort
population. The intent was to see if completion of college coursework was related to program success. Persmission
was granted by five local junior colleges and the local Metropolitan Adult Education Program (adult education) to
access their records for evidence of educational attainment, Comparisons were between patlents who completed units
as opposed to those who did not complete unite subsequent to enrollment. While there were no significant differences
between these two groups, some interesting differences were evident. Patients who enroll and complete units are
older, particularly in the adult education group, they tend to remain on the program longer, and they generally
withdraw with staff approval when they leave the program. The retention rate is good {about 70% at 24+ months) for
the entire student group. Misdemeanor and felony drrests and convictions, while not significantly different between
groups, showed decreases for patients completing units. Those who did not complete units were three times more
involved {n misdemeanor offenses and almost twice as involved in felony convictions at the start of the program.

Even with this level of involvement they still showed decresses in criminal activity post program, although these
differences were not as great as for patients vwho completed units. Thelr offenses also showed an increased severity
from pre and post program. Patients who completed units showed no post program drug convictions and no sentences

to Department of Corrections institutions, this was not true for those who tailed to complete units attempted.

The Minnesota Multiphasic Personality Inventory (MMEI)

The MMPI was administrated to 126 patients in late 1970 and ecarly 1971 by the Program psychologist, whose
conclusions are summarized here:

ffter six monthe in treatment these patients were re-tested (If still on the Irogram). The total
vyoup ghowed a gignificant decrcase in psychopathology on the retest. The most important finding was

that ounly nine percent (9%) of the patients were classified as normal upon admission, and after six months
this increased to 21%. The MMFI will be used more extensively in the third year of evaluation.

Community Agency Survey (CASE)

The representatives of six types of criminal justice agencies were polled (63 people) to determine their attitudes
toward the Program. They gave the Program overwhelming support as in the first year of evaluation; however, an
increased note of concern emanated from their responses in form of constructive c¢riticism of the Program. Much concern
wag expressed over the addict's commitment to the concept of treatment, the need for increased communication with the
Program, and that the Program be '“more cooperative’ with criminal justice agencies. Narcotic law enforcement officers
were most negative toward the Program, with corrections and courts personnel expressing the more positive view. Gver
half the respondents indicated that the Program had given them a least "some help" in reducing their workload, which
is in concurrence with the data on & reduced level of criminal activity on the part of patients.

Staff Program Evaluation Questionnaire (SPEQ)

As in the first year of study, staff concerns centered on their own program management problems, which appear to
be a continuation of those expressed in the first year. The staff retention rate of 44% over a 22 month period reflects
this concern. They are not completely satisfied with their efforts and feel that with proper directicn they can improve
their work, particularly with some reorganization of the Program (which is now under way). Also of great concern to
the evaluators was with the changing nature of the role of the Community Worker, formerly the Maddiction specialisr."

Program Cogts

The average cost of treatment per patient per year ie $1,226, up 471 over the first year due to the inerease in
the number of clinics. The average cost per year for the first two years was 31,191, which is well below the average
for programs of this type. Almost all cost are provided through State and Federal funds and patient fees. Using
techniques developed for nssessing the costa of heroin to the addict and the community, an annual saving of $102,892
in property erime was computed for a population about the size of the cobort (463). The data was not des!gned for an
interpretation of savings to the criminal justice system or for estimates of reduced welfare and other social agency
costa. However, the results of the eriminal justice agency survey and the data on patient earnings indicate that the
progrim ig a benefit to the community in terms of individual improvement and a decreased need for various social
ageneies.
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Reconmendations

Recommendaticns for program improvement are similar to those from the first year of study., They are based on
the information gathered aver the full two years of study as well as observation hy staff vorking in the clinics.
They are intended to provide constructive suggestions for the continuing developrent and improvement of the program,
These recommendatiec~s are as follows:

1.

2.

Program Administration. While the efficiency of the program has shown some improvement over the past few
years, the lack of a rlear organizational srructure has continued to create problems which way affect
program effectiveness. The staff have continually expressed this 28 a concern ir the intervieus. It iz
felt that the treatment program which is now being implemented will require strong leadership from an
individual whose entire time is devoted to program operations, and who has sufficient autbarity to imple-
ment change., The present progeam coordinator pasition lacks sufficient responsibility to he effective ia
operating a program of this size and complexity.

Community Workers. The effort to upgrade the quality of indigeneous workers is important. However, it is
felt that a reduction in or the eventual elimination of this type of irdividual in faver of thosce Yhetter
qualified” might seriously affect the ability of the program to provide a link to the addict community.
More impertantly, these individuals provide critical support to individua! patients who come to the programe.
Much nf the program's future effectiveness will depend upon continued recruitment of these types of indivie
duals, whose own development as workers is often a critical part of the treatment process.

Criminal Justice System. Based on the results of the criminal justice agency survey for hath years of the
evauluation, there is clearly a need for more interaction, particularly with narcotic law enforcement
officers and the ccurts. As summarized in the first year evaluation report:

The most important recommendations...is that the medical and law enforcement points of view

must be reconciled for the program to continue to improve its operation in the county. The

type and extent of this relatienship should be determined through a meekting of top officials
representing law enforcement and criminal justice agencies in the county and the Public Health
Department. This group would be able to discuss the issues of clinic security, illegal methadone
trafficking, information exchange, the criminal justice system handling of patients, and the
coordination of clinic activities with those of other agencies in the counzy who ave concerned
with the problem of drug addiction.

As indicated, there is no easy resolution to these problems. ERach group perceives the problem differently,

and cach see the solutions from a perspective which has public support. If these issues could be resolved the
program would truly hecome a 'model! in the community treatment of hercin addicts, particularly if other community
agencies were entompassed within that model.

4. Intonsified Treatment. As indicated by the outcome data for patieats who remained oo the program, every effort

should Fe made te keep patiente active on the program. whether this rakes the form of more individualized
counseling #fforts or the provision »f morc services, such as vocational training, reste with program staff and
administration, The principal merit of methadone treatment appears to be that 1t will hring the addict fate
treatment, and it will assist him in the initial stages of coping with the habit. Whatever accurs during this
initisl perind of maintcnance is critical to the ultimate success nf the pationt. Hopefully, the program staff
will be equipped to previde needed services for all who want them.




1.0 - PROGRAM BACKGROUD AND DESCRIPTION

1.1 HISTORY AND GOALS

The Santa Clara County Hethadone Treatment Program has been operated since February 10, 1970 by the Mental
Health Bureau of the County Public Health Department. The program is authorized by the Substance Abuse Frogram
of the California Department of Health, and has additional appropriate approvals from other state agencies and
the Food and Drug Administration (FDA). The original protocal for regsearch and treatment was developed by
pvram Goldstein, M.D., Professor of Pharmacology, Stanford University, im conjunction with County staff.

Funding is provided by Federal grant monies, State Short-Doyle and Medi-Cal payments to patients, the local funds
from property taxes required for match, and, more recently, patient fees.

After the first year of operation en application was submitted to the Law Enforcement Assistance Admin-
istration for two years of funding at the level of §200,000 per year. The request for funding was due ta a
variety of factors, including the early success of the program, the need for services for a large population
of heroin addicta in the county, and evidence of increased crime rates related to heroin use. It was believed
that over 1,000 heroin addicts who met the program requirements were in need of treatment. Program goals
included an 80 percent reduction in the heroin use of these individuals, and a resulting decrease in criminal
activity and improvement in patients ability to function in the ccrmunity as useful citizens. A larper goal
was the development of an improved methadone program model by which future comprehensive programs could be
planned, operated, funded, and implemented in other areas of the state and nation.

In conjunction with the funding of the program and the pursuit of the goals specified above, it was felt
that the impact and results of such a county-wide methadene program should be measurable as to its impact on
the individual patlent, including his family and the community, and in terms of a possible reduction in drug-
related crime. Thege evaluation goals can be summarized as follows:

. To determine the impact of the program on the community - does methadone trestment reduce crime and
protect the community?

« To determine the effects of methadone treatment on the patlents in the program - do former addicts,
now patients, improve significantly with methadone treatment, and how do they improve?

. To describe the program and outline the methods used to achieve success with patients.

These broader program and evaluation goals are stated more succinctly in the progrem procedures manual:

Ta combine maximum efficiency and economy in the mass treatment of hard~core heroin
sddiction with a rigorous research design intended to yield significant information about
heroin addiction and about the relative efficacies of alternative ways of using methadone
in this cendition. The ultimate aim is to rehabilitate the addict and return him, if
possible, to a state of abstinence frecm all narcotics.

The specific philosophy and goals of the program as it is operated are discussed in the "Organization and
Procedures Manual," and are summarized here. It is necessary to quote the opening statement:

The purpose of the program is to assist hard«core heroin addicts who wish to give up
their heroin habit to do so. Methadone is & pharmacologic tool that does two things: (1)
stabilizes the addict's dependence, so he no longer becomes sick several times daily, and
80 he can stop using hersin without becoming eick; (2) it establishea a croass-tolerance to
all narcotics (“blockade") a0 that heroin use is no longer very rewarding. These two actions
make the addict, even when his motivation is embivalent, amenable to therapeutic intervention.

The methadone is not the therapy - it is an incldental (though essential) medicine, which, we
hope can eventually be given up.

The Manual goes on to state that this therapeutic intervention is essential "to bring about a change in life
style” on the part of the addict, and that this will only work 1f the program astaff are seen by the addict as
Yhelpful, supportive, nonpunitive, and sympathetically interested in him and his problems." This role requires
a staff which can combine "concern and sympathy with firmness and good judgement' in helping the addict find
"alternative satisfactions to the use of druge." The addict must learn Yhow to relate better to people, how to

act rﬁuponuibly, how to have trust and merit trust, how to care for others through steady employment and in other
ways.

The program is voluntary and any patient may leave at any time:

1
Santa Clera County Methadone Program, MOrganization and Procedure Manual,” revised April 15, 1972, page i.
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Nurses are authorized to institute withdrawal upon request, and the patient can specify
how long the withdrawal period is to be, A clear distinction is made, however, between with-
drawal against medical advice, and a withdrawal instituted because patient and staff have agreed
that the time has come to try it.

Thia distinction is also of importance in the research on the program, and will be dealt with in later sections
on results.

The program will also accept a patient back at any time without his waiting, guaranteeing him the feeling
that the program 1s consistent with wanting to help him. Finally:

The eventual goal is to taper off methadone and see if patients can lead a successful
abatinent i1ife without it. One full year without drug use would seem to be the minimum
reasonable period, and many major changes in the patient's 1ife wpuld have to have occurred,
to give grounds for thinking abstinence might work after methadone when it didn't work before
methadone.?

These goals will be discussed in more detail in the results section as they relate to what is happening to
patients on the program.

CLINIC STRUCTURE

The location of the five progrem tlinics is shown on Chart 1. HMoorpark {Central) (2) was the original
clinic and opened February 10, 1970. It is located near existing Health Department (and Mental Health) facilities,
and for 10 months was the only methadone clinic in the area. Many of the procedures used in the other four
clinics were developed at Central. The second clinic to open (December 7, 1970) was the Alum Rock clinic (4)
which {g located on the East side of the county in a low-income area. Shortly thereafter, on March 31, 1971,
the Gilroy clinic was opened in South County in the town of Gilroy (population: 13,170). This clinic serves
a large proportion of Chicanos and patients doing farm labor work. Just over a year later the Mountain View
clinic (1) was opened {April, 1972). There were delays due to grant management difficulties, personnel hiring

S1hid., po2.
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problems, and the difffculty encountered in securing clinic sitea. This clinic is located in North county and
serves a more affluent area of the county. The last to open, the 10th Street clinic (3), began operations on
June 19, 1972. It was originally intended to be located in the West county area; however, it was relocated in
the downtown Sen Jose area after a patient location survey was undertaken by research staff and revealed a high
concentration of addicts coming to the program who resided in the inner-city area. Program Community Workers,
many of whom are former addicts, concurred in this estimate and indicated that tranzportation problems to a
Weptolde facility would limit participation. Therefore the fifth clinic was placed in the ares supplying the
greatest numbers of addicts te the clinics. As each clinic has opened patients have been transferred, at their
request, to the clinics closest to their home or job. Program Administrative Staff and central records have
been moved to the 10th Street clinic, which is the new Administrative Headquarters for the progrem.

Each clinic originally accommodated up to 220 patients, although new rulings lowered this number te 175.
Clinic populations during the grant period are given in the tables in Appendix A, aleng with tabular descriptions
of the patient population. As the 10th Street Clinic has accepted more patients the population {n Central and
Alum Rock clinics dropped to the 150 patient level. The specific functions of program staff are described in
the First Year Final Report and the Organization and Procedure Manual; the attitudes of staff are discussed iu
the aection on ckaff program cvaluation.

1.3 PROJECT EVALUATION

A gocial evaluation and impact study, including the program audit, is being conducted by the American
Justice Institute on contract to the Sants Clara County Public Health Department. To facilitate their
identification in the =linics, this research staff tock the name "Social Evaluation Research Group" (SERG).

The SERG ptaff, consist of a secretary, research assistant, and a project director. Their activities are
supervised by an American Justice Institute Behavioral Scientist who also has responsibility for other contracts
in Santa Glars County.

Research staff duties have ingluded the formulation of the final project evaluation design and the
implementation of that design, as well as providing technical sssistance to the program staff. SERG staff
attend general staff meetings and generally participate in the ongoing activities of the clinics. Specific
duties involve the design of data collection instruments, data collection, editing, and coding, data processing,
data analysis, and the production portions of the quarterly and final reports. The data collectisn phase has
required close contact with itead nurses and Community Workers to insure that questionnaires are properly
adminfstered at intake and at epecified follow-up: intervals.

The SERG ataff also conduct fnterviews with program staff and do research on the families of patients. SERG

staff have been very well accepted at the clinics and have received the maximum degree of cooperation from clinic
staff and County personnel in collecting data which will adequately assess the impact of the Methadone Treatment
Program.

1.4 THE PROGRAY

In order to adequately asgsess the impact of a program it is necegssry to understand what {t is doing. With
the Methadone Traastment Progrem this is not an easy task because much of the work is done ‘on-~the-spot!' in
gituations described as 'erisis intervention.! The program at the clinics has been somewhat uneven. While much
is being done, there appears to be a need to provide a more intensive treatment effort going beyond a maintenance
program. The following describes the program in terms of outreach, patient intake, methadone, supportive services,
rehabilitation, and follow-up.

Qutreach and Community Relations

A number of community and agency outreach programs exist to reach potential methadone treatment candidates.
Conmunity outreach includes informative presentations by both professional and para-professional speakers. Local
schools and colleges, as well as business and professional clubs, are the primary users of these services. Several
newspaper articles documenting progress of the Methadone Program have been published, and staff members have
appearad on local television information programs.

Dorothy Littlejohn, of Medical News Media, has filmed the staff and patienta at the Gilroy Clinlc, and a
film of the Alum Rock Clinic operation has also been made. Meetings with various community action programs are
held throughout the county at regular intervals. The Methadone People's Organization (M.P.O.), a patient run
and community backed organization to air grievances and improve services was given the Use of program facilities
for apecific purposes. Staff works closely with the M.P.0O., a group which appeared to have taken over many
of the functions of an earlier Patient Council, at the Alum Rock Clinic.

This first effort on the part of the Methadone People's Organization resulted in staff agreement to let them
decide all matterz of policy on suspensions, clinie hours, vocational counseling, staff hiring, program operations
at the Alum Rock Ulinic for a perlod of time in 1972 to see if patients respond better te having these decisions
made by the H.P.de In an effort to measure the patient's attitudes before and after this change a questionnaire
to measure thepe attitudes was designed by the Organization, with the assistance of the SERG staff. It was also
administered at the Central Clinic as a control measure to test the validity of the instrument and to see if any
real changes oceurxed at Alum Rocks. The results of this effort are reported in Appendix E.

Agency outreach is a multi-faceted effort. Law enforcement and correctional agency representatives are in




close contact with the program due to the sensitive nature of the clinic operation. Open lines of communication
and cooperation between criminal justice agencies and the clinics is Imperative in order to develop and maintain
a smooth working relationship., Therefore, staff have met repeatedly with representatives of law enforcement
agencies in an effort to improve communication and outline program goals and objectives. At least a dozen
meetings were held with parole agents in 1972 and 1973 due to the increasing referral case load. Meetings with
representatives of the county jail (Sheriff's Department) have been held in an effort to improve care of
incarcerated patiente. A more recent problem has been that of involuntary referrals through the TASC (Treatment
Alterpatives to Street Crime) program set up by the federal govermment for narcoti{c addicts who violate the law.

Other drug abuse treatment agencies, such as Pathways, an abstinence-oriented program, are contacted
regularly to streamline patient referrals and reduce possible treatment overlap.

Due to the openings of both the Mountain View and 10th Street clinics, there has been no serious backlog of
addicts waiting to enter the program. In the past the waiting list has exceeded 400 addicts, however it is
unlikely to rise to that level again. Currently an inactive walting list consists of primarily those persons
whom the staff bas been unable to contact, those who are in jail but still pofential candidates for treatment, and
those who do not meet the criteria for program admission. These factors, coupled with a sudden decrease in the
heroin supply or a subsequent law enforcement 'scare', could result in an increase in the program admission rate.
Also, the ability of the rccently opened clinics to draw addicts from the surrounding locality may increase rhe
admission rate. As of Januvary 31, 1973, the clinics had a treatment population of 457 out of a total of 937
applicatinne from tha day the rlinics opened (53%),

Other factors which can unforsecahly effect admissions are increased media exposure as well as increased
referrals from correctional agencivs, including Criminal Justice Diversion Programs such as TasC.

Patient Intake
Intake is described in the Organization and Procedure manual as follows:®

4 heroin addict coming inte the clinic for information or to apply for admission is given ap
~ Information Sheet and meets with a staff memher (usually a Community Uorker). & short verbal interview
is conducted to determine if the addict appears to meet the minimum admission requirements. The
present criteria include (1) a two-year history of hard-core addiction, (2) a confirmed history of twn
or more failures to remain abutinent after treatment, {3) 18 years of age or older, (&) and a current
resident of Santa Clara Gounty. In addiction, three successive daily urine tests are remsired to- be

61bid., excerpted from pp. 6=7.

positive for narcotics, unless & gpatient is being accepted directly from incarceration by.arrangement with parole,
probation, or other law enforcrment agenciss, or directly from hospitalization. Before actually entering the
program an applicant will be rcjuired to sign various consent forms and to secure written verification that he
meets the various criteria for admiseion te the program. The participant is asked {f he is on parole or
probation; if so, he Is teld te contact his parole or probation vfficer about his intent to join the program.

In addition to the procedures dwscribed above {from the manual), precautions are taken to insure that an
addict does not attempt to enroll in a Santa Clara County clinic while receiving methadene from an out-of-county
program. The staff of local clinics are in touch with representatives of bordering county programs. Reciprocal
patient treatment lists are kept and periodic cross-checks of patient photographs are done to prevent the use of
an alias. Clinic rules and regulations are discussed with the patient on at least two occasions. Staff and
patient expectations, and the mutuality of those expectations, are discussed as are all aspecta of the use of
methadone, including ite possible side effects and what to do about them. The patients must sign a "Consent for
Treatment" form. The one facet of treatment not discussed is dosage level. Since the program utilizes the
single~blind method of dispensing methadone, i.e., the patients don't know the size of their dose or the changes
made in it, but the gtaff does, one of the ongoing issues 'n the program is knowledge of dosages on the part of
the patients. The organization and proceduve manual is very cglear on this:

(patients) may be reassured . . . that their dose is stable, that they are getting sufficient methadone,
that dose modifications will be made if required, and so on. A patient is never, under any circumstances,
given false information; but it is perfectly justifiable not to give any information, or to give limited
(but true) information. We believe - ~ though we cannot prove it - - that the principle of not revealing
doge information is a sound one; even if dose studies are not being conducted. If dose information is
avatlable, a process of dose negotiation is opened up, which seems counter to the main goals of
rehabilitation.?

1.5 STEPS OF 7ESPONSIBILITY FOR TAKING METHADONE HCOME

There are the general rules, but the sctual decisirn - for taking methadone home s made by the staff in
each case in the best interest of the Program and the in.\vidual patient.

It is the patient's obligation to obtain documentation of participation in an educational, vocational or
homemaking activity and to notify the staff of changes. This verification must be obtained at least monthly or

71bid., pp. 18-19.




vhen there has been a change in status. Authorized staff will make entries in the patient's chart to record
gtatus.

Take-Home Dosages

A maintenance treatment program shall provide take-heme dosages of methadone to a patient only when the
patient is satisfactorily adhering to the requirements of his maintenence treatment program, and where deily
attendance at the clinic would be {ncompatible with gainful employment, education, and responsible homemaking.

Prohibitions on Take~Home Dosages

No program shall provide take-home dosapes of methadone: To any patient whose daily dosage is above
50 milligrama.

Satiafactory Adherence to Program Requirements

A patient is deemed to be satisfactorily adhering to the requirements of his maintenance treazment program
vwhen he has fulfilled all the following:

(a) The patient has observed all the rules of the Program.

(%) The patient has demonstrated substantial progress in rehabilitation by participating actively in
treatment program activitieas.

v¢) The patient is participating in an educational, voeational, or homemaking activity.

{d) The patient has demonstrated that he has not repeatedly used any illicit drugs improperly.

{e} The patient has given no indication, including appropriate urinalysis results, that he is misusing
his methadone. HMisuse of methadone includes sharing, gliving away, selling or trading one's methadone

dusage, or not ingesting it daily in asccordence with Methadone Tieatment Program rules.

(f) The patient has given no indication that he is selling, distributing, or otherwise involved with
{1licit drugs and their use.

Schedule for Tuke~Home Dosages

Each treatment clinie adheres to the following schedule with respect to providing a patient with take~home
dosages of methadone:

Step I.

(a) No take<home Level. No treatment clinie shall provide a patient with a take~home dosage until such patient
has satisfactorily sdhered to ths requirements of his program for at least 30-days.

Step IT Level.

(b) After the patient has been on the treatment program for at least 30-dsys, has reached a gtable methadone
dosage level, realizes the hazards of handling methadone outside the facility, appreciate the need for
caution and safety in the self-administration of methadone, and has satisfactorily adhered to the require-
ments of his treatment program, such patient may be permitted to attend the clinic six davs a week and take-
home a one-day dosage supply.

Step III Level.
(¢) After at least 180 days of satisfactory adherence to the requirements of his treatment program, the patient

may be provided not more: than a two day take~home dosage supply. The patient will attend the facility at
least five times a week for observed ingestion of the methadone.

Step IV Level.
(d) After at least one year of satisfactory adherenmce to the requirements of his treatment program, the patient

may be provided not more than a two day take~home dosage supply. The patient will attend the clinic at
least three times a week for observed ingestion of the methadone.

Step V_ Level,

(e) After two years of satisfactory adherence to the requirements of his treatment program, the patient may be
permitted mot move than a three day take~home dosage supply. . The patient will attend the facility at least
two times a week for observed ingestion of the methadone.

(£) WNothing in this section shall prevent any clinic from establishing for an individual patient any take~-home
dosage vequirement which is mors stringant than is apecified in the schedule contained herein.

UNDER NO CIRCUMSTANQE WILL ANY PATYENT BE ALLOWED TO RECEIVE TAKE-HOME DOSES IN EXCESS OF A FIVE (5) DAY SUPPLY.




1.6 SUSPENSIONS AND I'ISCHARGES FROM THE PROGRAM

If a patient is suspended or discharged from the Program, as described below, he may first (if he requests
1t) attend clinic daily for 15 days to have his dosage reduced to zero.

Positive (or 'dirty") urinea are not reason for dismissal from the program, but the following forms of
behavior may lead to the patient's being discharged from the program if his actions endanger the Program, and
specifically:

=~ if he uses or threatens to use physical violence against any staff member or patient;

-~ if he gives away or sells methadone to any other person;

~= 1f he sells, gives away, buys, possesses, or uses any illicit drug in the ¢linic or its vicinity.
A patient will be guspended for 30 days:

-~ if ne is abgent four days in a single calendar month without advance authorization;

-~ if gtaff decides, after careful consideration, that a temporary suspension would be useful therapeutically
in improving his motivation or behavior.,

A patient who is suspended will not be reported to anyone outside the Program, because he is still considered
to be on the program; the sugpension is a therapeutic measure, part of the confidential medical records of the
clinic.

Although there are individual clinie varfiations, generally Methadone is dispensed between 6:30 and 11:30 a.m.
Monday through Friday. Clinics are open for one hour on Saturday and Sundays. Medication is not glven to these
patients who do not cowe to the clinic during regular hours except im unusual circumstances, e.g., illuness. In
these instances a nurge will take the methadone to the patient's home. Jail medical staff provide methadone for
those patients in jail for withdrawal on a ten day schedule. Patients on work furlough from the county jail farm
(Elmwood) may be maintained on a regular basis at the clinico. Hospitalized patients are maintained by their
physicians using hospital or in-house medication.

As indicated earlier, random urine samples are taken for laboratory analysis and inclusion in the patient's

.chart. Approximately one patient in five at each clinic is tested cach day. Patients entering the program or
those who are repeatedly "dirty! may be required to give dally urine specimens, If a patient refuses to give
a urine sample a positive result is recorded and no medication is given. Oplates (including methadone and

codeine), amphetamines, barbiturates, and cocaine are detected by urinalysis.

Patients are charged a 'flat' fee for their methadone. Initially fees were charged based on the patient's
income level as reported at admission. This system resulted in reports of ne employment when this was not the
case and did not achieve the result of having the patient pay for a portion of this treatment., In September of
1971, a new policy was instituted regardinpg fee payment which has worked very well. It requires an initial
payment of 54,00 to pay for the first and last weeks of treatment, which must be paid on the first visit. For
patients who qualify for Medi-Cal benefits their costs are paid by Medi-Cal when appropriate identification
is obtained. All costs not covered by Medi-Cal or patients fees are paid by Federal, State, and local funds.
The present cost per patient is reported in the section on benefit/cost along with other information on the
program's costs and savings to the patients and community residents.

Supportive Services

As indicated, methadone was the primary treatment modality. Adjunctive services were provided largely
on an ad hoc basis, or as needed. There are now clearly defined steps in the clinic treatment process. However,
the need for a more clearly defined treatment program, and the fourth program year (1973-74) promises improvement
through the introduction of NIMH funding specifically for this purpose.

Group counseling and group therapy are now conducted at various points in time, particularly at induction and
during orientation, and at critical transition stages (e.g., withdrawal, 1ife crisis). Patients and their spouses
are individually counseled concerning the transition from heroln to methadone use in an effort to encourage life
style changes. Of particular importance is the introduction of new techniques for dealing with non-drug related
problems and ¢rises. Family groups have been instituted which are generally conducted on a weekly basis by a
nurse or counselor.  From time to time groups have been formed at various elinies ta help patients with specific
problems; these groups may involve all staff at a clinic (nurse, Community Worker, vocational counselor, or some
combination therenf). Program orientation, policy, and philosophy are discussed at any time.

Individual counseling is available at any time with the nurees, vocational counselors, Community Workers, or
any combination of staff members., Due to the large numbers of patients at some of the clinics in recent months
counseling has been difficult to do on a regular basis. However, follow-up is done with all patients on a
quarterly basis, and more often with the newer patients. Thie involves an interview, administration of a progress
questionnaire, and intensive individual counseling as appropriate. Outside visits are made to patlents
legitimately unable to attend the clinic as required. The following ia an example of such a ecase:

On bedrest for three months, she is seen by an R.N. 90% of the time and an addiction

specialist the remaining 10%. This occurs three times weekly. Services include individual
counseling, continuing progress questionnaires, urine collection and dosage drinking observation,
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making careful observation and clinical judgement regarding patient illness, phyeical coudition,
and 1ts implicarions in relation to her progress on methadone.

One-to-one "rapping" is often initiated on an impromptu, informal basis. While this may appear somewhat
superficial it is often quite beneficial as problems are identified and staff can attempt to help the patient
deal with them. This type of crisis intervention ls done by all staff members and may include individual
counseling or assiatance by clinic ataff, or referral to the appropriate agency for necessary action.

PROGRESS EVALUATION

The progreas of patients toward complete rehabilitation is followed by an orderly system of interviews
with staff on a private basis. Patients are expected to cooperate in keeping appointments for interviews.
Group attendance may also be recommended or required, especially for patients having unusual difficulty giving
up established patterns of drug use.

Rehabiilitation

The bulk of the effort to prepare the patient for participation i{n the non-addict culture, aside from
methadone treatment itself, is initiated by the Vocational Servicea Counselor. .Job referrals are done in
the private and public sector. Counselors are in contact with the State Department of Human Resources
Development (HRD) (employment department), and they refer clients directly or through a computerized Job Bank
operated by HRD.

Job training referrals include agenclies such as the Work Incentive (WIN) program, the Opportunities
Industrialization Center (0IC), MDTA, and other appropriate training and job development progrems. Liaison
with training agencies to check on patient progress in an important part of the job of the Vocational
Services Counselor.

Development of educational and vocational plans with patients, and the assessment of realistic career
goalg and vocational skills are a function of the Vocational Services Counselors. Counseling support to
patients in solving welfare problems (e.g., eligibility, types of assistance) is given, as well as referrals
to assistance in resolving legal problems, Other sources of possible financial support, euch as speclalized
city or local community endeavors, are also good referral resources.

Ongoing individual counseling, when requested or required, is another aspect of the Vocational Services
Counselors® realm of responsibility.

No training programs currently exist solely for patients. The need for a hobby shop to £411 patients free
time and provide a smali income has been considsred. A sheltered workshop 1is also under consideratiom, but
requirements for space, funda, and staff time are as yet unmet.

Follow-Up

Due to the nature of the addict 1ife atyle and program concerns for confidentiality, great care muct be
uged in any attempts to follow patients once they leave the program. Since they are often off the program due
te conflict with the law, follow-up can also subject the follower to some degree of personal danger. Therefore,
unless the addict voluntarily returns to the program, most information is difficult to verify. The program,
and research staff, must rely on the individual or othsr concerned agenciens, such as criminal justice agencies,
to maintain and wake available pertinent post-program dropout data. In the case of criminal activity and
reported carnings, this has been done and ie described in the results section of the report. Attempts by social
evaluation stafi to interview the family or friends of patients on the program have met with suspicion and
little real success, as will also be discussed under results. A follow-up study done by the Stanford Narcotics
Addiction Research Laboratory is included as Appendix D, as summarized by Dr. Kenneth Meinhardt.

PROGRAM EVALUATION

PURPOSE

The purpose of the eveluation is twofold:

1. To detemmine the overall success of the program based on program outcome on selected c¢riterion
variables, using program status as the basic analytical variable, i.e., whether the patient remained
on the program or tots

2. To determine the strength of the relationship between all baseline variables (patient status at intake)
and program outcome based on selected criterion variables. This ls a prediction model; and provides
information on which patients are most likely to do well in methadone treatment as it ig presently
done, baged on their background at intake.

3

The results reported represent the effects of a primarily malntenance-oriented treatment effort, with
little emphasia on conventional addict/patient treatment approaches, such as group counseling and long-
term individual counseling. The basi¢ assumption is that all patients received the same level of treatment




effort, which primarily included crisis intervention and vocational counseling as requested by the patients,

and the distribution of methadone in varying dosages. The results of the dosage experiments are documented
elsewhere, since they were done independently of the present evaluation. The goals of the third year of

the program funding are directed more specifically at treatment approaches, and it is anticipated thar levels of
treatment will be sufficiently diverse at that time to allow for specific measures of treatment impact.

2.2 DESIGN

The program evaluation is designed to determine patient outcome on the criteria of c¢riminal activity, social
productivity (employment and earnings), drug use, and other criteria related to social functioning (family
relationships, friendships, use of time, etc.). Data has been collected on a baseline and follow-up basis for
all patients who have entered the program between February 10, 1970 and January 31, 1973. These data are of two
basic types: Patfent self-report and information from official records.

The major difficulty in the design of the evaluation has been the lack of a control group against which to
evaluate outcome criteria performance; all measures of patient progrese have been made against the patient's
own baseline level of functioning. This was necessary because program staff and administrators felt that the
random selection of patienta for the program would be unethical from two standpoints: (1) Medical, in that
one does not refuse treatment of this nature for purpuses of creating a control group, and (2) Political, in
that the program is tax-supported and it would be difficult for a governmental agency to refuse treatment to a
taxpayer in need, or someone supported by a taxpayer. A third reason is simply that the program was designed
to attempt to treat all the heroin addicts in the county who qualified.

Subjects

The program population was divided into three groups for analysis. These groups are shown in Chart #2
along with the type of data collected and the name of the form or procedure used. For the total populatien,
for example, the primary record is the "Data 4" form, which is the standard entry data collection form used
by the Health Department (Santa Clara County Health Department Communitv Mental Health Services Data Sheet).
This form was completed for all of those patients entering during the period of study.

8See Avram Goldstein, "The Pharmacolopic Basis of Methadone Treatment®, in the proceedings of the Fourth National
Conference on Methadone Treatment (New York: National Assocliation for the Prevention of Addiction to Narcotics,
1972), pp. 27-32; necessary patient history and progress data were generously supplied by Dr. Goldstein for use
in the present study (Stanford University Narcotic Addiction Research Laberatory).

CHART 2. PROGRAM POPULATIONS STUDIED, DATA COLLECTION
CATEGORIES, AND SQURCES OF DATA

PATIENT /APPLICANT STUDY GROUPS*
TOTAL PATIENT ALL 1970 -~ 1971 PATIENTS
POPULATION (N=463) 1971.1972 PATIENTS
DATA (N=937) Februavy 10, 1970 - (N=610)
COLLECTIOR February 1, 1970~ | December 3., 1970 August 1, 1971 -~
CATEGORIES January -31, 1973 January 31, 1973

BASELINE SOCTAL DATA
Data &

~Demographic/Background Data 4 Data 4 **Input Questionnaire-
Initial Interview

~Employment #*Input Question-

maire (history) Data 4 Patient Employment Questionnaire

(PEQ)

~Family Family Initial Background
Survey (FIBS):Family Interview (FAIN)

~Stability (Life Style) Way of Life Inquiry (WOL)

~Census Tract of Residencd 1970 Cenaus Data

FOLLOW-UP DATA

~Criminal Activity 0fficial State Records (CIL) | Official State Records (CII)

~Drug Use Honthly Data Summaries

-BEarnings State Base Wage File

~Educational Attaimment Educational Records

~Progress Data ’ **Progress Questionnaire 83;;::;1 ggggégidual Progress

~-Stability (Life Style) Hay of YLife Inquiry (WOL)

*  The total population of 937 is not included in the two subpopulation because: (1) July, 1971 data was not
included in the cohort nor was new evaluation data collected in that month; (2) patients from other programs
who were admitted were not included, and (3) some data was not collected in the initial phases of evaluation--
deta on 1% of all patients (873) has been snalyzed.

** Data made available from Stanford University Narcotic Addiction Research Laboratory.




The specific reasons for distributing patients into three population groups for study +ill ke documented
below under the Afscussion of the procedures used and results obtained with each group. The first concern was
to develop a population on which extensive follow-up data cculd be crllected for use in determining program
impact. This is the 1970-197L population (N=463), representing entrants during the first seventeen months of
program opersticr. Since data collection began in August of 1971 for the specific purposes of this study,
follow-up data ¢nuld only be collected on the post-August population over a brief perind »f timn, Howevnr,‘the
post-August (1971) population is beginning to develop follow~up potential, which is reported con here, and will
have the greatest potential for analysis at the end of the third year of study.

The svatem of data collection was organized early in the program by the pharmacnlogical ctudy group.¥®
Queazionnaire completion and interviewing is done by staff community workers (formorly callod addiectior
apecialicta) at each clinic, many of whom are former addicts or vho otherwise know tho nvpe of nnvironme?t .
from which patients arc coming. These individuals are seen as reliable data collectors due ¢ their familiavity
with the patiert populatlion and their attitudes, language, and 1ife stvle. Mast guestionnafroc are given te
the parient to f111 out; persons having difficulty responding are helped W the © ey Uerker, many of whom
speak Spasich and are able to trarslate difficult items or assist in intersretiny the oncoutions,

The Initial Interview, Patient Employmenrt Questisnnaire, Family Iritial Backoranad Torvew, agd dav of Life
Inquiry an shows in Charr #2 are given te he patient Auring the cek ‘e romee nn vhe nrapran, Thevesfrer he
ig piven the Yuarterly Individual Progress Sumrary every three months and ic rewadnini«tored the Wav of Life
Inqairy every usix maonthe for follow-up purposes. The Input Interview is given i- +the firar ack and rhe Progress
Questionnaire at the losignated weekly intervals of 1, 3, 5, 9, 1% 27 and succpediv: thren mnnth porindes
this data goew directly to the Stanford Narcotic Addiction Research Lakeratary,

The callection of data from official records for follow-up purposss will be Aeeccibo? Talar T ek
population under study, as will be the specific apalytical concerns related *o the sturdy ~f cach nopelation,

* New Stanford Narcoric Addiction Research Lahoratory,

3.0 EVALUATION RESULTS

3.1 THE TOTAL PATIENT POPULATION

Baseline data is collected on each patient as they enter the program. This data is based upon patient
self report, and is gathered from the patient Short-Doyle charts, particularily the Santa Clara County Health
Department Services Data Sheet.

The total Group I population data is shown on Table I through Table X in Appendix A. The tables show also
the distribution of the population for the five clinics. This population of 937 patients is based on all the
patients that entered the program from its inception, February 10, 1970, through January 31, 1973. Of these
937 patients 455 had dropped off the program as of Janusry 31, 1973; this represents a retention rate of 51.4
percent. --In the first year final report, Social Evaluation and Impact Stud of Santa Clara County Hethadone
Treatment snd Rehabilitation Program, July, 1972 (L.E.A.A. Grant #/1-DF~679), & retention rate of 71.7 percent
was reported for the entire population to enter the program at that time. The 51.4 percent current retention
is substantially lower than the previous 71.7 percent.  Several factors have to be taken into account to
adequately explain this difference,

Firat, the retention rate is not based upon a cohort analysis. The patient who is on the program for
nearly three years is counted in the ssme fashion ag the patient who has been on the program for only one
month.

Second, sixty patients were withdresm with staff approvel, and cannot be counted as failures. Also nine
patients died while they were on the program and cannot be counted aa failures except possibly in a medical
gence.

The result of this is that the retention rate is raised to 55.5% when those that were withdrawn with
ataff approval and those that died while on the program are excluded from consideration as either on or off
the program.

Other programs report high retention ratsa. The program evaluated by Dr. Gearing, in New York City,
report retention rates as high as 80 percent.’ On the other hand, programs having less rigorous selection
criteria report lower “success" or retention rates. Rosenberg et al report that the retention rate from

9Franceu Rowe Gearing, "Methadone Maintenance Treatment Program: Progress Report of Evaluation Through March 21,
1970%; asubmitted to New York State Narcotic Addiction Control Commission, May 8, 1970,




their waiting list and treatment was approximately 40 percent.10

The Santa Clara County program has a retention rate betwesn these extremes. The program does not select
patients on their ability to succeed; patients are not excluded frem treatment because of possible paychosis,
alcoholism, or multiple drug abuae,

Differences exist for heroin addicts and methadone patients acress the nation in age, ethnicity, and
probably numerous other demographic and personological characteristice. Dgfferences also exist for patients in
the Santa Clara County program between various clinics.

There are now five clinics in the county. Three of these clinics have quite similar populations, Alum
Rock, CGentral and 10th Street, All of these clinics are located in San Jose, the county seat and largest city
in the county. The patients in these clinics can be examined in Tables I « 10 in Appendix A. The newly opened
10th Street clinic is very similar to the firet two clinica to open, Central and Alum Rock. The population
of these three clinics are older, more apt to be married, and to contain a higher percentage of females.

The two remaining clinics, Gilroy and Mt. View, show somewlat diverse populations. The Mt, View clinic
shows a higher proportion of single, young, caucasfian males than other clinics, and more of these patients
are working upon admission to the program. They show a lower percentage in the semi-~ and unaskilled occupational
categories and a corrxespondingly higher proportion in the clerical, creative and communication, sales, and
professional categories of occupationsa.

The Gilroy clinic 1s similar to the Mt. View clinfc in that the population is predominately single, young,
and male. There ia, however, a higher proportion of chicenos, and less of the patients are employed upon
admission to the program.

Data in Tables I through 10 offer deacriptive information on patients in the Santa Clara County Program
that are ugeful in examining differences between the admissions at the five cliniecs. They will also allow
other heroin addiction programs and methadone programa to compare these descriptions with their own population.
These tables, however, do not examine chenges in patient characteristics upon admission aver time,

In charts 3 and 4, certain entry characteristics of the population are displayed by yearly quarters.

10Chaim Rosenberg, Gerald E. Davidson, and Veram D. Patch, '"Patterns of Dropouts from & Methadone Program for
Narcotic Addicta", International Journal of the Addictiona, 7 (1972).
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The rescarch staff had earlier assumed that as the program became older, the characteristics of the patients
would change. It was thought that there would be more families, more caucasisens, a higher proportion of
unmarried people who would be younger and have a higher level of education. Therapeutic problems were anticipated
at the varioua clinics because this populatfon would be younger and less stable ~-- and probably lesa involved
in the community.

Theae hypotheses were largely unfounded, on chart 3 the only noticeable change in admission characteristics
being the greater proportion of unmarried patients as the program became older.

There is, but not as great as expected, a slight overall increase in the percentage of males and caucasiens,
also, the median age decrecased slightly and median years of education increased slightly. The percentage of
patients reporting themselves employed at admission remained fairly constant; changes from quarter to quarter
can possibly be attributed to changing economic and employment opportunities in the area.

3.2 THE 1970-1971 CCHORT POPULATION

The 1970-1971 cohort population, hereafter referred to as the "cohort," was made up of 463 patients who
entered the methadone program between February 10, 1970, the start of the program, and June 30, 197l. This
group was selected for analysis because ejghteen months of follow-up data is now available on them, as well
as data on criminal activity eighteen months pre-program and data on wages up to fifteen months pre-program.

As indicated, the purpose of the analysis was two-fold; first, to determine {f the program was succesgful
in reducing eriminal activity, reducing drug use, and Increasing the social productivity of the patients, and
second, to ditermine which types of patients were most successful on the program from background information
on them, i.e., to develop a level of prediction of succesas,

Patient Distyibutisn for Analysis

Since there was no control group againet which to compare progream participents, 1t was necessary to
diatribute the patient population into various groups for analysis. This wae done in two waye: (1) by
patient status, i.e., whether they were "on' or "off" the progrem, and (2) by design groups made up of
"failure", "no change", and "success" groups based on c¢rime and wage data.

Patient status. In the absence of & control group, the principal analytical technique available was that of
making comparisons between patients who began the prograem and remained on or left with staff approval and

11




those who began and went off the program at some point. The purpose is first to see if both groups are identical
at program admisaion, and then to gee if they diffe. significantly on outcome measures subsequent to treatment.

In most cases, for example, the population wiii not differ at the atart of their methadone treatment. As
treatment progresses, we may hypothesize that patients leaving the program will become s distinet group with
significantly different characteristics from those staying on the program. In like manner, we may hypothesize
the patients remaining on the program will perform significantly different on the various outcome measures as a
result of their decision to stay in treatment; the assumption i{s that they are getting something out of treat-
ment, whereas those who leave are not.

If both groups atarted with an equal *chance" of success, other variables may explain why one group did
not do 8o well, and why a group was either on or off the program at a specified point in time. It is not
unreasonable to expect that patients going off the program might be in fact Mless seriously addicted” than
patients ataying on the program, and hence they might do better subsequent to program admission whether they
stay on or not. Converaely, those ataying on might be "more seriously addicted" and even while on the program
do more poorly than the others,

Therefore, the first task is to determine whether both groups were comparable at the start of treatment
on all variables. 1f this is the case, and either group performs better, their performance must be looked at
in relation to the fact of program participation.

Again, the basic problem in this type of analysis is that we can never really be sure if those who qualified
for the program and had been placed in a control group would have done as well s or aignificantly better than
those who did enter the program. As will be shown in the analysis of the data, patients staying on do better
than those leaving the program. The untested assumption ia that a control population wbuld not te as well as
those leaving the program.

Design groups. A asecond approach used in analysing the data was that of using performance criteria for the
selection of program successes and fallures. Since the data on criminal activity and carnings encompass both
patlents on and off the program, it was felt that they should be uged in making the succesa-failure determination.
Most {mportant in this regard is evidence of positive or negative movement by the patient on these criteria

over the three year period data was collected (18 months pre, 18 months post program). Brill and Lieberman,

in their discussion of the Washington Heights Rehabilitation Center (New York) treatment program for.narcotics
addicts, indicate that one of the primary objectives of the program was 'to alter, wherever this was necessary,
both attitudes and behavior of the patient in the following areas: (a) work, (b) friendship and hetero-sexual

relationships, (c) family responsibility (d) leisure time and (e) criminality.'!l These were recagnized as longw
term goals; the most important consideration was some sign of patient movement . . . in a desired direction as a
function of his particular needs as well as the aituation he brings to the Initial consultation . . .'12

While the present study did not document individualized goals, the concept of positive movement in relation to
the criteria established is considered evidence of program success, and negative movement of program failure.
Maddux and Bowden, in their critique of methadone evaluations, epecifically recommend that employment. and
criminal activity criteria be used, particularly because the traditional ¢riteria of attainment of a drug-free
gtate do not apply:

Increased legitimate employment and reduced criminal activity seem more appropriate criteria of
success with methadone maintenance than substitution of one morphine-like drug for another. These
changes in social performance represent plausible consequences of freedom from the hustle for heroin.

They continue by stating that it is unfortunate that investigators continue to use only che data from remaining
samples (the problem of the 'shrinking N), and that they do not have sufficient comparison data from which to
draw good impressione of succeos.lé : These problems have been dealt with in this study on the key criterion
variables.

Therefore; one task was that of distributing the patient population into groups based on these criteria
of criminal activity and earnings. . The primary criterion used was criminal behavior (See Appendix F), with
refinements based on earnings in the start quarter as opposed to the four subsequent quarters (averaged).  The
resulting nine "design groups" were arbitrarily assigned names, as follows:

1. Crime-Wage Success, 9 patients, 1.9%: these patients had a conviction in the eighteen month period
prior to coming on the program and no more than an arrest up to eighteen months post program; at the
game time they made leas than $500 in their start quarter and averaged over $500 per quarter in
earnings for the four quarters (one year) after atarting the program.

2. Crime Succesms, 87 patients, 18.8%: these patients had a conviction pre-program and no more than
an arrest post-program; wages were not used as a definer.

11,1210u14 Liebermen and Leon Brill, “Rational Authority," Chapter 3 in Major Modalities in the Treatment of Drug
Abuse, Leon Brill and Louis Lieberman, eds. (New York: Behavioral Publications, 1972), pp. 7L-72.

13’lAJames F. Maddux and Charles L. Bowden, "Critique of Success with Methadone Maintenance," Amer. J. Poychiat.,
129 (0ctober, 1972), p. 10, "
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3. Hage Success, Arrest Only, 13 patients, 2.8%: for these patients wages increased as described in
“1% above and they had no greater than an arrest pre and post program, often having no arrest.

4. Wage Success, Conviction Only, 9, 1.9%: wages increased as described in "1 above and they had at
least a conviction pre and post progran.

5. MNo Change, 238, 51,4%: these patients did not meet any of the success or failure criteria applied,
i.e,, they "stayed about the same."

6. Wage Fajlure, Arvest Only, 9, 1.9%: for these patients wages declined from over $500 in the start
quarter to less than $500 per quarter (averaged) for the four quarters (one year) after starting the
program, and they had no greater than an arrest pre and post program, often having no arrest.

7. Hage Failure, Conviction Only, 13, 2,8%4: wages decreased as deseribed fn "6" above and they had
at least a conviction pre and post program.

8. Crime Fallure, 78, 16.8%: these patients had no more then an arrest pre-~program {(i.e., no conviections),
and a conviction post-program; wages were not used as a definer.

9. Crime-Wage Failure, 7, 1.5%: these patients had no more than a. arrest pre-program, as in 8" above,
and a conviction post-program; at the same time thelr wages declined as described in "6" above.

These design groups have been combined at various stages of the analysis into three groups (1 through 4,
succeds; 5, no change; 5 through 9, failure) and f{ive groups (1,2; 3,4; 5; 6,7; 8,9) depending upon the degree
of definition considered critical to the analyticsl task.

It is understood that some people will not consider a decrease in criminal activity coupled with increased
earning an absolute criterion of 'succease'; however, these are the data which are moat reliable and conaistent
for patients on and off the program for a period of up to eighteen months pre and post program. PFPrior to
presenting reasults based on status and design group comparisong, the sources of data on criminal activity and
earnings are glven; other data sources will be described as results are reported on them.

Criminal Activity Data., The sourde of records on criminal activity was the California Department of Justice
Bureau of Criminal Statistics (BCS) and the Yrap sheets" of the California Bureau of Identification and
Inveatigation (CII), alasc in the Justice Department. These records furnish reliable information on an
individual's recorded criminal justice system involvement. The greateot problem with these records, aside
from the fact that they are for recorded criminal behavior only, is that they are sometimes vague as to the

time of occurrence of the criminal behavior. For example, if an individual is arrested subsequent to his starting
the program the arrest may be for behavior which occurred prior to program involvement. Where this was known,

the behavior was coded for the perioed fn which it occurred. Similarly, if an individual was arrested pre-program
and convicted for that offense after he came on the program it was coded as a pre-program conviction, since it
represented behavior prior to coming onto the program. Neither problem was seen ag having 4 major effect on the
quality of the data.

Several measures were used to tap criminal behavior. These included the total number of arrests of all
kinds, and the number of arrests and convictions by type (vehicle code, misdemeanor, felony, and parole and
probation violations)s Also included were the number and type of local sentences (summary probation, new
additional or regular probation, jail and suspended sentence, jail sentence not suspended, and jsil or fime).
State level sentences to the California Youth Authority, Department of Corrections, and Narcotic Treatment
Rehabilitation Center (CRC), California Medical Facility (Vacaville), and the Department of Mental Hygiene
were coded as were Federal prison sentences.

In order to determine the seriousness of criminal behavior both before and after the program, a revised
and updated version of the Sechrest Offense Severity Scale (S0SS) was used to classify offenses as to their
judged severity.15 This scale, which is attached as Appendix I, is derived from the offense rankings of correct-
ional staff and inmates of a state prison and from rankings of Santa Clara County jail farm etaff and inmates.
The jail group were given overlapping items on the mcale to see 1f their rankings agreed with those taken five
yeara earlier (1966) in the state prigon; agreement was very high (rho= .94). Some offenses werec added to
the scale, being placed there while the scale was in use in a probation study, where the investjgator found
general apreement as to their placement. Most offenses which were coded were the most common ones included in
their original and revised scale. These scores have been adjusted by rounding them to the highest digit for
uge in this srudy.

Actual offenses were coded, and criminal behavior was also placed on a single continuum as to the single
most serious disposition brought about by an individual in a year (see Appendix F). The months incarcerated
during the year were also coded, a "month" being any number of days of incarceration in a given month, ag were
the number of months to the first arrest leading to a conviction. The most important addition to the coding
process in the second year was the addition of time at risk pre and post program. It was felt that this was
necesgary to control for the likelihoot that patients classified by status or design groups as "successes"

155echrcun‘ Dale K. “Comparisons of Inmates' and Staff's Judgement of the Severity of Offenses", J. of Research in
Crime and Delinquency (January, 1969); see also, Alvin Rudoff and T. G. Esselstyn, Jail Inmates at Work (June, 1971),
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3.3

or "failures" might be less subject to accurate classification due to their lack of equal exposure in the
comnunity.

Employment and Earnings Data. Patient employment 1s one of the most important signs of Improvement in social
productivity. When 2 patient is no longer dependent on the use of heroin, he is much more capable of holding
employment, snd guch employment ls generally viewed as a critical first step im hia movement away from drug
dependency. His judgment {s not impaired by the drug; he does not become sick needing the drug; and he is not
absent from work attempting to scure the drug, should he be legitimately employed while using. The obvious
implication of no legitimate work is that welfare or "hustling' will be used to support oneself. The program
places particular emphasis on employment for the patient while he or she 18 on the program.

Data on employment were available from two aources: (1) the information gathered as part of the pharmaco-
logical study, and (2} from data supplied from the “Base Wage File" of the California Department of Human
Resources. The data from the latter source was used in the initial classification of cohort patients.

Bane wage data is used for calculating unemployment and disability inourance benefits. Paper output from
this computer tape produces an individual's earninga for Californis employees for five calendar quarters, by
quarter. Types of employment mot covered by this record are (1) government, (2) private household, and (3)
certain non-profit orgenizationa. Research staff received permlssion to access these data for purposes of
determining the earnings of methadone patienta. The confidentiality of these data has been carefully obgerved.

In order to make the data received as complete as possible, employment records of two kinds were examined
to determine earnings not reported in the Base Wage Files. All state employment earnings records for cohort
patients were checked, and all Santa Clars County employment earnings records were checked. A high level of
cooperation was obtained from both agencies of government in allowing confidential access to these records.
Since very little evidence of earnings from these sources was found, it was felt that a check of city employ~
ment records in the County would net significantly improve the records, particularly in view of the time and
energy involved in manually going through these records. There was no way to recover data on private housex
held or noneprofit organizations.

An explanation of the method of collection of base wage data is necessary. When submitting the card
requesting these data In a given quarkter, the data received was for the five quarters preceeding the quarter
before the request was submitted. For the group which started in the firat quarter of 1970, it was only
possible to get data going back to their start quarter, since the request was wade in the third quarter of
1971. When this request was submitted for all those starting in 1970, it was possible to eventually begin
to get data on quarterly cohort groups for perlods prior to their start guarter. Therefore, in two instancea
wage data was not fully available for the cohort patienta: (1) as clted above, for the first groups of
program entrants, and (2) for more current entrants, for whom data was available for all quasrters except the

most recent. Ag will be shown in the results section, data was available for the maximum numbers of subjects
between the start quarter and the £ifth quarter after atarting, although data is available for decreasing numbers
of patients at each extreme. For example, for the fourth quarter before starting base wage data is available on
168 of the 463 cohort patients, or 36.3 percent; for the gtart quarter, 426 patients of 92 percent; the £ifth
quarter after, 428 or 92.4 percent, and the ninth quarter after, 146 or 31.5 percent. The maximum {in any
category is about 92 percent because social security numbers were not available for the other patients, or data
wag not received on them.

RESULTS FOR THE COHORT POPULATION

Status Croups and Program Retention

Since retention on the program is often considered a primary criterion of its success, this factor will be
dealt with prior to an in-depth consideration of outcome performance. For this comparison, data on patients who
all had completed just twelve program months wag used (i.e., only their status at the twelveth month was uaed
for all 463 patients). The overall retention rate was 73.9 percent, as seen in Table 1 (The significance of
the X2 statistic will be discussed under reasons for leaving the program).

As indicated earlier, retention was also calculated for patients who had completed a minimum of twenty-four
months or more (up to 35 months) on the program. While this figure is not strictly comparable to the twelve
month figure, it does indicate a drop in retention rate to 55.3 percent Yon', (256) which includes 47 patients
leaving with staff approval and five deceased®. The absolute rate is 45.1 percent (209 retained).

Baged on their status at a minimum of twenty-four program months, patients who left averaged 13.2 months
on the program (range of 1 .to 35 montha, o= 7,5), with about two-thirds leaving between the sixth and the twenty~
first montha. Those btill on the program had spent a minimum of 24 months and a maximum of 35 months (for thoge
gtarting when the program began) on the program. It appears, therefore, that patients staylng on the program
had spent about twice as long in treatment as those who left.

Dewign Groups and Propram Retention

Another way of looking at program retention is through the use of the design groups. Rather than indicate
a simple retention rate of 73.9 percent basad on program atatus, it may be more appropriate to state a Y“succese
rate" of 25.5 percent, as shown in Table 1. This rate represents positive improvement on the part of the 463

%This ip the seme as for the total population {corrected), 55.5%.
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TABLE - I

PROGRAM STATUS AT TWELVE MONTHS
FROM START BY COMBINED DESIGN GROUPS

Program Status

DESIGN o OFF .. ToTaL

GRoUP No. % No.| % _ No. Percent
Success 97 2B.4 121 [17.4 118 25.5
No Change 178 52.0 160 [49.6 238 51.4
Failure 67 19.6 140 (33.1 107 23.1
TOTAL: 342 ]100.0 121;100.0 463 100.0 !
Retention Rate: Lo ] 28 100.0

X2 = 11.29, pe.0l, df = 2

who entered the program through June 30, 1972; there is a corresponding "failure rate® of 23.1 percent. More
important than either of these, however, is the "no change rate' of 5l.4 percent, representing 238 patients

who did neither worse nor better subsequent to program entry, whether they were on or off the program. In fact,
one~fourth (74.84) of them (178) were still on the program at a minimum of 24 months from admission and are yet
candidates for either success or failure. When these groups are cembined, a “euccess~no change/on program! rate
of 63.9 percent results (118 auccesses on or off, and 178 on program, no change patients). Thiz rate would drop
to 54.2 percent if patients in the 'no change' category continue to leave the program at the same rate for a
second twelve months (two years).

If one wished to consider the fact that the entire "“no change" group are something other than fallures,
whether on or off the program at one year, a rate of 76.9 percent could be claimed., It is felt, however, that
the 63,9 percent figure 1s most appropriate since it includes only patients in the 'no change" category who
are atill on the program.

Thus, for the first year of program involvement almost two-thirde of the patiente treated can be coneidered
elther succesafully trented or potential successes based on the criteria of criminal involvement and/or wages
earned. Lt should be clear that this figure is based on the performance of all patients entering the program
in a specific period of time and followed for eighteen months, and not on a "shrinking sample" of patients still
on the program at that time.

Risk Time and Reason for Leaving Program

The reasone patients leave the program are of considerable importance in determining program gsuccess. As
indicated by Block and Perkins {n their study of some f ‘lures in methadone treatment, program retention is
eritical to succesng.

Death, criminal-legal involvement, incarcerations, and continued drug abuse patterne appear
to be great risks for this group of failed patients. We believe this evidence suggests that
intensified efforts to retain addicts may be needed in methadone programs.

The reasons patients have left the program and their time in the community will be considerad by status and
by design group. First, however, there are some general considerations which relate to the total population.

The mean months to leaving the program along with "time to risk”, or time in the community, is shown in

lbMarvin B. Perkins and Harriet I. Bloch, "A Study of Some Failures in Methadone Treatment," Amer. J. Fsychiat.,
128 (July, 1971), p. 81,
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Table 2. The time at risk represents the average number of months the individual gpent on the streets in the
eighteen month pre and the eighteen month post progrem entry period. The group which spent the least time on

the program was composed of patients who simply vanished with o word to the program staff (N=34). They differ
significantly in time on the program from those who withdrew with staff approval and those who withdrew without
ataff approval.* Following them off the program was the group which left the area (moved) and advised the clinic;
they differ significantly only from those who left with staff approval, es did those who went to jail or prison.
It appears that patients who left with staff approval spent significantly more time on the program than all
groups except those who withdrew on their own.

Risk time becomes important in considering criminal activity subsequent to program entry. For the total
population diatributed either by reason for leaving the program, program status, or design groups there are no
significant differences between groups on rigk time prior to program entry. Subsequent to entry, however, those
patients who went to jail or prison differ significantly, as expected, from all groups except patients who
withdrew on their own (and this difference was very close to significance at the .05 level). Patients who
vanished from the progrem and those who withdrew on their own showed significant differences on risk time from
patients who left with approval. Again, patients leaving with staff approval stand out as a unique group of
individuals., They spend more time in the community, increasing their time at risk, and they spend significantly
more time on the program prier to their departure. For this reason thev are analyzed separately in the following
section.

When patients are distributed by status group, time at risk ia also significantly different post program,
the difference being significant at the .0l level. This is also true when distributed by design groups, the
difference in time on the program between success (17.7 months) and failure (14.7) groups being signiftcantz
at the .01 level. The relationship between failure and being off the program can be seen in Table 1; the X
test reveals that fallure is not independent of being off the program. Since £ailure is interpreted in tesns
of criminal activity and decreased earnings, this group of patients appears to have developed some distinet
characterigtics pogt program. These characteriastics will be discussed at length in the sections on background
characteristices, c¢riminal activity, earnings, and drug use.

Patienta Leaving With Staff Approval

As in the first year of grudy, patients leaving the program have been analyzed separately due to their
completion of a period which might be considered full treatment. Since the number 1ia larger tha: the first
year (42 as opposed to 11), conclusions have more meaning. It is alreedy clear from the data presented in

#A11 differences are based on the twtest, .05 being the acceptable level of significance.

TABLE. 2

REASONS FOR LEAVING THE SAlfia CLARA COUNTY
METHADONE PROGRAM BY MEAN MONTHS
AND TIME AT RISK (AT 24+ MONTHS)

4
REASON /GROUP ;mommigxggs AT i
REASON FOR LEAVING Pre Pogt
Jail or Prison (103) 13.3 15.2 13.3
Vanighed, no contact (34) 11.0 15.1 15.4
Left area, advised clinic (26) 12.6 16,7 17.3
Withdrew, staff approval (42) 17.2 16.3 17.5
Withdrew on own (23) 14,9 15.9 15.5
PATIENT STATUS
On Program, 24+ months (256) - 16,2 17.2
Off Program, 24+ months (207) 13.2 15,6 14.6
PATIENT DESIGN GROUP
Success (118) 15.5 14.8 17.7
No Change . (238) 13.5 16.0 15.8
Failure (107) 13.1 16.8 4.7
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the preceding section that patients leaving with staff approval are a unique group of patients. They spend
time at risk post program than most other groupa.

Table 3 presents total arrests and felony and misdemeanor arrests by reagon for leaving the program.
Harked differences between those leaving with approval and other groups can be seen. The mean number of total
arrests per patient ig half that of those who left to go to jail or prison pre program and one-third post program.
Their rate is half all others except those who withdrew on their own. Much the same situation exists for felony
arreats; with miedemesncr arrests the pattern continues at a less drastic rate.

Table 4 presents the mean wages earned by reason for leaving the program. The only statistically
gignificant differences pre program is between patients leaving to go to jail or prison (§614) and those who
vaniehed (§1,552; t=2.00,df = 135, p < .01). Post program, patients leaving with approval differ significantly
only from those going to juil or prison (t = 4,45, df =143, p <.001). Other significant differences between
groups are for those leaving to jail or prisen and Vanished (& = 1.64, df= 135, p <« .03) and patients who
withdrew on thelr own (& = 2.84, df = 124, p < .01).

Within each group leaving the program, the differences in performance from pre to post program indicate
that patients leaving with approval and those leaving on their own improve significantly in wages earned.

The pattern shown here for those leaving with staff approval becomes a dom’nant theme as the analysis
proceeds to the exemination of differences between patients on and off the pregram. Patients leaving with
approval have performed better than most other groups in post program performance on criminal activity; however,
they began with a better performance record. For wages earned this is not the case; while actual dollurs
earned per quarter showed conasiderable differences, only that between jail and prison departures and patients
who vanished was significan. pre program. Poat program differences favored those who left with staff{ approval
and thoge who withdrew on their own.

An examination of the demographic data on these groups reveals that one-third of the patients leaving
with approval are female (33.3%) ss are about one-third (30,4%) of thor= leaving without approval, on their
own., This is followed by patiente who left the area (19,2%, those whu vanished (14.7%, and those who went
to jeil or prison (12.6%). There is also a slight tendency for these pstients to be caucasian. Blacks
are most likely to withdrew without staff approval (on their own), and chicanos are most likely to go to
jall or prigon (44.7%) or vanish from the program (47.1%); while their attrition rate in these categories
is only slightly higher than their representation in the population, they are very much under-represented
in the groups leaving with staff approval (33.3%) or on their own (26.1%).

Maritel statue ghowed & marked difference only in patients who left the area, who were more likely to
be married (61.5% asg compared to 47.3% in the total population).

TABLE 3

TOTAL ARRESTS AND FELONY AND MISDEMEANOR ARRESTS
BY REASON FOR LEAVING THE PROGRAM

' PRE PROGRAM (18 Months) POST PROGRAM (18 Months)
_T_:)tglv mw;‘;lony “Misd. ‘T To‘cal "I‘Felony T Misd.
REASON FOR LEAVING Arrests Arrests | Arrests !} Arrests . Arrests = Arrests
e e B Mean ¥ M #_Meanj, . . ; )
1 i
Jail or Prison (103) ;183 11,78 107 11.04 &4 .4311221 ; 2.15(125 1.21 50 | .49
Vanished, ne contact (34) | 54 i1.59 P11 ] .34 26 ¢ «76i1 53 21.56 28 .82 16 | .47
Left Area, Advised Clinic {26) 27 11.04 ;11| .64 12 : .46]] 37 | 1.42] 15 .58 15 § .58
Withdrew, Staff Approval (42) a5 .83 119 | .45 10 | .2441 31 <741 19 <451 10 | .24 :
Withdrew, On own (23) 28 11.22 14 7 .6) 7 | .30{ 25 | 1.09] 16 «70 9 | .39 1
Other (26) 30 §31.15 (12 | .48 14 | W54 46 T 10771 23 .88 13 % .50 E
j | |
! i
: i
| ! |
TOLAL (254) 1357 | 1.4) 1174 | .69 113 44413 | 1.63)226 .89 | 113 l b4

* Mean per patient.
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TABLE 4

MEAR WAGES EARNED PER QUARTER BY REASON
FOR LEAVING THE PROGRAM

Pre~ Poat t
REASON FOR LEAVING Program Program = re
Mean Mean
# S.D. # S.D.
Jail or Prisen (103} 614 11,387 | 665 |1,312) .31 | N.s.
Vanished, No contact (34) 1,552 2,617 {1,520 {2,946 .06 | N.S.

Left Area, Advised Clinic (26) 591 [L,164 {1,051 11,519 (1.30 N.S.
Withdrew, Staff Approval (42) 1,038 2,027 12,290 {3,093 (2,57 02
Withdrew, On Owm (23) 956 2,018 1,760 (2,777 (2,18 4

Those leaving with approval did not show an outstanding self-reported employment rate upon program entry
(22.0%), although they were higher than the norm (16.5%). Patients who vanished from the program reported a
31 percent full time employment rate upon program entry, which is well above the norm. The least employed
group were those who left for jail or prison (12.1% full time at entry). Those leaving with approval were less
likely to report 'no activity" than any other group (48.8% no activity as compared te 66% in the total population),
followed by the vanished group (53.1%).

An. exemination of self-reported drug use(from the pharmacological study) st admission shows no initial
differences between groups; missed dosagea in the first month are about equal for all groups except patients who
go to jaill or prisonm or vanish, both of whom have a very poor record. Patients who leave with staff approval
are, however, far less likely to miss scheduled clinic visits in the first month, They tend to be ‘better"
poatients from the atart, for reasons explained below,

Using the data colletted by the pharmacological study group, patients leaving with ataff approval were leas
likely to report a craving ("yen') for heroin during the preceding seven days (at progrem admission). This was
apparently due to the fact that those eventually leaving with staff approval report more heroin use in the past
seven days and are more likely to have “fixed" that day (of reporting) or the previous day. This may also explain
their better imitial attendance record at the clinic. In combination with wlf-reported data on heroin cost,
only patients who leave to go to jail or prison show habits as severe as those who eventually leave with staff
approval. They are followed closely by patients who vanish from the program. While these differences are
not significant, they do indicate that those leaving with approval may have more motivation to want to get off
heroin.

These types of differences ralse the very important question on the extent to which the treatment program
reduces criminal aetivity, increases wages, or produces other positive effects in the treated population. In
many cases Lt appears that only patients who were successful post program were also guccessful in relation to
the total population in pre program performance. They are already the Ybetter" people.. In short, does the
program really impect on those with poor prior performance records? Or do thode who are already performing
relatively 'better! simply stay better or improve? These questions are addressed in the asubsequent sections.

Background and Demographic Characteristics

The first question is whether cohort patients differ significantly on background and demographic characters
{stics prior to starting the program. If this is not the case, as will be shown, the next questlon is they
differ in terms of post program performance.

Demographic’ and background characteristice of the 463 patients by program status at 24 months (or more)

18




is given in Table 5. The only significant difference is by sex distribution; it appesrs that more males leave
the program than females. There are no significant differences by race, marital status, activity at admission
(job, etc.), mean age, education, number of dependents, or aeif-reported family income. These same comparisons
were made by design groups and are shoun in Appendix B. No significant differences were observed by design group,
even when the extremes of success and failure were tested. Therefore, it appears that the population 1s very
homogeneous in background at entry; we will recali that time at risk also showed no significant differences
pre-program, and that there were no significant differences in time to leaving the program by design groups. It
15 necessary to examine outcome af this point to see if these groups show any differences in performances.

Criminal Activity
Since c¢riminal activity is one of the primary criteris for determining design group success or fallure, the

bulk of the analysis of these data pre and post program will be by status groups. An analysis of the severity of
offences will also be presented to show the significance of differences on this variable.

Overall Criminal Activity

The type of arrest and type of conviction eighteen months pre and post is shown in Appendices C-1 and C-2.
By inspection it i{o apparent that pre-program criminal sctivity 1s greater for those who have gone off the
program, both for arrests and convictions. Increases in arrest activity post program definitely favor those
staying on the program; they registered reductions in all categories except forgery, heroin sales, addiction,
drunk driving, drunk and disorderly, and non-zupport. The greatest decreases for this sratus group were in
burglary, heroin possession (down one-third), and miscellsneous misdemeanor arrests, Those going off the program
regintered arrest increases In almost all categories of crime, with the only marked decrease in the category of
recelving stolen property. Most alarming for this gmoup was the three-fold increase in heroin sales and a
concurrent doubling in hercin possession arrests. Dangerous drug possession arrests almogt doubled, drunk
driving arvests more than doubled, and miscellanecous felony arrests almost tripled, While it will be elaborated
on in greater detail in the following section, it is important to note thst the mean arrests per patient is 45
percent greater pre program for those who will eventually go off, and 144 percent greater post program.

Convictions show generally the szme patterns. The greatest decreases in convictions for those remaining
on the progrom were for burglary and miscellannous felonies (both down almost four-fold), and heroin posseasion,
which was down from five convictione pre program to one post program. At the same time, heroin possession
convictions alimost doubled for patients leaving the program, and thelr heroin sales convictionas went from two
to twenty-two, a 1,000 percent fncresce! Dangerous drug sales and poassession convictions went up noticeably,
along with those for robbery, burglary, and drunk deiving. The only decreases of note for those leaving the
program were convictions for forgery, receiving stolen property, petty theft, and miscelleneous traffic and

TABLE 5
BACKGROUND CHARACTERISTICS OF COHORT PATIENTS

AT ADMISSION BY PROGRAM STATUS
(at 26 Montha' Minimum)

TOTAL | ON PROGRAM | OFF PROGRAM !
POPULATION (N=463) (N=256) (N=207) [SIGNIFICANCE OF
PERCENT VALUES No. Percent | No.| Percent| No.Percent DIFFERENGESY ' |
SEX: Males 372 80.7 {196 | 77.2 {176 185.0 |x%-4.03,df=1 :
t
Females 89 19.3 58 | 22.8 31 {15.0 - lsignificent at
.05 level
RACE: White 233 50.3 130 51.2 103 {49.8 X2=4.77, df
Black L 26 5.6 9 3.5 17 1 8.2 ’
Spanigh 200 43.3 114 | 44,9 86 {41.5 {=3 not signi-
Qther ) 2 oLt 1 o& 1 2l ficant
MARITAL STATUS:
Married: 238 51.6 140 | 55.1 98 147.3 X2=3.68, dE=4
i
Single: 116 25,2 581 22.8 58 {280 i
Widawed: -1 1.1 A 8 3 1.4 _not significant
SUUUUITIIG 1 4"/ 3 J-1:%: - 58 12.4 29 1 1.4 29 _114,0
Separated : 4t 9.5, ..4.25.1 9.8} 19.:.9.2
ACTIVITY AT ADMISSION
(Self-Reported) ;
Full«Time Job 83 18.4 50 | 20.0 33 116,5 2= <05, df=1
Part-Time Jobh 1 ) = RS S 5
P.T.Job,Housewife . 2 ) P .21 L0 Jnot significant
e PartaTime Job f . 14 . 4. 3.1 7 2.8 7 3.5  i(cells combined
to working-not
working)
School Only 19 ho2 g 3.6 10 | 5.0
Housewife 46 10.2 31 | 12.0 15 | 7.5
Nosa d...285 1. 63,3 1153 1 61,2 132..166.0Q
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TABLE 5 (Continued)

BACKGROUND CHARACTERISTICS OF COHORT PATIENTS

AT ADMISSION BY PROGRAM STATUS
{at 24 Montha! Minimum)

HEAR VALUES** MEAN MEAN MEAN SIGNIFICANCE
Age 29.5 29.8 29.0 t=1l.11, df=459,
not significant
Education 10.8 10.9 10.7 t=1,30, df=455,
not significant
Dependents 1.92 1.89 1.57 =.41, df=461,
not significant
Family Income $382.13 $367.96 402 .46 t=.70, df-93,
{Self~reported) not significant

* .05 level of significance was used for all tests.
*%5ignificance tested between "On' and "Off" status groups.

misdemeanant offenses. Again, it should be noted that the mean arrest per patient is 28 percent greater pre
program for those who leave, and 119 percent greater poat program. These differences will become more important
as tlie analysis proceeds.

Criminal Activity Comparisons

For purposes of statistical analysis, criminal activity has been grouped in various ways, in-a fashion
similaxr to the first year report. Since program success appears to be related to staying on the program, the
relationship between crime and program status is important.  These data are presented in Tables 6, 7, 8, and
9. The source of these data was described earlier. The individual's status---on or off the program-~-was
coded allowing & minimum program exposure time of 24 months for all patients and a maximum of 35 months (for
patients coming on the program as early as February of 1970, at the start of the program). The average time
to closing was 13.2 months for those off the program.

As shown in Table 6, the differences in observed arrests as opposed to those expected through application
of the X2 test is significant at the .02 level. A similar result was obtained in the first year; individuals
who are off the program appear to be doing worse than expected, and those staying on are doing better than
might be expected. The princ¢ipal difference from the first year is that those eventually go off the program
have more arrests prior to.coming on the program than those who stay on the program, a difference which will be
discussed momemtarily.

Arrests and convictions were then analyzed for felony and misdemeanor types of offenses for thosez on and
off the program. All arrests and convictions are not included because minor vehicle code arrests and convictions,
parole and probation violations, and arrests which were not clearly classifiable as miasdemeanord or felonies
were placed in other categories or excluded from specific analysis. This amounted to 221 excluded arrests,
most of which were parole and probation violations and minor vehicle code offenseas. Table 6 shows misdemeanor
arrests and Table 7 shows misdemeanor convictions. Misdemeanor arrests actually increase for both groups.
There are not significant differences in either misdemeanor category.

Felony arrests and ¢onvictions are shown in Tables 8 and 8. As in the first year, felony arrests indicate
that those staying on the program are doing better than expected, and those off the program are doing worse
than expected. Felony convictions also show significant differences, which was not the case in the first year
of study.

The findings of the first year of study were confirmed. Program patients are not ceasing all criminal
activity. Those who remain on the program are still involved with the criminal justice aystem, but at a
decreased level of activity. This is verified in the Criminal Justice Agency Survey; criminal: juetice system
personnel report (independently of these data) that the program has decreaged their workload to some degrees
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TABLE 6

TOTAL MISDEMEANOR ARRESTS PRE AND POST
PROGRAM BY STATUS*

I

18 Month Periods: '

PATIENT STATUS Before Starting After Starting TOTAL i

. Program Program %

| i

On Pirogram/ Approval/Deceased 628 g2b ; 144 1

Otf Program 95¢ 1039 i 198 -
TOTAL ! 157 185 342

%%« .62, p > .05, dsl

* Excluded minor vehicle code violations.

24] Patients, 1 arreat; 7, 2 arveasts; 1, 3 arrests; 1, 4 arreste (1.24 per patient).

b40 Patients, 1 arrest; 10, 2 arrests; 6, 3 arreasts; 1, 4 arrests (1.43 per patient).

€47 Patients, 1 arrest; 13, 2 arrests; 3, 3 arresta; 2, 4 arrests} L, 5 arrests (1.43 per patient).

845 Patients, 1 arrest; l4, 2 arreats; 7, 3 arrests; 1, 4 arrests; 1, 5 arrests (1.51 per patient).

TABLE 7

TOTAL MISDEMEAHOR CONVICTIONS PRE AND POST
PROGRAM BY STATUS

18 Month Periods:
PATIENT STATUS Before Starting After Starting TOTAL
Pv-nfn-nm Propgram
On Program/Approval/Deceased 652 48P 113
Off Pregram g8 T g 125
TOTAL 133 105 T238

%48 patients, 1 conviction; 7,

b28 patients, 1 conviction; 7,

€35 patients, 1 conviction; 9,
(1.41 per patient).

Ly patients, 1 conviction; 3,

2 convictions; 3, 3
2 convictions; 2, 3

2 convictionsy 2, 3

2 convictions; 1, &4

W12, p > J05, df = 1

convictions; 1, 4 convictions (1.32 per patient).

convictions (1.29 per patient).

convictions; 1, 4 convictions; 1, 5 convictions

convictions (1.1l per patient).
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TABLE &

TOTAL CCHORT FELONY ARRESTS PRE AND POST
PROGRAM BY STATUS

18 HMonth Periods:
PATIERT STATUS Before Starting After Starting TOTAL
Program Program
On Program/Approval/Deceased 126° ’ 950 221
0ff Program 151¢ 2049 355
TOTAL 277 ! 299 576

863 patients, 1 arrest;
b45 patients, 1 arrest;

©56 patients, 1 arrest;
(1.64 per patient).

dgg patients, 1 arrest;

21,
18,

21,

26,

x2210.86, p £ .001, df=l

2 arrests; &4, 3 arrests; 1, 4 arrests; 1, 5 arrests. (1.40 per patient).
2 arreets; 2, 3 arrests; 2, &4 arreats. (l.42 per patient),

2 arrests; 10, 3 arreats; 3, &4 arrssts; 1, 5 arrests; 1, 6 arrests.

2 arrests; 14, 3 arrests; 3, 4 arrests; 2, 5 arrests.(l.53 per patient).

TABLE S

TOTAL FELONY CONVICTIONS PRE aND POST
PROGRAM BY STATUS

18 Month Perfoda: i
PATIENT STATUS Before Starting i After Starting TOTAL
Program Program i
On Program/Approval/Deceased 528 37 89
Off Program 61¢ 1014 162
TOTAL 113 138 251

850 patients, 1 conviction; 1, 2
b3l patients, 1 conviction; 3, 2

©4) patients, 1 conviction; 7, 2

d78 patients, 1 conviction; 10, 2 convictions; 1, 3 convictiens. (1.13 per patient).

X% 5.25, p < .05, df=1

convictiona. (1.02 per patient).

convictions. (1.09 per patfent).

convictions; 2, 3 convictions. (1.22 per patient).
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Patients remaining on the program are still, however, becoming involved in minor law violations.

Criminal Justice Activity

Using the mean number of arrests and convictions per patient it was possible to statistically test

differences between patients on and off the program first at their pre program performance level (baseline),

and then at their post program performance level (outcome). Such tests between groups have already been reported
for time at risk, mean time ot the program, and wages against those leaving the program with staff approval. In
most cases there were no significant differences pre program, but differences appeared post program. These types
of tests allow us to say that those staying on the program perform at different levels post program, but they do
not allow for a clear expression of the impact of the program on that group. Teats within groups, e.g., for all
thoge staying on the program, allow us to judge the extent to which the group which stayed on the program actually
increased in its performance ‘and to see if those increasea were significant. If they are, we may attribute gome
of the increases (and decreases) to progrem participation. Differences between groups will be considered first.

Differences between status groups on pre program criminal activity already have been indicated in the X2
tablea, The siean numbers of arrests pre program are shown in Table 10 for all those categories with significant
differences. It appears that the patients differ significantly in their pre program performance on total numbers
of arrests, misdemeanor arrests, felony arrests, felony convictions, new sentences (jail and/or probatian),
and in the severity of all convictions and moat serious convictlions---most serious arrests is just short of
significance at the .05 level.

Post program performance reveals even more significant differences among a greater variety of criminal
justice activity classifications. The most important finding is, however, that these are different populations
in criminsl justice system performance prior to program admission. Patients who stay on the program are "hetter™
to begin with and either remain the same or do better. Patients who eventually leave are "worse! to begin with
and either remain so or do worse. The remaining question, therefore, is the extent to which the program improves
the poat program performance of either group of patients against their own pre program performance.

For those remaining on the program at least 24 months, significant differences in mean criminal justice
activity per patient (for base of 256) existed for felony arrests, parole and probation revocations, jail
sentences (not suspended), and commitments to the California Rehebilitation Center {specifically for addicts).
Thede differences vhich are shown in Table 11, were all in the direction of significantly reduced criminal
activity. Since these patients spent significantly more time on the progrem than those who dropped (13.2
months), it {8 possible to say that program intervention is a facter in the significant drop in criminal
activity for this group. The ultimate question ig, of course, the extent to which the criminal activity of
those who left the program might have been reduced by continued contact. As seen in Table 11, the mear criminal

TABLE 10
SIGNIFICANT DIFFERENCES IN MEAN CRIMINAL JUSTICE ACTIVITIES (PER PATIENT)
PRE AND POST PROGRAM BETWEEN STATUS GROUPS*, AND SEVERITY SCALE MEANS

ACTIVITY INUMBER PRE PROGRAM. |l__NUMBER POST PROGRAM
... MEAN } MEAN I
o o OFF Tk Upg i oN OFF 't P <.

Total Number of Arreats 94 .52 . 4.05 1.0001 | .82 1.83 -~ 7.57 |.0001
Misdemeanor Arrests «24 48 1 3.30 001 i .32 +30 2.44 .02
Felony Arreests 29 13 2.76 .01 .37 .99 7,58 .0001
Felony Gonvictions +20 .29 1.98 .05 ; A4 .49 7.34 1.0001
Parole/Probation Revocationd .08 .12 1.38 | N.S i .03 | A %36 | Lo0l
New Sentence-Jail and/or : ;

Probation .05 .11 2.35 .02 D& 06 1 .71 [H.s
Jail Sentence i{not 3 : i
suapended) 26 .2 «86 N.S | 11 <26 3,94 1.0001
Calif. Dept.of Corrections | .07 .10 1.20 NeSe 4 04 .28 ¢ 6,80 [.0001
Galif,Rehabilitation Center! .05 «06 .32 N.S. b .02 .07 2.80 .01
Months to Arrest IN/A N/A /A | 2.20 4.87 | 5.85 .0001
Months ta Conviction N/& N/a NfA 3 1.92 3.69 j 4.43  1.0001
SEVERITY SCALE MEANS: ’ { !
Total Convictions 1.75 2.42 2.52 .02 1.35 3.60 . 6.90 |.0001
Mogt Serious Arrest 2.21 2.68 1.95 - | 1.86 &2 | 8.99 ;.0001
Most Serious Conviction 1.31 1.72 2,23 .03 ] 1.01 2.70 1 7.69 1.0001

* All means are based on the total population of 483 patients (df-461); means are lower than those cited in x?
tables because all patients are included in base, not just those involved, ¢.g., 256 (on program} times .94
(pre)’yiclds 240 arrests,

NOTE: N/A = Not applicable; N.S, = not signiffcant.
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Justice activity per patient off the program increased in almost every category, significantly for total number
of arrests, felony arrests, felony convictions, and California Department of Corrections commitments. Only a
control group would tell us the extent of this improvement. We can only hypothesize that a control group would
have done even worse than those off the program, since they would have had no exposure. There is also an
alternative hypothesis, that for some, those in a reduced state of readiness, participation in a Methadone
Program may precipitate an increage in negative behavior.

Severity of Criminal Activity

Using the severity scale described, there were significant differences between groups pre program eon the
severity of all convictions and the most serious conviction; the most serious arrest was very close to signifi-
cance for those on and off the program (Table 11). As confirmed in the data on mean numbers of criminal justice
activities, the status groups were different in the severity of their convicted offenses prior to coming on the
program. Post program severity rates differed quite significantly for arrests and convictions. An examination
of Table 12 ghows a reduction only in the most serious convictions within the group staying on the program,
although reductions in the direction of significance are apparent for the remaining categories. For patients
leaving the program, the severity of thelr arrests and convictions increases quite significantly. As with mean
rates of criminal justice activity, the decreases in severity of crimes committed may be attributed in part to
program involvement, since patients going off the program had significantly less involvement and increased the
severity of thelr crimes.

Employment and Wages Earned

Patient employment ias one of the most important signs of Improvement in social productivity. When a
patient ia no longer dependent on the use of heroin, he is much more capable of holding a job or of improving
present job performance. Regular employment is generally viewed as an important step in any type of social
rehabilitation, and for the addict it may ailgnify movement away from drug dependency. His judgment is not
impaired by the drugs; he does not become sick for need of the drug; and he i{s lesa likely to be absent from
work due to sickness or attempts to gecure the drug, should he be employed while using. ‘The obvious implication
of not working legitimately ie that welfare or "hustling" will be used for support. The program places particular
emphasis on employment for the patient while he or she is on the program.

The sources of the data reported on herg have been described earlier. The numbers of patients employed
has been tabulated for those on and off the program, and earnings pre and post program are analyzed to deter-
mine significant differences betwaen gstatus and design groupa.

TABLE 11

SIGNIFICANT DIFFERENCES IN MEAN CRIMINAL JUSTICE ACTIVITY(PER PATIENT)
PRE AND POST PROGRAM WITHIN STATUS GROUPS*, AND SEVERITY SCALE MEANS

ACTIVITY ON_PROGRAM OFF PROGRAM
MEAN MEAN
FRE ' POST €t ] p< PRE POST |t P <

Total Number of Arrests 6 «82 1.17 | H.8. 1.52 1.83 2,14 ! 04
Misdemeanor Arrests «24 .32 1.4B | N.S. .48 .50 +26 N.S.
Felony Arrests .49 .37 1.99 <05 .73 .99 2.98 .01
Felony Convictions .20 14 1.90 | N.8. «29 49 3.37 001
Parole/Probation Revocations .08 .03 2.28 .02 12 <11 .28 N+S.
ew Sentence-Jail and/or Probation 05 04 +39 | N.S. <11 06 1.93 N.S.
Jail Sentence (Not suspended) .24 W11 3.60 .0001 W29 ) .26 .55 N.S.
alifornia Departnent of Corrections] .07 04 1.06 | N.S. <10 .28 4,75 0001
alifornia Rehabilitation Center .05 «02 2.34 .02 .06 .07 .35 N.S.
EVERITY SCALE MEANS:

Total Convictions 1.75 1.35 1.76 | N.S. 2.42 3.60 3.34 001
Most Serious Arrest 2,21 1.86 1.82 | N.3. 2.68 4,12 5.95 .0001
Hoat Serious Conviction 1.31 1.01 2.01 .05 1.72 2.70 3,99 .0001

* All means are based on the total population of 463 patients (d£-461); means are lower than those cited in x?
tables because all patients are included in base, not just those involved, e.g., 256 (on program) times.94
(pre) yields 240 arrests.

NOTE: N/A = Not applicable; N/S = not sipgnificant.
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Employment of Patiente

It has been eatablished that there are no significant differences in the types of activity {i.e., job,
school, ete.) patients are engaged in at the time they start the program, whether they are on or off the program
subsequent to admission. For all patients coming on the program, 18.4 percent (83) report that they are working.
Self-reported employment rates are higher for those who remain on the program (50, or 20%) or the “success
deaign group (29, or 25%). In contrast to these figures, by using the base wage data, it was possible to compute
the numbers of patients in emch quarter pre and post program who were earning wages. These data are given in
Table 13, While this is a cumulative count for a three month period, and the self-reported data is for one
period in time (at entry) {t is interesting to note that 37.8 percent of all patients on whom data was available
(426) had reported earnings during their start quarter. This is twice as high as the self-reported employment
rate, meaning employment rose from 83 patients (self-reported at any time during their start quarter) to 161
patients working in the atart quarter. This seems implausible in relation to the data for the quarters pre and
post program, as shown in Table 12. The range of employment from the fourth quarter pre program to the ninth
quarter after the program for all patients ranges from 30,1 percent (second after start) to 43.4 percent {second
before start), a 13.3 percent spread. It seems unlikely that a doubling of employment would occur in the start
quarter, particularly eince there is a drop in the numbers of patients employed as they approach the start
quarter. These figures atand in contrast to the increases in self-reported employment given in the section on
the 1971-1973 population; however, those data represent a shrinking sample of patients.

Regarding the data shown in Table 12, it is evident that employment does not increase markedly for patients,
even those who remain on the program. The total number employed is lowest in the second quarter after start
(6 to 9 months), and rises from that point on. There does appear to be a modest, but inasignificant, drep in
the numbers employed for the group leaving the program in relation to the group staying on., In contrast to the
latter, patients leaving the program do not regain the proportion employed prior to program admission. In sum,
the program is not producing a significant increase in the numbers of patients who are employed. It appears
that about the same numbers of individuals are employed pre and post program, with decreases up to the time of
program admicaion, and modest gaine in the numbers of employed patients after that time for all patients,
although they never reach the pre program level. The group staying on the progrem shows the greatest increase
in employed patients, and there is o steady decline in the numbers of employed patients who leave the program.

Wages Farned Pre and Poat Program

Chart 5 shows the average patient wages earned each quarter before and after program admission for patientg
on and off the program at a minimum of 24 months. The differences between groups are significant at the .01
level, uaing the t-test, for all quarters from the start quarter through the eighth quarter; differences for
the ninth quarter were significant at the .04 level. Therefore, while there are modest increases in the
numbers of patients on the program who are employed, they appear to be significantly increasing their earnings.

TABLE 12

NUMBER OF PATIENTS EMPLOYED BASED ON
EVIDENGE OF WAGES EARNED BY QUARTER

i 1
ON PROGRAM OFF PROGRAM TOTAL ;

QUARTER NUMBER NUMBER : NUMBER 3

i

Totai¥ Working | Percent Total* | Working{ Percent Total®] Working j Percent!

!

Fourth Before Start 99 35 35,4 69 29 42.0 168 64 38.1 |
Third Before Start 134 61 45.5 102 40 39.2 236 101 42.8 |
econd Before Start 158 70 44,3 121 51 42,1 279 121 43.4 !
Fne Before Start 211 80 37.9 169 63 37.3 380 143 37.6
Start Quarter 238 94 39.5 188 67 35.6 426 161 37.8 {
First After Start 238 93 39.1 188 67 35.6 426 160 7.6 |
Second After Start 240 73 30.4 188 56 29.8 428 129 30.1 |
Third After Start 240 82 34,2 188 57 30.3 428 139 32,5
Fourth After Start 240 91 37.9 188 61 32.4 428 152 35.5 |
Fifth After Start 240 97 40.4 188 47 25.0 428 146 33.6 !
Sixth After Start 175 72 41.1 142 41 28.9 317 113 5.6 |
Seventh After Start 133 59 44.4 117 27 23.1 250 86 4.4 |
Eighth After Start 102 | 49 48,0 86 26 30.2 188 75 39.9
Ninth After Start g 9 1 37 46.8 : 67 19 28.5 146§ 56 38.4

* The total represents only patients on whom data was available.
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TABLE 13
SIGNIFICANT DIFFERENCES IN WAGES EARNED
PRE AND POST PROGRAM»
PRE PROGRAM POST PROGRAM
e
MEAN# sed. MEAN# 8ad. r pL
On Program/Approved/
Deceased 850 1,746 1,786 3,222 5.53} .0001
Off Program 781 1,699 989 1,915 1.15 N.S.
t 1 W53 ! 3.14
AJ‘._,- + PR - — - N . PP -
P< 1 fl.s. .01
? j

*  The Pre Program perind is for four quartsrs and
after the start quarter.

because they repredant accumulative wages for the total N.
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Maintenance has produced significently increased earnings for this group, while thase leaving the program (at
about 13 months) have not shown any real increases in earnings.

The significance of increases in earnings is summarized in Table 13. In contrast with the data on eriminal
activity, there are no differences in wage performance prior to entering the program. Post program there are
significant differences in performance for those staying on over two years, and within thie group pre to post
improvement is significant at the 0001 level, There i little queetion that the maintenance strategy is working
for patients who stay on the program.

The logical conclusion at this point may be that the patients stuying on the program are more gkilled, and
hence are better asble to hold jobs. This is not true; 452 of rhe 463 patients reported on the kind of work they
did. There were no significant differences between status groups across fifteen occupational categories. For
example, 22.5 percent of these on and 24,1 percent of those off the program reported occupations classified as
wkilled, craftsman, or foreman (carpenters, checkers, machinists, welders, tool-die workers, etc.); semi- and
unskilled labor was reported by 31.7 percent of those on and 36.5 percent of those off (poricxza, sweepers,
atock-boys, farm laborers, ete.). Thease two classifications made up 57 percent of all occupations reported.

The only other category showing a difference of more than two percent is "hougewife," with 12,4 percent of

those on and 8.4 percent of those off the program. This group made up 10.6 percent of all occupations reported.
Tranaportation and service workers made up 15 of the population and were about 15 percent of those on or off
the program. There were no differences in the occupational groupings of the remaining 17.4 percent of the
population.

Since there are no differences in background or work skills, it appears that other factors account for
the differing outcome on this variable. The variablee which account for this performance will be discussed in
the section on the use of the regression technique. It is hoped that staff will gain a better understanding of
who 18 in most need of vocational assistance ond other types of treatment.

Drug Use

The decreased use of heroin and other types of drugs has long been considered one of the prime criteria
in asgessing the effectiveness of abstinence or "drug free" rehabilitation programs. Warnings in the literature
indicate that the greatest perlod of relaspse {s in the first year or two after treatment, in which time most
studies cite over a 90 percent relapse, or fajlure rate. Vaillant indicates that these rates then decrease to
about two-thirde readdicted from three to twelve years after treatment.l? In these terms, the real teat of any

17George E. Vaillant, "A Twelve-Year Follow-Up of New York Narcotic Addicts: I. The Relationship of Treatment teo
Qutcome,* Amer. J. of Peychiat., 122 (January, 1966), pp. 727, 736.

TABLE 14
DRUGS USED TO EXCESS AT PROGRAM START AND AT ONE YEAR, INCLUDING
URINE TEST RESULTS (POSITIVES) BY STATUS AND DESIGN CROUPS

STATUS' GROUPS DESIGN GROUPS
(at 24 + months)
DRUGS USED ON PROGRAM OFF PROGRAM SUCCESS NO CHANGE FATILURE TOTAL
(N=2254 (N=107) (N=118) (N=238) (N=107)
Interview|Urines | Interview{Urines [Interview|Urines |Interview|Urines |Interview|Urines |[interview Urines
HEROIN
START 100.0 ° 1100.0 100.0 100.0 {§ 100.0 100.0 100.0 100.0 | 100.0 100.0|| 100.0 100.0
ONE YEAR 10.2 15.0 23.7 28,4 16.0 25.9 16.8 18.1 8.3 16,9 14,1 19,2
ALCOROL
START 21.8 - 13.9 - 13.6 - 22.0 - 14,0 - 18.0 -
ONE YEAR 34.2 - 39.4 - 18.2 - 32.8 - 60.9 - 35.8 -
AMPHETAMINES
START 10.5 3.2 13.9 2.5 15.3 .0 12,2 1.8 8.8 7.4 12.1 2.9
ONE YEAR 11.8 5.8 12.1 5.6 4,5 [ 14.1 6.1 13.0 6.2( 11.9 5.7
BARBITURATE
START 37.1 7.7 32.2 8,5 37.3 211 29.3 6.3 43,9 3.30 3407 8.0
ONE YEAR 14.5 3.2 21.2 6.9 36.4 6.3 10.9 4.3 13.0 3.0}i 16,5 4.4
MARTJUANA
START 63.7 - 68,7 - 64,6 - 71,5 - 56.1 - 66.1 -
ONE YEAR 59,2 - 57.6 - 68.2 - 56.3 - 56.5 - 58.7 -
OTHER gy s prr 12,1 | 2.1x{ 191 5.3 22.0 8.3 13.0 0] 4.0 9.1 15.5 3.9
ONE YEAR. 1.9 Q 12.9 1.5 13.8 Q 4,7 20 17.4 1.7 9,2 25

*Cocaine Only, interview data includes all others. NOTE: Interview data is for the first and 53rd weeks; urine data
wag coded on n monthly basis, i.e., any "dizty" urine (positive test) in a month classified the patient as “dirty' for
that month (even though urines were done weekly),
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heroin treatment program will be ite auccess over the long term in reducing rates of relapse. While concerned
with relapse, the methadone program has placed far greater emphasia on continued treatment and improvement in
other areas of social functioning. For this reason, and because doing follow-up interviews with ex-patients is

a very time-consuming and costly procedure, only data available on patients still on the program was used in this
portion of the analysis.

A follow-up study has besn done by the Narcotic Addiction Research Laboratory staff of Stanford University,
and will be reported on by them; preliminary results are In Appendix D, Their report indicates that patlents
who are now free in the comminity vwhether on or off the program, are achieving a far better abstention rate
after three years from starting the program (40% retention) than reported by Vaillant. This finding wounld
certainly be in agreement with the results of this study, and supports the notion that the program is having ao
impact on patients.

Drug use data for patients while on the program was collected from two kinds of clinic records. The first
was Lhe record of positive or ‘'dirty' urine results recorded for each patient from urinalysis reports. The
scond was the results of patient excessive drug use as self-reported for the pharmacological study. One
problem with the latter source is that dats on selfwreported drug use was not collected unril about half the
cohort group had come on the program; therefore, only 239 patients (524) are represented in the data. The
problem with th. data from urine resules is that not all patients received tests on stimulanta and depressants
in a given month, aud the number of tests per patient increased over time. For example, in their firat program
month 112 cohert patients were urine tested for evidence of barbiturate use. This is 24.2 percent of the total
population. At their twelveth month, 67 percent (229) of the 342 cohort patients still on the program were
tested for barbiturates. This means that the intake percentage may be lesas reliable than that taken later due
to an increase in program efficiency.

The results of paticnt self~report at the first and 53rd weeks and urine results at the first and twelveth
montha is gshown in Table 14, The major disagreement on thr two sets of data is in the category of amphethamines,
where urine test repults show increases, and self-report indicates little change in excessive use. While
interpretation of the data is limited due to the difference in data sources it appears that there is no overall
decrease in the use of drugs, including aleohol. There are only shifts in drug use patterns. For those iu tha
status groups, for example, those who go off the program are involved in twice as much hersin vse as those
staying on, with increases in excessive barbiturate and other drug use. Patients who stay on the program up to
24 or more months shav less comparative herein use, leas of an increase in excessive alcohol use, and a
considerable drop in excessive barbiturate use.

While patients are distributed by design pgroup, those classified as "failures," 62,2 percent of whom (67) are
still on the program at the twelveth month, show a very marked incredse in excessive alcholol use and a very
shavp drop in barbiturate use. They also show the preatest self-reported and urine test verified decreages in
heroin use. . Yét they are unemployed and becoming invelved with the criminal justice system, - This certainly

negates the thesis that abstinence is the critical factor in program success, since those whe are employed (earning
money at a high rate) and improving markedly in their criminal justice aystem performance are the greatest heroin
ugers. It Is notable in this regard that their alcohol use is reported as very low with hardly any increase over
their first year on the program. They show more decreases in every other drug use category except marijuana use.

In conclusion, while these data represent a "ehrinking gample,® patients who were classified as program
failures were reducing their use of heroin, and reducing excessive barbiturate use during their first year on the
program. However, they were increasing their excessive alcohol use. Since program successea did not show the
game pattern, in fact showing less reduction in heroin use, it is felt that the critical factors in program success
are increased employment and decreases in criminal justice activity.  The program produces improvement in these
areas for a large number of patients in spite of their continued drug use. The real concern is with the extent
to which exceasive alcohol use might be interfering with the performance of patients classified as failures.

These lndividuals may be drug-related failurcs, but not due to heroin. The program staff must find some way of
reaching them.

Prediction of Program Success

One of the goals of the evaluation has been that of developing some meana of predicting patient success
based on background information, or other information available on patients prior to their admission.

In order to do this, the stepwise multiple regression technique was used. This technique, which ia a more
powerful variation of multiple regression, allows for the choosing of independent variables which will pravide
the best prediction possible with the fewest independent variables. The first step in the process is to choose
the single independent variable which is the best predictor of the dependent varisbla. The second and subsequent
independent variables are added to the regression equation to provide 'the best prediction in conjunction with the
preceding variablea.

For this atudy, four dependent variables were gelected for use with about 30 independent baseline variables

run against each. They were: 1) the deaign groups as coded into success and failures, 2) status groups,
3) the most serious level of criminal invnlvement recovded, and 4) wages Four guarters after admiseion.

Design Groups
For the nine design groups, which were coded from best (success) to worst (failure) on outcome performance,

the best predictor of failure is the seriousness of the individual's criminal activity prior to coming on the
progran; the correlation with level of eriminal involvement (ae shown in Appendix F) is .41,
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Status Groupa

Thirty-two baseline variables were used with program outcome (on ox off) at a minimum of twenty-four months
of program activity., The best predictor of going off the program is the number of arreste in the eighteen months
prior to coming onto the program, f.e., the more the arregts the greater the chances of going off the program.
The correlation coefficient is .19, Some of the other variables which contribute to the regresaion equation
provide interesting correlations with outcome. Higher wages earned during the start quarter does not correlate
positively with staying on the program (r= - «12). Self-reported excessive alcohol use correlates negatively
with staying on the program (r= - .10), f.e., patients who report using alcohol excessively st admisasion are
more likely to depart the program. Thie confirmed the findings reported earlier.

Level of Criminal Involvement

Using the scale shown in Appendix F as the dependent variable (that used in the success-failure determinations
for design groups) yielded time at risk as the best baseline predictor of post program criminal involvement. The
greater the time at risk pre program the lesa likely the individual was to become involved in criminal activity
post program. (r= .20). Excessive marijuana use also correlated highly with post program criminal activity
(r = .18), Less risk time and reported excessive marijuana use pre program had a multiple correlation coefficient
(R) of .25 with level of criminal involvement; i.e., they were predictive of a higher level of criminal
involvement post program. Wages earned during the start gquarter correlated negatively with post program increases
in eriminal involvement (r = - .10); the more money earned in the start quarter the less likely the patient was
to become involved in gerious criminal activity.

Hages Eexned

This proved to be the most practical dependent variable. What one might expect was true, Patlents who .
reported that they were working or otherwise engaged in productive activity were earning money posteprogram. 4
correlation coefficient of .37 existed between positive activity at admigdion and greater wages earned in the
first four quarters post program.

In conclusion, what has been sald earlier in the report is verified. More setious criminal activity pre
program leads to failure-~~the patient will probably leave the program, he will not be earning wages and his
criminal involvement will continue, probably at a more severe level.

COLLEGE EDUCATION SURVEY

In the monthe of January, February and March of 1973, a survey was conducted in Santa flara County at five
Junior colleges and the Metropolitan Adult Education Program. The intent of this survey was to see if completion
of college coursework has any significance with those patients whe are grouped as successful on the methadone
program. A sample of the methadone population consisted of 463 patients who entered the methadone program up to
and including the month of June, 1971. Those patients who had attended a junior college or adult education were
not known at the beginning of the survey. It was discovered that the actual number of students from the ssmple
of 463 patients were; 29 patients who started and completed units a a junior college; 24 patlients who started and
did not complete units at a junior college, and 33 patients who enrolled in classes through the Metropolitan
Adult Education Program. There are a total of 86 achool enrollees in this pogt methadone progrem group. There
is an additional group of 14 students who had completed college coursework before entering the méthadone program.

The five junior colleges and the adult education progrem granted the research team permission to obtain
coursework information from the permanent records of these students whom we could identify as a patient on the
program. The types of data collected included the number of semesters or quarters attended as well as the
number of units completed. Other kinds of data collected were; the grade point average, education prior to the
program and the kinde of classes taken, such as academic or vocational classes. The sample of 482 patiente
was listed alphabetically including cach persons social security number which was used for positive identifications
The method ueed for collecting this data was the same at each college. It entailed starting with the firat
person on the sample list and proceeding through the alphabetized records of every person who had ever attended
the college. Ther personnel at each of the colleges and adult education were cooperative and willing to answer
any questiona which arose regarding the records.

The only educational data gathered prior to thia survey has been patient self-report of the highest grade
completed. Several statistical tests were used to measure the differences between students who completed units
and gtudents who did not complete units. None of the tests measured s significant difference at the .05 level.
The numbers are too small to make percentages meaningful but the percentages do allow for comparison between
those who completed college coursework and those who did not complete college coursework.

A comparison of the background characteristics of the group of students who completed coursework with those
students who did not complete coursework show no differences based on sex, race, educational level, marital
status or mumber of dependents. Age differences are interesting, however, because 16 (55.1%) students who
completed units are in the 30 and over age group as campared to 7 (29.2%) who did not complete units (Table 16).
Of those students who attended adult educationm, 17 (41.0%) were in the 30 and over age group and only 1 (7.1%)
in this same age group had completed units pre program.

As mentioned eaxrlier, although it was not significantly different, those students who completed unita and
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TABLE 15

AGE BY EDUCATIONAL STATUS

COMPLETED DID ROT COMPLETE COMPLETED UNITS ATTENDED TOTAL
YEARS UNITS UNITS PRE-PROGRAM MAEP* o
No. % No. % No. % No. % No. %

18 - 21 4 13.8 4 16.6 2 14.3 4 12.1 14 14.0
22 - 24 6 20.7 7 29.2 7 50.0 3 9.0 23 23.0
25 ~ 29 3 10.4 6 25.0 4 28.6 9 22.3 22 22.0
30 - 39 11 37.9 7 29,2 1 7.1 12 36.4 31 31.0
40 - Up 5 17.2 - Lo~ ] . 5.1 15.2 ) 10 10.0
TOTAL 29 100.0 | 24 100.0 | 14 100.0 33 100.0 100 100.0
Mean's Completed Units = 30.0 Pre-Program = 23.8

Did Not Complete Units = 26.8 MAEP = 30.4

* Metropolitan Adult Education Frogram

attend adult education tend to remain on the program longer. As shown in Table 16, 7 (50,1%) students who
complete coursework as compared to 2 (20.0%) who do not comzlete couraework leave the program because they with«
drew with astaff approvale In the pre-program group, & (50.0%) students and 5 (33,0%) students who attended adult
education also withdrew from the program with staff approval. The retention rate is as follows: 76 percent for
those who complete units, 67 percent for those who do not complete units, 71 percent for those who completed
units pre~program, and 73 percent for those who attend adult education. Those individual who complete courge
work also remain on the program longer and withdraw from the program with staff apptoval. These factors indicate
efforts towaerd establighing change in one's lifestyle,

Misdemeanor and felony arrests with convictions are higher for the group of individuals who did not complete
college coursework both before and after starting the program. Before starting the methadone program, 10.3
percent of those who have completed units committed a misdemeanor. Since this group has been on the program and
completed units, this percentage decreased to 3.4 percent. In the group of those who did not complete units,
29.1 percent committed a misdemeanor before the program and the amount of misdemeanor activity decreased to 16.7
percent after being on the program. The same pattern occurred with convicted felony arrest. Felony convictions
decreased for rhe group of individuals who completed units as well as for the group who did not complete units.
The completed units group had 20.7 percent of the individuals who committed felony arrest before the program and
3.4 percent of the individuals after being on the program. 33.3 percent of the group who did not complete units
had felony arrest pre-program and 25.0 percent post-program. In reference to the group who did not complete
their college coursework, although they did not complete units, it is Impressive that criminal activity decreased.
This may be attributed to being on the methadone program. The program must provide some stability in the life-
gtyles of those who remain on the program.

The actual types of offenses belng committed, the severity of each offense, as classified by the Offense
Severity Scale and the most serious dispositions were exsmined. It was discovered, that for the group who
completed units, the total offense weight mean before the program wss 3.2 and after being on the program, the
mean decreased to 2.0. The total offense weight mean for the group who did not complete units {increassed. Before
the program, the total offense weight mean was 3,6 and after being on the program, the mean increased to 6.5. An-
inspection of the actual types of offenses showed no convicted drug offenses for the group of individual who
completed units, but 12.5 percent of the convicted offenses in the group who did not complete units were drug
offenses. - Important differences appeared in comparing the dispositions of the two groups. None of the individuals
in the completed units group were sentenced to Narcotic Treatment Rehabilitatfon Center (CRC), or to the
Department of Corrections (CDC). In the group of individuals who did not complete units, one individual was
gentenced to CDC and two individuals were sentenced to CRC, The fact that these individuals were incarcerated,
could account for the reason they did not complete units once they were enrolled in college.
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TABLE 16

REASON FOR LEAVING PROGRAM BY EDUCATIONAL STATUS®

COMPLETED DID NOT COMPLETE COMPLETE UNITS ATTENDED TOTAL
UNITS UNITS PRE-PROGRAM MAEP

No. % No. % No. % No. % No. %
JAIL OR PRISON 1 7.1 2 20.0 3 37.5 5 33.3 11 23.4
VANTSHED 2 14,3 1 10.0 - 3 20.0 6 12.8
LEPT AREA 1 7.1 1 10.0 1 12.5 - 3 6.4
WITHDRAWN STAFF
APPROVAL 7 50,1 2 20.0 4 50.0 5 33.3 18 38.3
WITHDREW PROM
TREATMENT 2 14.3 2 20.0 - - 4 B.5
WITHDREW FOR
NON-PAYMENT 1 7.1 - - - 1 2,1
OTHER* - 2 20,0 - 1 6.7 3 6.4
NECEASED - - = N 1 6,7 1 2,1

TOTAL 14 1100.0 10 100.0 8 100.0 15 100.0 47 100.0

8gtatys as of January 31, 1973,

bPound ineligible, trsnafsrred to another program, parole agent insisted on withdrawal.
“Methropolitan Adult Education Program.

4,0 THE MINNESOTA MULTIPHASIC PERSONALITY INVENTORY (MMPI)

The MMPI is an objective gelf-report instrument that has been used in hundreds of psychological studies.
This present study was completed by Lucy Cohen, in partial requirment for her doctorate in Educational
Psychology.l8 This section represents an abstract of that study. Cenerally, Ms Cohen found that after a short
period on methadone maintenance, the subjects in her study improved considerably in terms of their MMPI profiles.

The subjects were male patients that entered the Central and Alum Rock clinics from December 1970 to June,
of 1971l. The design was a pre-test and six month post-test for 126 subjects. Since there was no control group
of heroin addicts that had not received methadone, & separate post-test only group received the MMPL after being
on the program for six months (no pre-test). There were no significant differences between the experimental
post-test and the post-test only group, reducing the effects of maturation and regression.

The experimental subjects were classified into four diagnostic groups on the basis of their MMPI profiles:
Normal, Paychopaihic, Neurotic, and Schizold. The entire group profile, on pre-~test, exhibited a double-spike
24 pattern (psychopathic with depressive overtones). This pattern was the same on post-test, although scale
(2), Depression, dropped below the clinical cut-off point.

The total group showed a significent decrease in psychopathology on the post-test for clinical scales (1)
Hypochondriasia, (2) Depression, (3) Hysteria, {4) Psychopathic deviate, {7) Psychasthenia, and (B} Schizo-
phrenia.

The proportion of these total group of subjects on pre-test and post-test is shown in Table 17. The mest
striking result is the percentage of patients falling Into the Normal group at post-test, which increased from
unine percent to 21 percent. This suggests the effect of & maintenance program in relieving psychological
pressures attendant upon heroin addiction.

The Payehopathile group 1s comprised of three sub«categories, the 2-4 group (Depression and Psychopathic
deviate scales as having a high elevation or "gpikes' on the profile sheet); the 4-spike group; and the 4-%
group (high on the Psychopathic deviate scale (4) and the Hypomania scale (9). The latter group showed no
change with the 4~9 high points remaining the same. The 2-4 high point pattern showed significant decreases
in sczles of Depreassion (2), Hysteriz (3) and Psychopathic deviate (4). The 4~spike pattern showed a change
to & 4~9 profile pattern (that of a classic psychopath}. These conclusiona are obviously tentative in nature;
the small sample represented here precludes large~scale generalization.

18Lucy Cohen, "Periionality Changes of Narcotic Addicts in a Methadone Maintenance Program as Indicated by the MMPIM,
Unpublished docotral dissertation, University of California, Berkeley, 1972.
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TABLE 17

PERCENT OF SUBJEGTS IN VARIOUS MMPI DIAGNOSTIC GROUPS*
BY PRE-TEST AND POST~TEST#*

-
GROUP PRE~TEST POST-TEST |
PERCENT PERGENT
NORMAL 9 21
PSYCHOPATHIC

2-4 21 9

4-Spike 5 4

4.9 4 7

NEUROT'IC 29 19

SCHIZOID 14 14

RANDOM 4 11

UNCLASSIFIABLE 14 -1

_ TOTAL 100 100

% No numbers ean be provide for these percentages since none were provided for in the text and cannot be
derived from other portions of the data due to changes in Diagnostic groups from Pre-Test to Post-Teat.

5.0

5.1

The Neurotic group improved considerably during the course of six monthe of treatment. The Neurotic triad,
scales 1, 2, and 3, showed a significant decrease. By the same token, there was a decrease {n the paychastenia
scale (7).

The Schizoid group was high on all the clinical scales of the MMPI on pre~test, After six months, the
group showed a statistically significant decrease in all clinical scales of the test, except for the Hysteria
(3) scale. This is an impressive indicator of movement toward better mental health for this population which
is afflicted not only with heroin addiction but also severe mental illness.

Overall, there was reduction in clinical symptoms for the subjects. What is probably the most striking
finding is the large proportion of normal profiles obrained at post-test. This suggests that the relief of
the addiction cycle tends to reduce clinical symptoms. It should be noted that to fully appreciate this study,
*t ghould be read in its entirety, by a person having at least an elementary knowledge of the MMPI and heroin
addiction.

THE 1971 ~ 1973 POPULATION

This group of patients represents 410 patiente who entered the program from August 1, 1971 through January
31, 1973.

The reason this group is separated from the total population and the cohort population is that in August
of 1971, the social data instruments described elsewhere (c.f. first year report, "Social Impact and Evaluation
of the Santa Clara ounty Methadone Treatment and Rehabilitation Program, August 1972) were administered starting
with this population.

GOALS AND TEGHNIQUES

The design and basic style of this section of the report differ from the descriptive analysis of the social
data instruments in last year's final report. The first year final report deait with basic percentage differcnces
as .a gross indicator of attitudinal traits and success of patients. These differences were examined to produce
several specific hypotheses regarding the additionsl information available from the social data instrumenis. A
more analytic approach was developed.

Descriptive indicators are also to be examined in this section. The number of patients, which increased to
410, made it necessary to describe some specific characteristics of the population. A greater follow up period
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5.2

5.3

5.4

was algo available to allow for examination of changes over time.

This population is divided into three sub-groups: (I) the total patients admitted from August 1, 1971
through January 31, 1973, (I1) those patients who remained on the program long enough for self report follow
up information to be collected on them, and (III) and of 101 patients upon whom official criminal records were
secured.

POPULATION DESCRIPTION

Entry characteristics of the total 1971 - 1973 population (sub-group 1) are shown in Table 18 in
comparison with the total patient population. There are no apparent differences between the two groups.

Referring back to Chart 3 and Chart 4, it appears that there are some changes in this 1971-1973 population
over time. To observe these changes, the charts must be examined from August 1971 to the right hand margin.

The percentage of males is constant over this eighteen month period; the percent of Caucasians increased
for a nine month period then declined. Over the same nine month period the median age of patients shows a
corresponding drop then a rise. The only steady trend is the increase in the percent of married persons.

CHARACTERISTICS OF PATIENT RETENTION

Table 19 shows the characteristics of patients in the Post-August population that remained on the program
versus those that did not. This is mnot a cohort analysis, in other words patients were not analyzed for a
standard period of time, e.g. one year. The patients in this population had between one month and eightcen
months to drop off the program. FPatients who dropped off the program because of staff approval, or who died
while on the program were not counteéd for either program retention or as drop outs.

The appearance of the patients that remained on the program is that they were mainly Caucasians, a little
older, and more are females or are married. A greater percentage were working upon admission and started using
heroin at a latter age.

PRELIMINARY INVESTIGATION OF THE HEROIN EPIDEMIC IN SANTA CLARA COUNTY

In order to assess the epidemic of heroin addictien in the county, it is fmportant to determine when
patients first gtarted using heroin. This was figured by subtracting the age a patient firat started using
heroin from hig chronological age at admission, and then subtracting this figure {rom the year the patient was

admitted to the program.

Chart 6 shows the percent and number of patients that started using heroin in a particular year. The peak
year for the epidemic was 1969 when 12.1 percent of the patients in the Post-August 1971 population started using
heroin. From 1961 through 1969 there is a steady increase when patients started using herofin (267 or 70.3%).
This corresponds very closely with information Jaffe reports on federal treatment programs.

There is a substantial drop from 1969 to 1970 from 12.1 percent to 3.7 percent. Perhape the corner has been
turned in the epidemic of heroin addiction in Santa Clara County. This may be a result of the selection criteria,
for to be on the program in 1970, an addict would have to verify evidence of addiction dating back to 1968. A
greater period of follow up will be niecessary in order to determine if this is a correct assumption.

The rest of the patients in the post-August group (113 or 29.7%) started using heroin between 1927 and
1960. - This sample ism based on 380 patients; the majority (74.5%) entered the program in 1972.

WAY OF LIFE INQUIRY (WOL)

Way of Life Inquiry (WOL) is based on the work of Meyer et al. The thesis of the study is to determine if
narcotic addicte could be placed into a scientific typology. This typology could be used as opposed to the
cultural sterotype of narcotic addicts that Meyer and associates describe as ", . . an agressive, obsessive,
dangerous dope fiend who eschews constructive, conventional activities and is_enmestied in a life of crime'; or
as " . « « @ rejected, dependent sick person who nceds and craves treatment," In a systematic manner, a
scientific typology was developed by Meyer and associates to try to show that neither sterotype is a true
portrayal of a narcotic addict.

The data collacted on this 52-item form 1is designed to answer questions about the patient's relationships
with others; especially his family and friends, and the degree of conventional as opposed to criminal activity
he engages in with them. Answers are weighted to a formula devised by Meyer and assoclates, and a four-fold

19Harris, George T« Interview with Dr. Jerome H. Jaffe. Psychology Today, August, 1973, pp.68-85.

ZOAlan S. Meyer, Rithard Brotman, and Alfred M. Freedman, "Continuities and Discontinuities in the Process of Patient
Care for Narcotic AddictsY (Final Report to the Health Research Council, New York, Wew York, April, 1965),pp.77-78.
Richard Brotman and Alfred Freedman, A Community Approach to Drug Addiction. U.S. Dept. of H.E.W., S.R.S., J.D.
Publication No. 9005, '
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ENTRY CHARACTERISTICS OF THE TUTAL POPULATTON AND

TABLE 18

THE 1971 - 1977 POPULATION

{FIGURES IN PARENTHESES ARE THE NUMBER OF PATIENTS
FIRST USING HEROIN IN THAT YEAR)

CATEGORY GROUP 1 GROUP ITI
SEX: Male an.8% 80.0%
Female 19.2% 20.0%
RACE: White 51,74 52,2%
Black 5.2% 5.1%
Spanish Surname A2, 8% 42.7%
Gther A 0.0%
AGE: Mpan Years 28.5 27.3
EDUCATION: Mean Years 11.0 11.1
MARTTAL STATUS: Married 44, 8%, a0, 3%
Singla 29.5% 32.8%
Widowed 1.2% 1.5%
Divarred 14.9% 15.A%
Separatad a,6% .87
BEPENDENTS: Hean Humbev 1.6 1.3
WORKING AT ADMTSRTON:  Yos 17.8% 19.7%
Ner R2.7% 80, 3"
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TABLE 19

ENTRY CHARACTERISTICS OF THE 1971 - 1973 POPULATION

1971 - 1973 POPULATICN AS OF JANUARY 31, 1973
CATEGORY ON PROGRAM OFF PROGRAM
SEX: Males 79.1% 81.5%
Females 20.9% 18.5%
" RAGE: White 53.8% 47.2%
Black 4.b6% 5.6%
Spanish Surname 41,8% 47,2%
" TAGE: Average Years ' 27.4% T e
EbUCATION: Average Years 11.1 11.1 ’
| MARITAL STATUS: Married 40.3% 9.7
! Single 32.7% 34.2%
Y Widowed 1.6% 1.4%
Divorced 16.1% 15.1%
Separated 9.3% 9.6%
| AGE FIRST USED: Average Years 19.0 18.3
F_.RM,.,*~W_». e ot £ gt e, P . et o et b e .
! WORKING AT ADMISSION: Yes 19.8% 16.7%
; No 80.,2% 83.3%

claggification syatem for addicts is produced based upon the independent dimensions ef criminality and
conventionalitye The Ffour types they developed are: ‘“conformists" -- high on conventionality ard low or
criminality; they are most likely to be workers, family men, and active ir normal social relationships. "Two-
worlders', wha are high on both criminality and conventionality, are living in a situation which expresses

gome degree of conflict. The "uninvelved" are low on both conventionality and criminality; they appear to
redemble those persons whase withdrawal from society has been called g retreatist pattern. The "hustlers' fall
basically into the cultural sterotype of the narcotic addict; they are high on ¢riminality and Taw on convent-
jonality; for them the hustle to make money for the next fix becomes a major characteristic of the adaptation
to 1ife as an addict.

In the Meyer study a typology of narcotic addicts was discovered; the date collected on patients at this
point in the Santa Clara County Methadone Maintenannce Program support Meyer and associates. 4 single
sterotypic methadone patient is not found. Meyer and assoicates split their sample into those who were high
and those who were low on each of their two dimensions -~ resulting in groups nearly equal in size. This median
cutting point method ig showm in Table 20. Three-quartera (76.5%) of the patients fall outside the common
storotype of the "hustler,

Validation of the four types of narcotic addicts is provided by Meyer and associates. In the Santa Clara
County Program the use of the WOL involved several objectives: Does the typology fit the patients. on a
methadone maintnenance program? If it does, then is it possible to predict outcome, i.e., success or failure
on the program, from the Way of Life Inquiry?

The first question is answered yes and noj the Way of Life has a type of face validity, making it an
interesting tool for defining addicts. The information presented in the first year final report; coupled with
the results of Meyer et al, show that the Way of Life portrays a useful typology of addicts, It has, however,
several faults. If it 1s a composite measure of the independent measures of ecriminality and conventionality,
it ghould have a high correlation with actual behavior.

Criminal records were coupled with the Way of Life typology and the relationship does not appear that
strong. . The amount of arrests pre program accounted for by each type is as follows: conformists 27.7 percent;
two- worlders, 23.4 percent; uninvolved, 11.7 percent, and the hustlers 37.2 percent. Examining Table 21
showe that this corresponds closely to the percent of conformists, but not to the percent of hustlers and
two-worlders. The hustlers and the two-worlders should have had by far the highest percentage of number of
arrests pre program, bubt thig was the case only for the hustlers, not the two-worlders.

As to whether the Way of Life predicts program retention, the answer is no. The four types were retained
on the program in the following percentages: Conformists, 65.5 percent; Two-Worlders 65.0 percent;
Uninvolved, 66.1 percent; and Hustlers, 60.7 percent. All four types dropped off the program inm nearly the
same frequeney. The type least likely to go off the program were the hustlers, which is the reverse of
expectation. Hustlers should depart with greatest frequency.
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TABLE 20

TYFES OF LIFE STYLE ADAPTATION AS MEASURED BY WAY OF LIFE
(Uging Median Cutting Points to Separate High from Low Values)

CONVENTIONALITY
High Low
“Conformists! “Uninvolved"
Low 28.9% 14.5%
(112) (56) (168)
CRIMINALITY -
High "Two-Worlders" HHugtlerah
33.1% 23.5%
(128) (91) X (219
(240) (147) (387)

The Viay of Life does not appear to hold any promise of predicting program retention; it also scems to lack
a clear cut relationship to objective 'hardV data.

METHADONE PATIENT ARREST RECORDS

For a sub-sample of the Post-Aupust population that entered the program from August 1, 1971 through January
31, 1972, official criminal records were made available from the California Department of Justice, Bureau of
Criminal Identification and Investigation (C.I.I.)}. This sub-sample was composed of 101 patients who had been
on the program for a long enough period to enable a one year follow-up to be made (Sub-group 111},

The crime data on Table 21 shows the various types of crimes the patients were arrested for one year before
they started the program and one year after starting the program. As is expected the highest proportion of
crimes fall into drug offenses and property crimes. The proportion of patients that are arrested for crimes
againgt persons is small, but in view of the severity in which these crimes are viewed by society this behavior
is significant.

Crime Pre and Post

Pre and Post methadone comparleons were done for the entire sample regardless of their program status, f.e.,
if they were on or off the program on January 31, 1973. Comparisons were made between total arrests, felony
arrests, misdemeanor arrests, and time at risk. -As indicated earlier, time at risk is a concept used in the
analysis to discern the amount of time a subject is free to engage in criminal activity. - A person coming to the
progrom immediately after a four year prison term will not have much time at risk to commit a crime. By the
same token a person who enters the program with a serious court case due to be dispositioned, may find himself
sentenced to jail or prison for a long period of time shortly after entering the program. To compensate for this,
the criminal records were examined and the time during the year the person was serving sentences that were not
suspended was recorded. The amournt of time served ig substracted from the time-frame (one year in this case} to
arrive at a time at risk figure. This is surely a rough estimate of the time a person is at risk to commit
crimes, but it ig the best measure available at the present time.

The time at risk was greater for the patients after they were on the program in comparison to before they
startaed the program. This was figured as a constant, The time at risk constant was then used to weigh felony,
misdemeanor, and total arrests of the patients before they were admitted to the program (pre). Each pre arrest
received a weight of 1.1938 times the actual number of arrests. Correlated t-tests were then performed between
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TABLE 21

ARRESTS ONE YEAR BEFORE AND ONE YEAR
AFTER METHADONE TREATMENT

BEFORE AFTER

TYPE OF CRIME No. % No. %
| MURDER - - 1 1.1

ASSAULT
Asgault with Deadly Weapon 1 1.1
Assault and Battery - -
Registing Arrest

PROPERTY

Burglary

Grand Theft

Forgery

Receiving Stolen Property
Auto Theft

Petty Theft
Miscellaneous
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DRUGS

Possesaion of Narcotics
Selling Narcotics
Possession Dangerous Drugs
Possession of Marijuanag
Selling Mard juana
Miscellaneous
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DRUNK DRIVING

ALL OTHER TRAFFIC 1
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DRURK AND DISORDERLY
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ALL OTHER 16 1
TOTAL 23 10
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pre and post methadone program for felony, misdemeanor, an total arrests. There were no significant differences
between pre and post program srrests. For this sub-sample of patients their criminality was not effected by time,
nor was the criminality of the entire gub-sample effected by program intervention. However, this does not take
into account the effect the program may have on the patients that it manages to retain.

Arrests of Patiente On and Off the Program

The patients in this sub-sample who remain on the program showed a marked reduction in the number of arrests
compared to those who left the program. Only patients who left the program with staff approval and those who
died while on the program were not used in this analysia.

Table 22 shows the change in total axrrests for both groups one year before methadone and one year after
methadone. Those patients that vemain oh the program are arrested less than those patients that leave the program.
The mean number of arrests per patient arrested goes down from 1.94 to 1.63 for the patients remaining on the
program.  The mean number of arrests for the program drop outs goes up from a mean of 1.56 arrests per patient
arrested to 2.24 arreest per patient arrested.

The difference between the two groups is highly significant (x2=12.43, p <.01), The results are quite clear,
those patients that remain on the program show a significant decrease in arrests compared to those that leave
the program.

The number of subjects being only 101, no analyeis of difference between groups before and after was done
in reference to felony or misdemeanor arrests.

Actual Criminal Activity Versus Self-Report

It is interesting to examine the self-report of persons about some past behavior and. to compare that with
what actually occurred. For the sub-sample of 101 patients there was available not only their offiecial criminal
records, but also a self-report of criminal activity.

The actual question that the patients responded to was: Number of times arrested end charged IN PAST YEAR*
A, 0, B. 1, C. 2, D. 3.5, E. More than 5.

This information was a written self-report by the patient during the week of admission to the program. ' Table O
24 18 very surprising; the similarity between the self-report and the actual number of arrests is very striking.

* This information was supplied by Dr. Avram Goldatein of Stanford Narcotic Addiction Research Laboratory, from his
Input Interview.
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TABLE 22
TOTAL ARRESTS - 1971 - 1973 POPULATION BASE ON A ONE YEAR BEFORE AND
AFTER STARTING METHADONE MAINTENANCE PROGRAM

PATIENT STATUS Before Starting After Starting TOTAL
Program Program

On Program
January 31, 1973

(N=63) 662 39b 105

Off Program

Japuary 31, 1973 I3 4

(N=32) ’ 25 47 2
TOTAL 91 86 177

x2=12.43 df =1 p o< W01

a 16 patients 1 arrest; 1l patients, 2 arrests; 3 patients, 3 arrestsj 2 patients, & arrests; 1 patient, 5 arrests;
1 patient, 6 arrests: Total = 66 (1.94 per patient arrested).

b 15 patients 1 arrest; 5 patients, 2 arrests; 3 patients, 3 arrests; 1 patienmt, 5 arrests: Total = 39 (1.63 per
patient arrested).

¢ 10 patients 1 arrest; 4 patients, 2 arrests; 1 patient, 3 arrests; 1 patient, 4 arrests: Total = 25 (1.56 per
patient arrested).

d 9 patients, 1 arrest; & patients, 2 arrests; 5 patients, 3 arrests; 2 patients, 4 arrests; 1 patient, 7 arrests:
Total = 47 (2.24 per patient arrested).

TABLE 23

NUMBER OF ARRESTS BY SELF-REPORT
AND
AGTUAL CRIMINAL RECORDS

CATEGORY SELF -REPORT ACTUAL RECORD
Number of times arrested
and charged in past year No. % No. %
0 46 45.5 L7 46,5
1 34 33.7 29 28.7
2 9 8.9 15 14.9
3.5 10 9.9 9 8.9
- More Than 5 _ 2_“__~ 2.0 1 1.0 .
TOTAL 101 100.0 101 100.0
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PAHENTS EMPLOYED BY TIME ON PROGRAM
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Apparently, upon admission to the program patients reveal a good memory and do not try to falsify their criminal
activity. The non-punitive approach of the clinics toward prior activties of the patient, plus the fact that
the perspective patients are interviewed by ex-addict counselors probably contributes to their honesty. What is
not reported here, however, is the type of crime for which they were arrested and the severity of that crime.

SELF-REPORT OF PATIENT EMPLOYMENT

The patient's self-report of employment is gathered every three months by the Quarterly Individual Progress
Summary to patients remaining on the program.

Based on gelf-report of a sample of 138, 20.3 percent were working upon admission to the program. After
three months on the program this percent rose to 5l.4; and after six months on the program 61,6 percent of this
sample of patients were employed. This graphically displayed on Chart 7.

In analysing data on patlents employed in a methadone program it must be remembered that this is based on a
“shrinking sample." For those patients that were off the program, there is no record for employment, so that
the gain from 20.3 percent to 61.6 percent is not as spectacular because it only includes those who have managed
to remain on the program. The figure from the cohort study based on earnings for all patients probably reflect
a true picture of the employment situation. Unfortunately, there are no figures available for those patients that
were off the program during the six month period for this sample. Had there been, the employment figure might
approximate that for the cohort group. In this sense, the data presented in the analysie of the 1970-~1971 cohort
18 a much better index of patient employment because it is based on objective data, not self-report.

FAMILY INTERVIEWS (FAIN)

Family interviews were started in March of 1972. As reported earlier, ten interviews were initially
conducted, but reluctance on the part of both patients and their families led to the introduction of a mail
survey. This was begun in December, 1972 and continued until March of 1973. The results of both the interviews
and mail survey will be reported herein.

Patients are asked, upon entering the program, to sign a Family Interview Permission Form. After approxi-
mately six months, the families are mailed the Family Interview questionnaire, with a return envelope included.
The form explains that the wife or husband, or father or mother if the patient is not married, are to answer:

2IMaddux and Bowden, p. 101.
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the questions. If none of these individuals are avallable, a person the patient has indi{cated who has "important
socio~economic ties and frequent emoticnal contact with the patient" can. complete the form.

A total of 132 families were sent both an Initial Survey Form and a second follow-up questionnaire after
approximately a six week interval. Forty-four were received (33.3% return rate), plus the eight personal
interviews equaling fifty-two subjects. Over three-fourths of the patients were on the program at the time they
were surveyed.

The intent of the interview is to asgess the extent to which family life styles have changed subsequent to
the patient's coming on the program. The respondent is asked to indicate degrees of change in the patient's
behavior both in and ocutside the family, as well as give an opinion of the program itself. Since no data on
the attitudes of the families or M"significant others' of methadone patients currently exists, any contrasts or
comparigons will have to be made in terms of studies dealing with families of heroin addicts.

For analytical purposes, the responses of the families were merged with the patient's baseline and follow-up
data to determine if the actual patient behavior did in fact coincide with judgments of the family as to individual
success on the methadone program.

Since the family i{s the basic socializing unit, providing what Goode?? calls “emotional maintenance”, and
since many adult addicts remain unusually dependent upon their family of origin (Vaillant}Z3 gne can hypothesize
that any treatment (methadone) not viewed favorably by family members would meet with lessened success. When
agked their feelings about the county methadone maintenance program, 52.9 percent (27) of those responding to
FAIN said they were 'very happy" with the program. Another 23.5 percent (12) said they were Vhappy" about the
nethadone program, while only 3 respondents (5.9%) were Yunhappy". The remainder (9, or 17.3%) were ambivalent.
At the same time, nearly three-fourths (36, or 72.0%) of those surveyed saild their feelings toward the patient
had become much more accepting (36, or 52.0%) or a little more accepting (10, or 20.0%)Y.. 28.0 percent said their
feelings had stayed the same, and no one felt they had become less accepting of the patient. These figures speak
well of the methadone program for this group, even considering that the responses came from family members.

It 48 also Interesting that family members were aware of patient arrests and reported them in the FAIN
interview. This helps Iend an objectifying element to the study.

22F N. William J. Goode, '"The Sociclogy-of the Family" in Sociology Today, Pobert R. Merton, Leonard Bloom and Leonard
S. Contrell, eds. New York: Basic Books, 1959,

23F.N. George E. Vaillant, "Twelve Year Follow-Up of New York Narcotic Addict: 1 The Relation of Treatment to Outcome,™
Amer. J. Psychiatry 123: 585-591, 1966.

Taylor et al,?% i their study of the wives of addicts, reported that wives were optomistic about the future
only if their husbands were drug free at the time they were asked their opinions. Our findings tend to support
this in that 66.7% (8) of the wives surveyed were much more or a little more accepting of thelr husbands, while
4 (33,3%) said their attitudes had remained the same since their husbands had discontinued heroin use and entered
the methadone program.

The patients included in the FAIN survey showed some differences in demographic characteristics when
compared to the total program population for the first year report. More males are included in FAIN, as well
as 4 larger proportion of whites. Spanish surname patients are under-represented, a factor which was encountered
when the initial personal inverviews were started, and eventually led to the mail survey. The mean age (25.6)
is below that of the total population, but the mean number of years of education {s higher.

The FAIN population has more single persons, and as would be expected, fewer dependents. It appears that
parents were more likely to respand to FAIN than wives or husbands., The mean Income is somewhat higher for those
whose familiecs responded to the family interview. Of the twelve patients who left the program more of the FAIN
sub-group left the program with staff approval, the first indication that family support, as indicated by the
overwhelming vote of confidence given the methadone program, may play a major role in patient success. The
reletionships these patients established with the program appears to have been better than generally found.

Therefore, what is indicated by the FAIN is a younger, white, male, single population, better educated asnd
earning more wages than the total population, but receiving support from either their families and/or prlmary
reference group, and consequently doing better on the methadone program. While other methadone studies,?25 have
indicated the older, married, long term addicts doing better on methadone, our preliminary findings would indicate
when family support is introduced as a variable, patients will do better.

Table 26 lends a great deal of support for the methadone program from those famillies receptive to completing
the FAIN survey. While one can only apeculate as to the attitudes of the individuals who refused to answer the
questionnaire, it scems that the emotional support given patients is reflected in the outcome of treatment (i.e.,
reason for leaving program - withdrew with staff approval, follow-up, etc.).

243ygan D. Taylor, Mary Wilbur, and Robert Osnos, !'The Wives of Drug Addicts," Amer. J. Psychiatry, 123, 5, 1966

25¢ar1 . Chambers, Dean V. Babst, and Alan Warner, "Characteristics Predicting Long-Term Retentlion in a Methadone
Maintenance Program" Proceedings Third National Conference on Methadone Treatment, Nov. 14«16, 1970, New York,
New York.

40




6.0 STAFF PROGRAM EVALUATION

This is the third time in the two years of study that the Staff Program Evaluation Questionnaire (SPEQ) has
been used. These interviews with staff were done in August of 1971, when the evaluation group began data
collection, May of 1972, and again in May of 1973. The questions asked were designed to answer the following
questions:

1. What are staff feelings about the causes of addiction and they way it is handled in American society?

2. What are the opinions of staff members as to the usefulness of what they are doing, i.e., is the
program effective?

3. VWhat improvements do staff feel are needed?

-

4. How do staff members feel about thelr jobs, i.e., their supervison, benefits, and opportunitiea?
5. Finally, what is the background and training of the staff?

SERG staff conducted all interviews. The SPEY questionnaire was abbreviated after the first two
administrations to shorten the length of the interview and to focus on more important qu-stions, two questions
were added.

Twenty-five staff members were interviewed in 1971, 27 in 1972, and 37 in 1973, showing increases in the
gize of staff over this period. Of the original 25 staff members interviewed, 16 remained in 1972 (64%) and
11 (44%) by 1973. Thua, staff had a turnover rate of 56% in & 22 month period, mostly for personnel directly
involved with patients. This in itself cannot be considered desirable for a treatment program; reasons for it
are suggested by the staff members themselves in their responses to questions about the management and organization
of the program.

The responses to quegtions have been organized to provide data in the following major areas:  staff back-
ground, general attitudes toward the drug problem, opinions of the criminel justice system handling of addicts/
patients, and staff observations on their own program as to its effectiveness and its needed improvements.
Responses were analyzed in two ways, based first on comparisons between all staff from the baseline interviews
(August, 1971) to the most current interviews (May, 1973). In order to assess the attitudes of the eleven
"long-term" staff members, their responses were analyzed separately in order to compare them with the total staff.

TABLE 24
PATIENT BEHAVIOR SINCE METHADONE
More than : The Less than Does
T , Before Same ____Before Not Apply
- ; efore ot Apply e o]

YPE EHAVIOR Ho. | Percent No. Percent No. | Percent No. Percent
Helping around house 3% 1 68.0 10 20.0 - 1 o- 6 12,0
Playing with kids 18+ 38.3 9 19.1 - - 20 42,5
iii‘iﬁﬁ?nh""’ﬁ ] 32 | 73,5 5 10.2 31 6.l 5 9.6
g church | 13.3 13 28.9 - L= 26 57.8

Making new friends 19 ¢ 46,2 16 37.2 6 ' 14.0 2 4.7

Talking with otlers 31§ 66.0 12 23.1 4 | 8.5 - -
Biing affectionate 300 | 6l.2 15 30.6 4 8.2 - -
Sleeping 23 | 48,9 10 21.3 13 27.7 1 2.1
Health problems 9 1 20.0 16 35.6 14 31.1 6 13.3
Working 27 { 54.0 12 2.0 5 10.0 6 12.0
Trouble with law 1 2.1 6 12.8 26 55.3 14 29.8
Interest /Education 23 } 48.9 13 27.7 3 6.4 8 H 17.0
Watching television 21 45.7 19 41,3 5 10.9 1 : 2.2
Attempting to find work 27 | 58.7 6 13.0 3 6.5 0§ 2.7
gnwglor irritable 8 I 16.3 11 22.4 29 59.2 1 | 2.0
ambling - - 5 10.6 3 6.4 39 | 83.0
Using nlcohol 6 ‘ 12.5 8 16.7 17 35.4 1713504
1 1]
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Staff Background

The greatest change in age groupings during the first two years of program operation is that the number of
females on the ataff increased, particularly in the over 35 grarp, while there has been a corresponding decrease
in male employees. Educational levels of staff were highest in the 1973 group, with a distinct improvement in
the category of those with "some college. While 52 percent of the staff had only a high schosl diploma in 1971,
by 1973 just 18.9 percent had only up to a high school diploma.* Thig type of improvement is encouvaged by the
County and in upgrading the skills of the community workers in particular. About forty percent of all staff have
a B.A. degree or better, although this rose to over half in the 1972 gurvey (56%), declining to 43 percent in
1973. These figures include nurses with hoepital nursing school training, a group which has also shown a rise
and decline over the two year period; five nurses now have this type of training. The greatest increase in those
now golng to school is for those seeking Aassociate in Arts degrees from local community colleges. The increase
has been from 12 percent (3) to 32 percent (12) for the two year period, and most are the Community Workers.

The ethnic distribution of the staff is improving, i.e., it is beginning to more closely approximate that
of the patients. There is still much toom for improvement, however, as caucasians make up 73 percent of the staf
(27), down from 80 percent in 1971, The greatest increases in minority personnel are in the oriental and black
groupg-~~numbers of chicano staff have declined.

The job classifications of the staff are as follows: administrative and supervisory, 9 (25.7%); line (staff
nurges and vocational counselora), 11 (31.4%); community workers (formerly addiction specialists), 10 (28.6%);
clerical staff, 5 (14.3%)---two were not classified. The most notable change has been the decrease in community
workers, from 44 percent in 1971 to 29 percent in 1973, The meaning of this decline will be diacuased later.
These categories of staff are used at various points in the analysis of staff attitudes.

Opinion of the Criminal Justice System

Juat ag members of the criminal justice system were asked to render an opinion on the program, program staff
were asked to render an opinion of the system, They were asked to rate the job being done by the police in dealing
with the heroin problem in the County. Their rating went from 84 percent 1971 to 97 percent in 1973 stating

*It is recognized that percentages are not appropriate for groups of less than 50 subjects; they are used here
primarily for comparative purposes on populations of different aizes.

“falr to poor." A similar rating was found for the courts--~88 percent to 97 percent over the two year period.
When asked if the courts have been too lenient, too severe, or generally fair in dealing with addicts, there was
a modest trend toward seeing the courts as nmore fair, although the majority of the staff still saw them as teoo
severe---56.8 percent in 1973, down from 73.7 percent in 1971,

When staff were asked how there cooperation might be improved between themgelves and criminal justice system
personnel, the top-ranking opinion over the two year period was for criminal justice personnel to “reduce the
punitive aspect and place more emphasis on sickness and rehabilitation; a position supported by about one-third
of all staff members. This was followed by a concern for “standardizing the operational process" to reduce overlap
in services provided by criminal justice agencies. Third-ranking was the nced for an ircrease in the accuracy
of communications between both agencies. These issues are discussed further in the section on the criminal justice
agency interview.

The Causes of Addiction

Staff members were first asked to express thelr views on the nature of the heroin problem, viz., its causes
and societal reaction to the addict. All of the causes of heroin addiction stated were ranked for each of the
three interviews. "Poer preasure! was ranked as most important in the first and second years, and "poor
environment" was canked most important in the third year, showing the greateat increase in rated importance for
the three ratinga {from 32% in 1971 to 54% in 1973). YEscape from social reality™ was third-ranked and showed
an increase for the two year period. Decreasing importance was assigned to curicsity (something new and different)
and having a poor family situation. When staff were asked to state the major cause of addiction if they had to
chooge from personality problems or ottside social problems, they responded as shown in Table 25,

TABLE 25
MAJOR CAUSE OF 2DDICTION-STAFF RESPONSES
MAJOR CAUSE 1971 1972 1973

Number Percent Number Percent Number Percent

PERSONALITY PROBLEMS 10 40.0 15 55.6 17 45,9

OUTSIDE SOCIAL PROBLEMS 9 36.0 6 22.2 7 18.9
. BOTH EQUALLY* 6 24.0 6 22.2 13 351
TOTAL 35 100.0 27 100.0 37 00,0

% Volunteered Responses
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In this table we see a definite shift out of both categories to both causes equally, which were volunteered
respotides, It ia of considerable interest that long-term staff members, i.e., those who have been with the program
through all three interviews, are consistent advocates of the “personality' explanation. While 40 percent of the
original 25 (10) stated this cause, 56.3 percent of the sixteen remaining in 1971 and 63.6 percent of the eleven
remaining in 1973 stated this cause¢. In short, staff who stay with the program see the cause of heroin use as
primarily rooted in the personality of the patient. For these staff members there is provably a necessity to see
the problem as being “within" the individual, since there is apparently no effective way to deal with "eutside
social conditions™. Also, the program has become increasingly oriented toward psychotherapeutic, or "psycho-
gocial!, styles of treatment, and the retention of staff members with this orientation is not surprising.

A further indication of the psychotherapeutic orientation of staff is in the data on the percent of patients
needing intensive individual counsecling. Since the first interview there has been a marked shift to greater
numbers of patients in need of such counseling, as shown in Table 26. While this shift is just short of being
significant at the .05 level (X? test), it does indicate a strong preference for the use of psychotherapeutic
rehniques.

Staff were also asked to express an opinion as to what actually happens to the addict in our society, choosing
between three aslternatives. "Punishing the individual addict" was consistently indicated as most emphasized in
American society., This was followed by an emphasis on "Protecting society from c¢rime he might be committing", and
finally by "Rehabilitaring the addict so that he might become a productive citizen". The concern for punishing
the individual addict is in clear agreement with their attitudes toward the c¢riminal justice system and their
treatment orientation.

TABLE 26
PERCENT OF PATIENTS NEEDING INTENSIVE INDIVIDUAL
COUNSELING
1871 1972 1973
PROPORTION Number | Percent Number | Percent Number | Percent
Not Sure - - 1 2.7
Less Than 1/4 10 0.0 6 22.2 2 5.4
1/4 te 1/2 5 20,0 8 29.6 9 24,3
1/2 to 3{4 5 20.0 8 29.6 10 27.0
Over 3/4 4 16.0 ) 18.5 14 37.8
All 1 4,0 - 1 2.7
TOTAL 25 100.0 27 100.0 37 100.0

%22 5,79, pg .10 df=2 (combined cells at 1/2).

In conjunction with the above gquestion, staff were asked to indicate the primary emphasis of the proeram
in terms of goals that might be accomplished. As expected, the primary emphaaiy was on "Ruhnbilitéfing tﬂn ‘
addict.a.,!' folloved by “changing community attitudes and conditions which contribute to hernin addiction,!
and "Protecting society ..." Responsns indicated a much stronger agreement on program geals tlhan or qori;éal
alternatives for dealing with the addist. Over three-fourths of all staff members werc in agrsnmené Gn'thc
ranking of poals for the entire tuo vear perind, while about one-half were in agreement on the ordering of

societal alteroatives. Over 90 percent of the long-term staff in 197 1 J i i i
oty e g-tor f 3 selected rehabilitation and changing

The Treatment Program

Staff were asked t2 argue for the use of methadone in rehabilitating addicts. Respenses were rank-ordered
for the three interviews. The fact that methadone is "essential to non-addiction ir that it provides the :
necessary impetus to kick heroin’ was selected by about 40 percent of all staff each vear. This ffndinq also
holds. for long-term staff at about 40 percent each year. Second-ranked was that "methadone works--~it i; much
WQFG successful than other programs, "indicated by about one~third of all staff, including long-term staff.
Thivd-ranked was the argument that “‘normal functioning is possible"” with methadone, but this argument was

declining in favor of mwethadone becoming “acceptable to societ " i i
Tongercrs rratey g D ety, or legal." These patterns are identical for

At another point ataff were asked to state how successful they felt most non-m t
programs for heroin addicts have been. Apparently staff opinion o% such programs hz:hiigzsvgé 3;éha:i;i?ence)
While only one in ten says they are very successful, the percent indicating “somewhat successful® has improved
from 36 and 3? percent in 1971 and 1972, respectvely, to 51.4 percent in 1973. Long-term staff are not likely
to agree, but the trend is the same. This attitude is borne out in responses by four-fifths of 11 staff in
each year vha say that methadone in combination with other types of treatment (counseling, education, trainine
etel) 18 most iikely to help the patient to become free From heroin use. ' l i

Treatment Emphasis

Staff were firgt asked to indicate the extent ta which treatment of patie 5 i t 3
particu!nr clinic, followed by an explanation of the types of treatment bging :;:cq:: ﬁ?gtaZ{ggqaié ;geir
indication of their suctess. These types of treatment are ghown in Table 27 for the three interviews. Individual
counseling is indicated hy the largest majority of staff in each year, fellowed by group thernﬁy and vocational
connseling and services. The greatest increase appears to be in the provision of vecreaticnal activities The
percent of staff indicating that these programs verce Ysomewhat successful’ rose from oyer kalf (54.5%) in‘l971‘t
almost three~quarters (734) in 1973, alrhougk those indicating Yvery succassful® dropped from 18.2'percent to °
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TABLE 27

TREATMENT BEING DONE AS INDICATED BY
PROGRAM STAFF

‘-—.-.1

TYPE OF TREATYMENT 1971 1972 1973 |
Number | Percent Number Percent Number Percent '

GROUP THERAPY 22 88.0 % 518 27 VENOR
INDIVIDUAL COUNSELING 19 76.0 22 81.5 30 81.1 :
VOCATIONAL COUNSELING .
AND SERVICES 16 66.0 17 63.0 26 70.3 i

EMERGENCY GRISIS ;
INTERVENTION 3 12.0 3 11.1 6 16.2 ‘

OUTSIDE REFERRALS 3 i2.0 2 1.4 7 18.9 ;
REGREATTONAL AGTIVITIES 1 4.0 - 12 2.4
DETOXIFICATION 1 4,0 - - !
NOTHING AT ALL |
WORTHWHILE 1 4.0 1 3.7 3 Bot :

OTHER 2 8.0 1 3.7 14 7.8 |
A

8.1 percent in the same periocd. The extent to which staff felt that treatment of patients was emphasized at
their clinic did not change radically over time, with other half irdicating "some, but not a greet deal."  Some
of the reasons for thegse less than unanimous responses are discussed in the section nn program administration.

One important aspect of program treatment is the determination of what is important in keeping the addict/
patient free from heroin use. 1In order to assist in establishing program goals, this guestion was asked.
Responses were ranked for all three interviews. '"Finding stable family relationships" was consistently selected
by one~fifth of the staff, followed by "finding stable social relationships,"” which wes consistently selected by
about one-~sixth of all staff. On the decline was "finding a good job," although it was still selected by 13.5
percent of all staff (down from 20% in the first year). "Being accepted by the community" took the sharpest
drop, down from 24 percent in 1971 to 2.7 percent in 1973. Cousistent with the treatment orientation, the
greatest increase in responses was in "having a professional counselor to help him," up from 4 percent tn 18.9
percent of all staff. - Apparently the stability of family and social life and the assistance of professional
counseling have cmerged as the most important goals in the treatment program. These poals appear to be
consistent with the treatment plan developed for the 1973=1974 program year:

The experience of this Program and many others nation-wide clearly indicates that a minimum
gservices maintenance program of indefinite duration is not adequate. 4 program has a clear
obligation ta offer a system of intensive psycho-social treatment services taflored to individual
needs go that motivation for a socially~productive and drug-free life-stvle can be developed by
patients. Inner strengths such as confidence in one's ability, dignity, self-respect, pride in
family, home, or job appear to be necessary for successful withdrawal from methadone and eventual
total self-reliance.

All staff were asked the question: YIf you could make any changes you wanted to improve the program, what
would you chenge first? What new programs would you want to set.up? The top-ranking response was "Administ-
rative reorganization---increase responsiveness and leadershiph (32.4%, up from 24% in 1971), followed by "More
groups---broader range of emphasis™ (24%, down from 32% im 1971). A smaller patient to staff ratio was seen
as desirable, and the need for intensive individual counseling for patients was re=emphasized.

Program Operation

What is the capability of the program for meeting these future goals? What do they mean by the statement
that Madminigtretive reorganization' would be the most desirable program improvement? In the staff interviews,
‘an attempt waa made to assist program administration by providing information on staff problems and possible
solutions, as suggested by ataff members themselves. Probably the most often heard complaint was that the
program needed better organization and more emphasis on patient treatment as opposed to just maintenance. This
requires administrative leadership, a concept which was discussed in some detail in the first year report. As
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stated by a former program medical director:

« « » cach staff member had a rather individual approach to therapy, and we had not developed
means for exchanging ideas go as to develop gome common goals. 4gain no one staff member emerged
with such special skills as to provide really outstanding leadership in this area.

As recently ag September of 1973, an independent observer's impressions of the program over a four day
period yielded the following statement.

The problems that are being faced by the program are in many ways inhereat in any
methadone treatment program because of the controversial nature of methadone. Concomitant
with this in your epecific asituation is a lack of a clear organizational structure and
supervisory responsibility. This situation filters down to your staff members and then to
your patientg in terms of bad moral, lack of creativity, little actual therapy, inaccurate
charts and a feeling of lack of progress. Along with this is the problem of ambivalent staff
feelings about the use of methadony in drug treatment and long term use of maintenance.

This observer continues by indicating that strong leadership for the program is imperative at this
time.

In an effor® to pinpoint areas of staff crfectiveness, they were asked to indicate who they felt had
the preatest influence or least Iafluence on the patient while he is being maintained. As expected, most staff
groups voted for themselves each year, although the clinic director was very clearly seen as having the least
influence on patients (other than clerical help). This increased trend over the two year period. The
community workers were never seen as having the least influence on patients, and employment counselors and
head nuraes were raorely chosen in this category. The community workers are slightly favored over nursecs
in providing the preatest influence (excluding their own votes), followed by the nurses.

260Gy aham Beaumont, M.D., 'Notes on the Physicians' Function in a Methadone Maintenance Program (Unpublished,
aApril, 1972).

27A11an Rabinoff, PhD., quoted from a letter to Mr. F 4s Stark, Program Coordinator; he is with Nationai Drug
Abuge Consultants.

Community Workers

An entire section of the questionnaire was devoted to the way in which other staff members view the role
of *he Community Worker, formerly called “addiction specialist." Since many of these individuals were former
addicta, their status on the program staff is very important, and they have been a subject of concern to program
administration. Their actual number in reiation to the program size is now legs than in 1971; at that time they
made up 44 percent of the staff (1) and in 1973 they made up 27 percent (10) of the total staff. When asked how
helpful the Community Workers are, all other staff (excluding the community workers)* were supportive, although
the proportion indicating “a very helpful" has dropped from 71.4 percent in 1971 to 25.9 percent in 1973, a
aignificant decrease; this decrease for long-term staff. Over 90 percent of all (non-Community Worker) staff
indicated "very helpful" or "somewhat helpful," When asked if more or fewer Gommunity Workers were meeded, the
proportion indicating “more" dropped from 64.4 percent in 1971 te 51.9 percent in 1973; long-term staff dropped
to 38 percent. For the first time, three staff members (11.1%) indicated that fewer were needed. As in each
Interview, non-community worker staff were asked to indicate how the job of Community Worker should be changed.
There was a radical shift in emphasis in the 1973 results. Staff felt that these workers should be provided
more in-gervice job tralning and outside educational opportunities, up from 20 percent to 50 percent. They felt
that more counseling ability should be required of these individuals when they are hired, suggested by 37 percent
of the non-worker astaff for the first time in any of the interviews. This is quite a switch from 1971, when
the primary concern, expressed by 40 percent of the non-Community Worker staff, was that these staff members have
more patient contact and be less involved in patient urine supervision and related tasks; 15 percent of all staff
now supgest this change. All of these trends are confirmed in long-term staff responses.

In anticipation of this chamie in attitudes, a new item was added to the survey in 1973, Staff were asked
to indicate the most important contribution the community workers make to the program. Responses from non-
comnunity worker staff rank as follows: '"have personal experience {can develop rapport and relate to patients),
"41%; Msuccessful role model,’ 30%; "train staff in addict lifestyle and knowledge of problem," 22%; “liaison
between stafl and patients,® 11%; and "their counseling ability," 7%. Long-term staff stressed the personal
experience aspect (63% of 11) followed by their ability to train staff (38%), with few of the other types of
responses, .

Another new question had to do with the increasing trend to hire community workers who are not ex-addicts
or stablized program patients. They were asked to indicate if this shift in hiring would be helpful in
carrying out the program goals. Seventy percent (70%) indicated. that this move would be "very helpful." Only
15 percent felt that it would be Yhardly helpful."

*Community Workers were not agsked to respond to these gquestions.
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Regarding the use of @ommunity Workers, it is probably wise for the program to pursue an upgrading in the
quality of indigenous workers. However, it is felt by the evaluator that there are some dangers in doing so. In
the init{al stages of the progrem, the Community Workers, then called “addiction specialists," were almost
entirely ex-addicts who were "clean', many of whom were on Methadone at the time of their employment. In spite
of their profesaional limitations and the problems involved in having them supervise urine collection, they
provided an important link te the addict community. They were an important aspect of the program's outreach into
the addicted population.  Most importantly, they provided support to individual patients who came onto the
program. They were not only the models for those who would be successful on the program, but they were capable of
interpreting the program to the uninitiated, allaying their fears, and helping them find the services offered by
the program as well as other soclal agencies. To do away with this type of communication and support can only
be detrimental to the program's effectiveness in the future.

Job Rewards and Problems

In an effort to assist the administration in working with program staff, the staff were asked to list some
of the rewards and some of the problems and frustrations they encounter. '“Seeing patient improvement! has
consistently been indicated by about 60 percent of all staff as being quite rewarding, followed by “personal
improvement and gratification." MHowever, the latter category has shown a drop from 60 percent to 23 percent of
all staff so indicating from 1971 to 1973. These trends are quite similar for long-term staff (11 people),
although there Is a stronger emphasis on "seeing patient improvement", (81% indicating in 1973). When asked to
state problem areas on the job (frustrations, etc.), the prime concern was with YAdministrative disorganizationsm-
--an unresponeive bureaucracy,' as indicated by 35 percent of all staff, which was the same as the frist interview
(36%). Patients were no longer seen as difficult to work with, and there were much fewer complaints about not
having adequate staff to do the job. !Lack of communication between all staff levels" has replaced these as the
second most important problem, indicating by 19 percent, followed by a new category: "no goals for overall
progrem," stated by 14 percent of all staff in 1973.

Staff Training

Since staff complaints were being heard, it was felt that their efforts at self-improvement should be asnessed.
Difficulties in program administration would not preclude continued improvement in job skills, particularly in
the development of treatment skilla. A preliminary question dealt with what they felt was most Important in
helping them perform their job at the clinic. While “life experience" and other diverse responses (previous work
experience, personal philosophy, personality, etc.) were indicated by about two-thirds of all patients in 1971
and 1972, 'work experience at the clinic" was indicated by 43.2 percent of all staff at the third interview (1973).
Since staff longevity has increased, this shift was not unexpected. However, the rate of ataff turnover indicates
that there may be more actual learning going on at the clinics. Staff were then asked what kinds of formal

(in~service) training they felt could bé most helpful to them on tha job. Knowledge of group therapy techniques
was clearly indicated as most important in 1973 (the question was revised from earlier), being chosen by 35 percent
of all staff. This was followed by a need for increased knowledge of the addict life style (22%) and sensitivity
training (14%).

Had staff sought such training? Were they currently enrolled in school or pursuing a training program of some
kind? “None' was indicated by 80 percent of all staff in 1971, 54 percent in 1972, and 60 percent in 1973.  There
appears to have been some improvement in the numbers taking training. The greatest shift by type of training
program, for those doing so, was from "in-service training" to degrees or non-degree oriented coursework. Degree-
oriented coursework consisted largely of Community Workers getting A.A. degrees (8, or 73% of the 11 staff
involved), and increased from 12 percent in 1971, to 27 percent in 1972, and 32 percent of all staff in 1973.

Conclusions

Staff turnover is greater than that considered desirable, particularly in the categories of staff who interact
most closely with patients. Program staff have a clear idea of their overall goals, and they wish to seec patients
receive more individualized and group treatment using psychotherapeutic techniques. They want more training in
group therapy techniques specifically. Their greatest concern, which has not varied over the two year span of
the evaluation, is that program administraticn achieve a better level of organization. This concern has been
verified by the evaluators through personal observation, discussion, and interaction with program staff. A former
medical director concurs in this as does another ourgide observer. ~Strong leadership is required for the program
to continue to improve in the delivery of services and the ultimate rehabilitation of heroin addicts, Ooncurrent
with improvement in thia area, the role of the Community Worker should be more clearly defined and implemented.
They are most capeble of communication with and support of the addict who is a potential patient, and they can
contribute the most to his becoming a patient who takes full advantage of all the services of the program and
the community. ‘

CRIMINAL JUSTICE AGENCY SURVEY

An integral part of any soclal service program is to maintain maximum cooperation and communication with
other agencies with whom their clientele become involved.  As in the first year of study, criminal justice agency
personnel (countrywide) were again asked to respond to a criminal justice agency questionnaire (CASE) regarding
their attitudes toward the program. It was used in April and May of 1973. It ig anticipated that the results of
this survey can be used to help eliminate areas of conflict and aseist in developing cooperation between the
program and local eriminal justize agencies. Ultimately, the program would benefit.
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Survey Peaigh

The following questions were considered critical to this aspect of the study; they include some more general
questions on drug sbuse in the county which it was felt might be ugeful to other agencies working with this
problem:

1. From their perspective, do they feel Methadone treatment is effective, locally and nationally?

2. Hag the program sppreciably reduced their workload?
3. Has the program increased their ability to handle the drug problem?

4, Hae their sttitude toward the program changed over time; i.e., do they see the program as worse or
better than it was earlier?

5. How can the program be improved, particularly cooperation between the program and their agency?

6. What a:v the causes of heroin addiction, and what is the addicts' commitment to treatment?

7. What are their estimates of the number of addicts in the County, both 'hard-core' and those 'chippying'?
8, What are their estimates of Methadone being diverted from the program into the community?

9, Whatr types of action do they recomuend regarding different types of drug abuse in the County?

The four page questionnaire used were personally delivered to a representative of each criminal justice
agency who was asked to distribute them to appropriate respondents. Each queotionnalre had a stamped, self-
addressed envelope attached to be returned to American Justice Institute offices in San Jose. Respondents were
advised that all individual responses were confidential. The exception to the above procedure was an interview
requeated by Judge Jsmes B. Scott of the Superior Court who felt he should respond to the evaluator personally
regarding his role in the addiction problem in 1971 and 1972. This interview is reported separately.

Sixty-three representatives responded, as compared to sixty-two for the first year. In the second year,
however, respondents were more equally distributed amonp different agencies, as follows: State Parole Division,
22 (34,9%, agents involved with drug caseloads); County Adult Probation Department, 15 (23.8%, officers with
caseloads only); the District Attorney's Office, 7 {11.1%, Deputies handling drug cases); Public Defender's
Office, 7 {i1,1%, Deputies handling drug cases); Superior Court, 1 (3.2%, Judges handling drug cases); County

Narcotien Officers from 6 jurisdictions,* 10 (15.9%). The results obtained were more representative than those
obtained the first year, which included fewer narcotic officers, and no public defenders or judges. While this
survey will be discontinued in the third year of reseanrch due to lack of funding, it is hoped that it can be
continued by another agency. It is recommended that this be the cases

Survey Resultes

For purposes of preserving the anonymity of responses by department and to facilitate interpretation,
responges were grouped into three departmental categories; Covrections-~-~parole and probation (37, 58.7%)3
Courtig-~~public defender, district attorney, judges (16, 25,4%); Narcotic law enforcement*---varied jurisdictions
(10, 15.9%).

Overall Views

Respondents were asked to express their views concerning the concept of methadone maintenance treatment
(ignoring how it is actually belng done). Over three~fourths of those responding (75%) felt that methadone was
either a 'very good" (22%) or a “gaod" (53%) idea as a treatment for addiction. Department rank on the same
categories was Courts (87%), Corrections (81%), and Law Enforcement (44%), Regarding the Santa Clara County
Program, fifty percent of those responding felt the program "discourages use of heroin.! Corrections and Courts
took a much stronger view, with fifty.six percent of each department indicating the program discouraged use, while
Narcotic Law Enforcement split between “encourages use of heroin' (40%), with only twenty percent indicating it
discouraged vae.

Some reasons given by those who felt the program encouraged heroin use (10 respondents) were: That
"Methadone treatment allows individuals to experiment with heroin, hence methadone 1s merely a safety valve!
~-==11.1% of total respondents;"the program leaves 'pushers' free to sell drugs and continue a life of crime"
~==b,3%; the clinics provide a meeting place for dealers and their customers''~--6.3%; ‘‘poor control and
supervision of the program encourages heroin abuse'.w.3,2%; "a lack of punitive action against positive urinalysis
results ("dirry" urines indicating heroin usel" also put the program in u position of encouraging heroin use---1.6%.

#Juriasdictions represented ave San Jose Police Department (4), County Narcotics Bureau (2), Sheriff's Department,
Gilroy P.D., Santa Clara P.D., Campbell P.D.; this is half the jurisdictions in the County, making up 59% of the
County population.
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These views represent a small portion of the total population; whether or not they are statements of fact is
problematical. Much work is needed by clinic staff to either change attitudes based on erroneosus information,
or to rectify existing problems encouraging criticiem.

The reasons given by those who felt the program (31 respondents) discouraged heroin use are more encouraging:
"Methadone is an alternative to heroin nae and offers treatment to those who desire {t*---17.5% of toral respond-
ents; "Methadone is a specific and positive treatment as it satisfies a physiological need"-~=12.74h.

O0f the 34 percent who anawered that methadone maintenance neither encouraged nor discouraged the use of
heroin, 4.8 percent felt it merely perpetusted a drug-oriented life style; 3.2 percent (two respondents) thought
that addicts make no long range plans, so consequently methadone maintenance treatment represented no initial
alternative; one respondent (1.6%Z) felt that not enough "treatment" existed, that is, methadone blockad the
craving for heroin but a psychological need still existed; another respondent felt that methadone is just a
substitute and doesn't really deal with the probem.

It is evident that there are several and diverse reasons for saying that the program encourages use or,
neither encourages nor discourages the use of heroin in the community. Many of the statements appear as
constructive critlcisms of the program, and if taken as such could be the basis for a continuing dialogue with
community criminal justice agencies, particularly lav enforcement groupa. Overall, the reponses indicate support
for the program in achieving the goal of reduced heroin usage in the community. This conclusion is supported by
the responses on progrsm asgiastance achieving department goals. Over half (59.3%) felt the program was "a
great deal of help" (6.8%) or "some help" (52.5%) in achieving overall department goals, Again, Corrections and
Courts were more likely to fall in these categories (72% and 60%, respectively), while Narcotic Law Enforcement
officers significantly disagreed in this regard (x2 test, p. .01) with sixty-seven percent indicating 'no help."
In_achieving specific treatment goals, Corrections and Courts again are high with over half indicating "a great
deal of help or "aome help." Narcotic Law Enforcement responses indicated '"not applicable' or '"no help" for the
most part, which is in keeping with thelr non-treatment orientation. Finally, when asked if their work load was
being reduced through progrsm effort, over half (55.8%) specified they were recelving Ya great deal" or "gome"
help,. While there were no significant differences by department, sixty percent of the Narcotic Law Enforcement
respondents indicated "no help." Three (30%) did indicate “some help." Gorrections and Courts again grour
together to indicate rveductions in workload {60% and 63%, respectively).

Probably the most important aspect of these figures is that for achievement of overall department goalu ..
reductions in workload, increases in positive response are evident from the survey done in 1972. In terms of
overall department goals, positive responses are up fourteen percent; there is also a thirteen percent increase
in those indicating ™a great deal® or “some' help in reducing their workload. There was even a modest increase
in achieving specific treatment goalg~~-3%. Therefore, it {s evident that in spite of criticisms leveled at the
program, it continues to make a significant impact on the criminal justice system, at least at the level of
corrections and the courts.

A8 a final verification of this concluslon, respondents were asked to indicate if their "overall attitude
toward the work of the clinics" has gotten better, worse, or remained the same since it opened in February of
1970. about one~fifth (2I%) said “better”, half (49%) gaid "remained about the same," and the remainder (30%)
said "gotten worse." The prineipal shift from the first year was from “same" (12% decrease) to “gotten worse
(9% increase) with a three percent increase in "better." This shift was not significant (X% test), and it does
not appear to effect their attitudes about the help the program provides them; however, it does indicate the
need for program staff to make some of the improvements being suggested. - Respondents were asked to {ndicate how
they felt the program might be improved. The issue of greatest importaunce was the need for compulsory coungeling
and improved servicee (other than just methadone) as expressed by elghteen percent of the respondents. As the
program enters its third year of federal funding, considerable emphasis has been placed on this goal. A similar
percentage considered inter-agency communication and the ability to understand the nature of each other's goals
and functions necesaary for program improvement. This concern was expressed elsewhere in the CASE responses.
Other concerns expressed by about ten percent of the respondents (in each case) were for more emphasis on withe
drawal from methadone (now being done by program staff), closer patient supervision in terms of attendance and
continued drug use, less staff overprotectiveness in listening to and supporting the "addict' (staff defines as
Upatient™), and for more cooperation in allowing eriminal justice agency personnel to be able to contact and
arrest patients if the need arose. The latter three concerns underdcore the differences in philosophy between
the medical and law enforcement perspective, and stress the need for continuing dialogue between leaders in these
respective professions.

A gomewhat smaller group (8%) wanted ex-addicts removed from the staff and/or program admissions ascreening
committee, a direction toward which the program is presently moving., The issue of the use of ex-addicts as
"addictlon specialists" in the program has been a matter of debate since the onset of the program. Therefore,
CASE respondents were asked specifically to respond to the question, "Do you feel that using ex-addicts who are
on methadone as Community Service Aides (Addiction Specialists) in the ¢linics is a good idea?" Forty-four percent
said "No," thirty-seven percent "Yes," and nineteen percent said "Don't know." = Again, Corrections and Courts
respondents were in very close agreement, but no Narcotic Law Enforcement officers answered in the affirmative,
with seventy percent indicaring "No.'" These attitudes ars in apparent agreement with those of program staff, and
currently only drug free (including methadone-free) Public Service Wérkers (formerly Community Service Aides or
Addiction Specialists) are being considered for program employment. Other points touched on by respondents. ag
improvements include a shorter waiting period for néw admissions, smaller, more individualized clinics, with
increased effort in providing professional ancillary counseling services. -Also, it was suggested that more job
placement and job vounseling be made available to patients., Some other ideas, though not necessarily within the
realm of the methadone program, run the gamut from a detoxification program for addicts to legalization of heroih.

It is important to note, as indicated in the staff program evaluation that some of the auggestions made are
already in effort or inm the procesas of being implemented. Even more encouraging would be the development of an
informational board (committee) to disguss and explain program operations, including the scope of present program
activities. Such a board would include representatives from corrections (parole, probatien, the jail), the
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courts (including the public defender and the district attorney's office), and narcotic law enforcement. The model
for such a group exista in the existing Santa Clara County Law Enforcement Drug Council, which coordinates narcotic
law enforcement in twelve jurisdictions in the county. As methadone treatment becomes more refined, i.e., develops
more diverse and in-depth treatment programe, a method should exist for informing criminal justice agencies as well
as various county social agencies of the ofrerings of the program, and these sacial agencies might well be a part of
this board, or council.

In order to make a determination of respondent's feelings about the continued existence of the program, they
were asked to indicate whether '"the present Methadone Program is adequate for handling the heroin addiction
problem in the county, or should it be enlarged, cut back, or discontinued?” Over half (52.5%) of all respondents
said ''should be enlarged." When "adequate as is" is included, over three-quarters of all respondents are supportive
of the program (78.7%). While there are no significant differences by department, again the Law Enforcement
respondents stand alone in that one-third want to see the program discontinued (3 respondents), one-third '"enlarged"
and twenty-two percent see it as "adequate ag is.' The program appears to have the support of about half the law
enforcement community as represented by these ten speclalists in narcotics law enforcement (who make up about one-
third of the total of such officeras in the county). In comparing these results with those from the first year's
aurvey, the percentages are about the same overall; departments were not individually treated on this attitude
in the first year.

Improved Cooperation

In an effort to let clinic staff know how the criminal justice community feels they may better cooperate in
dealing with the probem of heroin addiction, some questions were asked about their contact with the program and
how they felt cooperation could be improved.

Regarding ataff contacts, the helpfulness of staff vary according to the position of the persons dealt with.
This is shown in Table 28. Administrators have seemingly improved their rapport with criminal justice agency
representatives. The adjudged helpfulness ol nurses has dropped, while the Comnmunity workers are still viewed
as the least cooperative. It might be noted at this juncture that feelings in this area are somewhat reciprocale.
When asked if using ex-addicts as staff members was a good ldea, forty-four percent of the CASE interviewees
replied in the negative. Another nineteen percent were unsure, while thirty-seven percent did think that the use
of ex-addicts in clinice was in fact a good idea. The issue of communication and cooperation in inter-agency
dealings has been stressed previously. Suspicion and antagonism serve the needs of no one, particulary clinic
patients and potential patients. Increased effort by all parties concerned is needed.

In an effort to determine specific areas where more effort could be made to facilitate cooperation between
the methadone program and criminal justice agencies, respondents were asked for suggestions on how this could be

TABLE 28

HELPFULNESS OF STAFF

First Year Second Year
CONTACTS At Noress R Admin. Warees [ c.ug* |
No, % No. % No.. % No. % .| No. L. % No. % i
Very Helpful 11 29.¢ ! 16 42.1 10 27.0 13 38.2 11 29.7 9 25.7
Somewhat Helpful % 1368 |13 | 362 | 10 27.0 | 13 38.2 | 17 | 46.0 |10 | 2.6 |
i
Hardly Helpful at ALl 13 .2 19 2370 17 | 460 | 8 2.6 | 9 ! o243 |16 | 45,7 |
{ ! } | i
o ! |
B— SN SN 1PNV AURIURPRNE S cd i
H ! H 1 f
TOTAL 38 100.0 ¢ 38 100.0 37 1 100.0 34 100.0 37 . 100.0 {35 100.0 |

* Communlty Workers were formerly called 'Addiction Specialists."
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accomplished. The results indicate that a liason effort between the program and criminal justice agencies was
stressed by forty percent (25) of the interviewees, particularly corrections personnel (574). Respondents felt
that each other's goals and limitations should be kept in mind, and more trust by program staff was necesaary.
Working closer with concerned agencies in policy making was emphasized by eleven percent (7) of the CASE

subjects, while ten percent (6) thought more rigorous enforcement of limits dealing with drug use and irregular
attendance should be inititated. The same number felt that an up to date list of patients in treatment should be
provided, but if implemented this would be in violation of federal guidelines dealing with release of confidential
patient information. Five respondents (7.9%) believed the staff to be too possessive concerning patients, and
consequently this “paranoia” allows the staff to be duped by patients. Five respondents also wanted to be able to
meet or apprehend patients at or near the clinic. Faster action in accepting parolees onto the program was deemed
necessary for upgrading cooperation by three responderits (4.8%), and two (3.2%) felt that more counseling and
rehabilation efforts were needed. On a more positive note, six percent (4) of those surveyed had no complaints,
and a smaller group (3.2%, 2) said a vehicle to keep them abreast of research developments would be helpful.

While it is readily apparent that not all of the measures suggested for improving cooperation could be, or
even should be instituted, more dialogue is needed to improve relations between local criminal justice agencies and

the Santa Clara County Methadone Program, and these suggestions at the very least provide a starting point for this
to occur.

Addiction Cause and Program Commitment

In addition to questions related specifically to the program, more general questions were asked. Two of
these dealt with the causes of addiction and the numbers of heroin addicte committed to ridding themselves of the
habit through participation in the program.

Respondents were first .asked to write down what they thought were "the three or four main things that lead
people to heroin addiction; that is, the main reasons people become "addicts." These unstructured responses were
classified thirteen ways. Respondents most often sepcified "personality problems arising from feelings of
ingecurity or inadequacy---42, 66.7%%, “Peer group pressures! were listed by 57.1 percent (36), while over one-
third (25, 39.7%) specified "the desire to escape social pressure or social reality." '"Poor enviromment! and
'poor family situations" also were ment:oned by one-third and just over one-fourth of the respondents, respect-
ively. While Corrections and Courts respondents were in very high agreement on the ordering of these reasons,
eighty percent of the Law Enforcement personnel ranked "drug availability" as the primary reason for heroin
addiction, followed by "personal insecurity" (50%) and "escape from social reality? (30%). "Peer group pressure"

*NOTE: Respondents could select more than one category, hence percentages are always based on the total population.

Other factors
and poor environment' were each indicated by twenty percent and Ypoor family situation® by none,

citeg by all groups were Ycuriosity" (24%), a "lack of positive goals" (11%), "fee}s good! (10%), "“lack of a real
deterrant* (8%4), “progression from lesser drugs (6%), a "drug-oriented society” (5%4), and Yother” (11%).

Respondents were then asked for & more structured type of response as to the causes of heroin use: YIf you
had to choose, would you say that an individual's own personality problems or the outside eocialnconditlons an
individual 1s raised in are the major cause of most people becoming heroin ndd%cta? (check one)." The same
question was asked of methadone staff, as indicated in the earlier section. Since both groups were a§ked to 29
regpond in 1972 and 1973, it is possible to examine attitudes across time and for each year as shown in Table 29.

TABLE 29
INTER~AGENCY COMPARISON OF CAUSES OF ADDICTION FOR 1972-1973
CAUSE METHADCRE STAFF I CRIMINAL JUSTICE STAFF
Numberx. Percent Number Percent

1972
Pergonality problems 15 55.6 &g Zg.g
Outside Social problems 6 22.2 11.3
Both equally (volunteered) 6 22,2 7 .

1973
Personality problems 17 45.9 3; gg.g
Outside Social problems 7 19.0 1 15.9
Both equally (volunteered) 13 35.1 10 .
Other (depends on the individual ) 08
choice) - - N

While personality problems are ranked highest for each year, which is in 4greement with the unstr:ctg;ed re;;on:es,
there appears to be a shift out of that category for both groups. For methadone staff, 1& is to “bot equg ¥y
and for criminal justice system staff it is to "outside social problems" or "both equally'. Once again, the .
Narcotic Law Enforcement respondents, when examined separately, differ in their responses frow Cozzez;iongi;n
Courts respondents. Of all groups, they are most likely to indicate '"outside aqcial problems~--44.47%, while .
Courts respondents are most likely to indicate "personality problems''---~75%. Hewever, these differences are no
statistically significant (X2 tegts for all groups, and between Narcotic Law Enforcement and staff respondents).
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In conclusion, Correctione and Court respondents stress rather traditional and treatment-oriented reasons for
addiction: the narcotic officers had a more practical rationale, citing heroin availability as the major cause, or
explanatinn which appears quite closely related to the type of work they do. Obviously, if drugs were less
available, the reasoning goes, there would be fewer people turning to them to resolve those problems of personal
insecurity or inadequacy, if indeed these feeling do lead to heroin addiction. A more intriguing posseiblility,
which is being suggested more atrongly in recent literature on the subject, is that anybody may become involved
in heroin use regardless of their peraonality problems, feelings of insecurity or inadequacy, or what have you,
if druge are made available. The recent widespread use of marijuana suggests that drug abuse may easily prevail
among o wide dgpectrum of personality types of all levels of intellectual sophistication if it is availeble. This
may also be true of heroin. To the extent that it is available among groups who already have a myriad of social
problems, as verified in this report, it will indeed appear to be a problem of personally or socially troubled
individuals., 1In fact, it can become anyone's problem if enough exposure is made. The rather high incidence of
opiate use in the medical profession is clear enough evidence of this, as is the use of opiates by respectable,
middle-class "young people-made-soldiers™ in Viet Nam.

Reparding the commitment of heroin addicts to treatment in the methadone clinicg, respondents were asked to
give an “estimate of the percent of Methadone Program patients” falling in the categories shown below:

Commizted to getting rid of the habitis.vevsessscrsnsonnceanvasorsrand2ll
Not really committed, but just trylng something newa.ecesesesscsevessee3l?
Totally uncommitted, uging the program to suit their own needBes.....32%
Other (forced by families or criminal juatice agencies to join

programa; want help, but still have need to use heroln, etc.levesn..l5%

TOTAL 100%

These percentages indicate that while methadone treatment is generally viewed in a positive light, criminal
justice system personnel in contact with patients are skeptical of the reasons addicts initiate this treatment.
Wihen responses are dirtributed by department there are no significant differences between groups.

28g6e Charles Winick, YPhysician Narcotic Addicts,' Social Problems,(Fall, 1961), 174-186; Jerome Char, "Drug Abuge
in Viet Nam," Amer. J. Paychiat., 129 (Cctober, 19727, pp.123-125; Avram Goldstein, "Heroin Addiction and the“lole
of Methadone in its Treatment, Arch. Gen. Psychiat., 26 (April, 1972), pp. 281-297.

Numbers of Addicts, Methadone Diversion, and Treatment Alternatives

In order to improve the understanding of the drug problem in Santa Clara County, three additional questions
were asked. These dealt with the numbers of heroin addicts in the county, the amount of methadone being diverted
to the streeta, and with sugpested appraches to the drug problem in the county.

Numbers. Many formulas exist for assessing the numbers of heroin addicts in a given community. Initial program
estimates placed the number of heroin addicte in the county at 1,000 based on 001 percent of the total county
population of about one million residents, While this figure is impossible to verify, it was felt that criminal
justice eystem estimates (N=37) might be an Important first step in gaining some idea of their understanding of
the significance of the problem, The figures reported here, while possibly overstated, appear to agree with
other indicators of the magnitude of the problem, particularly the numbers of addicts who have been treated since
the methadone program began and fipgures on thoge either currently engaged in various forms of treatment or
activaly seeking treatment in public and private heroin addiction treatment programs. The estimates for 1972 and
1973 are shown in Table 30. Estimates for 1972 were based on the mean and are considered much lass reliable than
those for 1973 for three reasons: (1) they were based on less diverse representation from the criminal justice
aysten and (2) estimates were more disparate, i.e., more “guessing” appeared to have taken place, and (3) it was
not Zelt that the difference between specifying hardcore and all kinds of users was clear on the questionnaire.
The 1973 egtimates are based on the median response, which was felt to be more accurate than the mean due to the
wide disparity in & small number respotises.

TABLE 30

CRIMINAL JUSTICE SYSTEM ESTIMATES OF “HARDCORE" HEROIN
ADDICTS AND "USERSY ‘IN SANTA CLARA COUNTY: 1972-1973

CATEGORY ) ESTINATED NUMBER
1972 (N=239 | 1973 (N=37)

Hardcore heroin addicts in the countyw--at least two
yoars addicted, not just Ychipp(y)ing" 1,916 2,375

Heroin users of all kinde, including those above j_ 5,216 T 6,875

In another study heing conducted by American Justice Institute, the evaluation of the Santa Clara County
Narcotics Bureau, the current figure of 2,375 hardcore addicts received some verification. The Narcotics Bureau
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keeps a file on suspected or actual drug-involved individuals in the county. From this file, ten percent of all
cases recorded were sampled, a total of 1,275 individuals out of 12,750 on file. Each case used in the study was
involved in either use or sales of a drug, and the particular type of offense recorded in the file was coded for
analysis.  Over 95 percent of the cases used had booking numbers on their file card, i.e., they were arrested for
the type of offensec indicated or {(rarely) a lesser offense---the more serious type of involvement was used in the
analysis. Of the 1,275 cases, 1,225 yere "in county! (50 out of county cases were excluded from in-depth analysis).
Of these, 231 were classified as being involved in heroin use or sales (or both), a projected total of 2,310
countywide. While this is only 65 less than the criminal justice system estimate of hardcore addicts in the
county, the figures are not strictly comparable because the Bureau figure includes dealers who may not be users.
It seems safe to conclude, however, that there are probably about 2,000 addicts in Santa Clara County who are
candidates for the methadone program. As of January, 1973, the program had put 937 addicts on methadone.

Methadone Diversion. Since one of the major issues surrounding the use of methadone for the ambulatory treatment
of addicts is the diversion of this narcotic to the streets, criminal justice agency respondents were asked to
state the "percent of the Methadone disnensed at the clinics you feel is being illegally diverted to the streetg?”
Overall, the mean estimate is 20.9 percent is being diverted. The quality of this estimate can be judged by the
range of opinion, ranging from one percent to 63 percent, and the standard deviation of 15.4 percent (two-thirds
of all responses between 5.5% and 36.3%). Responses by department are shown in Table 31, and indicate that
Narcotic Law Enforcement respondents are in closer agreement and do not range as high as other groups in their
overall estimates, even though about B0 percent of all groups estimate under 30 percent diverted. These estimates
are slightly higher than those made in 1972, but not statistically significant (X2=,715, p..05); again, this

may be an indication of criminal justice system concern over program performance. However, of the total
regpondents, fewer (46, 73%) responded to this item than in the previous year (62, 100%), which may only mean

that those who felt they had knowledge of the amounts diverted were reaponding and that the figures are more
reliable. It is suggested that the latter is probably the case. Regardless, there is legitimate concern oveyr the
diversion of methadone to the streets. Many of these concerns are being met through new state and federal guide-
lines regarding "take-home" dosages of methaedone. The program has responded with a new type of bottle and capping
precedure which should help eliminate the illegal diversion of clinic methadone.

There is no good way to know the real amounts of clinic methadone being diverted, or how much which is being
gold as program methadone is really from a clinic---putting something in a c¢linic bottle and selling it does not
make it program methadone. No matter what techniques are used, some methadone will be diverted and will probably
displace the sale of gome other kind of illegal drug. The probem is not the types of drugs being used on the
gtreets as much as it is the fact of their use.

Approaches to Drug Problems. As another part of the effort to improve the understanding of the drug problem in
the county and to determine criminal justice system personnel attitudes toward the problem, they were asked to

TABLE 31

PERCENT ESTIMATE OF METHADONE ILLEGALLY DIVERTED
TO THE COMMUNITY BY DEPARTMENT

CORRECTIONS SUPERIOR COURT NARCOTIC LAW TOTAL
PERCENT DIVERTED (PAROLE, PROBATION) D,A., P.D. ENFORCEMENT
) Number Percent Number Percent Number Percent Number Percent|
0 - 10 11 36.7 7 63.6 1 20.0 19 41.3
11 - 20 6 20.0 2 18.2 2 40.0 10 21.7
21 - 30 7 23.3 - 1 20.0 8 17.4
31 - 40 : 1 3.3 1 9.1 1 20.0 3 6.5
41 - 50 5 16.7 - - 5 10.9
51 « 60 - - - -
61 - 70 - 1 9.1 - 1 2.2
TOTAL t 30 100.0 11 100.0 5 100.0 46 100.0
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indicate the "type of action" they felt most approporiate for not only heroin addiction but for five other types
of drug abuse. Nine categories of response were provided for their use. Their responses with the relative
rankings are shown in Table 32. As can be seen, the rank-ordering of types of action are somewhat unique for
heroin addiction and for marijuana use, while the categories of stimulants (cocaine, benzedrine, dexedrine,
methedrine), depressants (barbiturates, secobarbitol, Miltown, librium, etc.), hallucinogens (LSD, peyote, DMT,
STP), and toxicants (colvents; hexane, tulone, acetone, paint thinner, lighter fluid, gasoline), are very similar
in their rank~ordering. Overall, Yeducation programs® and "better treatment programs for users" were ranked the
highest, except for marijuana where education was followed closely by "more relaxed penalties" and “legalization"
(similar to liquor laws). In all other categories, "more relaxed penalties" ranked near the bottom. On the issue
of more relaxed penalties for marijuana, there were significant differences by department (X2=7.12, p<.05), with
Narcotic Law Enforcement officers opposed 100 percent, Courts personnel split evenly, and two-thirds of Correcte
jons personnel opposing such a move, although Corrections personnel are wost in favor of the relaxation of penal-
ties. HNarcotic Law Enforcement officers approach significant disagreement on having more strict penalties in the
areas of stimulants (X% = Q.Sl,p.é .10) and depressants (X =5.33, p<:.]_0), Narcotic Law Enforcement officers are
in 100 percent agreement that peunalties should not be relaxed for stimulant, depressants, hallucinogen or toxicant
abusej this disagreement with other criminal justice system personnel is significant for depressants (X2 - 6,23
p< .05), ballucinogens (X% = 6.23, p<.05), and toxicsnta (X2 . 6423, p<,05). Better treatment programs are not
a popular idea for Narcotic Law Enforcement personnel who are approaching significant disagreement with others on
stimulants (X2 = 5.68, pe .10), and are in significant disagreement on depressants (X2 =6.72, p<.05) and halluc-
tnogans (X2 = 7.48, p<.05).

The mosat  important finding from this aspect of the CASE survey, is that Narcotic Law Enforcement officers
are lesgt likely to see methadone treatment as a type of action appropriate to heroin addiction treatment,
spproaching significant disagreement with other criminal justice system personnel (%2 = 4,91, p.c .10). They
are least likely to stress Yincreased law enforcement efforts, but are most concerned with the use of Ystricter
penalties," although they do not differ <ignificantly in this regard. It appears that the bulk of the effort in
workitig with criminal justice agencies should be with Narcotics Law Enforcement officers, where the greatest
disapproval of the program exists. '

Court Interview

This year the Case questionnaire was sent to members of the judiciary who were most involved with criminal
casea over the past few years. Their responses to the guestionnaires are grouped with those of respondents from
the District Attorney's and Public Defender's offices, respectively. The judge who had the most involvement with
addict defendsnts in the calendar years 1971 and 1972, Judge James B. Scott of the Superior Court, declined
respeading to the questionnaire. He was "disinclined to respond anonymously or in confidentality regarding that
subject matter," and expressed the desire to discunss his opinfons with the project director personally. The
reagson for this was because of his very heavy involvement with addict defendants in 1971 and 1972, hearing and

TABLE 32
CRIMINAL JUSTICE SYSTEM PERSONNEL APPROACHES TO THE DRUG PROBLEM

QUESTION: *laing the "TYPE OF ACTION" categories shown below, put in the letter or letters which best deseribe
your approach to cach type of drug problem (use or addiction).

TYPE AGTION NEEDED | MEROIN 7 T ERIIUANAT T ETTHULARTS T DEPRESSANTS T
Wo. Percent | Rank No. + Percent : Rank ; No. | Percent |Rank| Na. Percent | Rank
T i : i ‘ ‘
Education Programs 30 47.6 3 37 % 58.7 ;1 47 14,6 1 43 He 11
{
Increased Law Enforcement] 18 28.6 5 11.1 5.5 {21 33.3 4 19 30.2 | &
Stricter Fenalties %19 30.2 4 7 11.1 5.5 |22 34.9 3 25 39.7 3
More Relaxed Penalties | 6| 9.5 | 7 22 %9 {2 |7 1.1 {65 | 6 9.5 | 6
Legalization (ee«g. Liquor) & 6.3 8 20 31.7 3 7 11.1 6.5 7 11.1 5
Better Treatment Programs {37 58.7 1 19 30.2 4 34 54.0 2 36 57.1 ?
Methadone Treatment 32 50.8 2 - - 8 1 1.6 8 1 1.6 8
Other - e.g. foreign drug
control (mource), fines,
efc. ... e RO 2520 | 6 5 7.9 7 11 17.4 5 10 15.8 7
!
T HALLUCTNUGERS TOXIGANTS HALLUCINOGENS | TOXICANTS
No. | Percent | Rank | No. |Percent | Rank No.|. % |Rank | No.| % [Rank
Education Programs 50 19.4 1 55 87.3 1 |iMethadone {
Increased Law Enforcement | 19 30.2 & 12 19.0 4 fTreatment 1 1.6/ 8 Loile) 8
Stricter Penalties % 4.3 | 3 13 20,6 | 3 [{Other - e.g. ;
foreign drug |
More Relaxed Penalties 6 9.5 [ 9.5 6 |lcontrol (sourte) ?
Legalization (e.g. Liquor) 4 6,3 7 6.3 7 fines,ete. A1 7.4 | 5 7L S i
Better Treatment Program | 35 55.6 2 32 50.8 2 !
. i3
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sentencing about 90 percent of all felony cases, including the majority of addict defendants for that period.
Regarding the methadone program, Judge Scott states that "I had observed a considerable number of methadone sale
cases, sharing of methadone by addicts with other non-methadone addicts and incidents of drug-narcotic activities
of some people involved with the methadone program.t

Judge Scott indicated that he had an appointment to visit the Methadone Clinie in mid~-1971, an appeintment
which was broken by clinic staff for no apparent reason and never re-newed. He has never been inside a County
methadone clinic. The interview with him indicated that he had very little golid information ashout the program.
His general impression of the program was "definitely negative!~--not merely "not positive,' or equivocal, but
definitely negative. The primary reason for this is given as the "overprotectivenesg' of the program ataff
regarding the program patients. This sentiment is very similar to that expressed by law enforcement and corrections
respondents. The feeling is that the program expects far more from the court than it is willing to give in return.
The primary contact of the judge with the program over the two year period was the receipt of letters from program
staff in support of various defendants who were patients on the program. Probation officers he felt were not
given full information regarding the performance of patients while on the program, particularly with respect to
urine tegts and actual program progress.

He definitely felt that ex-addicts had no place working in the program as they were only exposed to a milieu
which would lead to their continued participation in the addlet drup culture.

Regarding the reasons for addiction, this Judge felt that over the two years of his experience with addict
cases, his views had changed. At first he f{elt that addiction was a physiolopgical problem; he now sees it largely
as a personality disorder, the use of heroin being a symptom of this disorder. Over time, he began to feel that
the primery motivation of the addict-defendant. for rehabilitation was directly related to the amount of time he
would have to spend off the street in prison or the California Rehabilitation Center (addict civil commitment
program). Hence, the Methadone Program had a specific appeal for those who wanted to stay in the community. He
indicated that addicts would be better discourged from drug use "in some way" other than through rehabilitation
programs, presumably through punitive measures, until they manifested gome depree of motivation. The problem is
how tao recognize that motivation and to act on it.

Since one of the primary goals of the Methadone Program is to maintain addicts as patients and encourape
their individual initiative in remaining dvug free, becoming employed, and becoming law~abiding, productive
citizens, it seems likely that the program could have been of far greater help to this judge in helping him to
recognize and act on that motivation when it occured. " This will not be accomplished through letters to the judge
on ppecific cases, mast all of which are favorable and hence meaningless to him. He must understand the program's
operation and its goals. Most important, he must have independent access to the data on patient progress, or
some assurance that the information he reccives from other sources, such as Adult Probation, and including that
from various clinics, is valid. As long as the program is wrapped in a cloud of secrecy, its judgements and
recommendations regarding patients in court will be of little valug to the judiciary. This arrangement would seem

to defeat the ends of both agencies, and in thé end to do the maximum harm te the individual patient.

Conclusions
From their perapective, do they feel methadone treatment is effective, locaslly aud nationally?

There was overwhelming support for methadone treatment as an effective approach in the treatment of hercin
addiction, regardless of how it is now being done in the county. Support for the local propram was positive, with
the most negative view being expressed by Narcotic Law Enforcement officers.

Has the program appreciably reduced their workload?

Over half of the respondents indicated that the program was giving them "a great deal" or '"some® help in
reducing their workload, with Narcotic law inforcement sgain the most negative in this regard.  An overall increase
was noted over the first years'! survey, however, has the program increased thelr ability to handle the drug
problem?

These questions were phrased in terms of meeting their overall wd specific departmental goals. Corrections
and Courts respondents were most likely to indicate that they were i-:-iving "a great deal” or "some' help from
the program in meeting overall departmental poals, with Narcotic Law Enforcement officers in significant disagree~
ment. On helping to meet specific treatment goals, over half of the Corrections and Courts respondents indicated
that the program was giving them “a great deal" or "some" help in this regard. Narcotic Law Enforcement responses
were not considered in this category, since they do not do treatment. In spite of criticisms leveled at the
program, it continues to make a significant impact on the criminal justice system, particularly in the area of
Corrections and the Courts. Has their attitude toward the program changed over time; i.e., de they see the
program as worse or better than it was earlier?

While there was no decrease in those stating that the program had gotten better, there was a shift in
responses from 'remained about the same" to "gorten worse.! While this shift was not statistically significant,
and does not oppear to saffect criminal justice system attitudes about the help the program provides them, it does
indicate the need for program staff to make some of the improvements being suggested, as discusard in the
following question. '

How can the program be improved, particularly cooperation between the program staff and their apency?
Criminal justice respondents felt that the greatest need for program improvement lay in compulsory counseling

and imprevement of services (other than just methadone), a need which is being met by the program in its third
year of funding, 4 similar proportion considered inter-apgency communication and the ability to understand the
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nature of each other's goals and functions necegsary for program improvement. This concern was expressed
repeatedly in the CASE responses, particularly where questions of increased cooperation with program staff were
addressed. Increased communication and cooperation with program staff are required for these criminal justice
agencies to feel comfortable with the program. The majority (just over half) felt the program should be enlarged,
rather than cut back or continued as it is, which is similar to the first years' results.

What are the causes of hcroin addiction, and what is the addicts' commitment to treatment?

The primary reason given for heroin addiction was "personality problems arising from feelings of insecurity
or inadequacy," followed by "pecr group pressure!' and ''the desire to escape social pressure or gsocial reality."
Narcotic Law Enforcement respondents, however, placed 'drug availability" at the top of the list, following about
the samg sequence thereafter. In comparison with staff over a two year period, there was a shift from "person-
ality problems" to VYoutside social conditions" or "both equally" on the part of both groups. It is suggested that
drug availability may really be a more significant factor than previously thought.

When asked about the heroin addict's commitment to treatment, criminal justice system personnel indicated
a healthy level of skepticism about the commitment of the addict population to the concept of methadone treatment
as did Judge Scott of the Superior Court. They appear to be saying that while the program is a good thing and
has potential as a treatment tool, the individual Maddict-turned patient" must make the final determination of
his succena or failure.

What are their estimates of the numbers of addicts in the county, both ‘hardcore' and those 'chippying?’

For the second year CASE respondents were asked to cstimate the numbers of addicts and users in the county.
The median catimate of ‘hardcore addicts for 1973 was 2,375, with a total of 6,875 heroin addicts and users of
all kinds {including the 2,375). The addicts are those judged to meet program criteria and ‘are potential
candidates for the program. This figure received some verification from a atudy currently belng done by AJI of
the Santa Clara County Narcotic Bureau, It appears that there are probably no less than 2,000 harecore addicts
in the county, and if the figure on those who are using is in any way close to reality the problem will not
leagen in the near future.

What are the estimates of methadone being diverted from the program iute the community?

Respondents estimated that about 21 percent of the program methadone is being diverted into the community
in illegal sales, with BO percent of all departments indicating under 30 percent. New state and federal guide-
lines on "“take-home' dosages and better procedures at the clinics have been implemented to deal with this
problem, which, in reality, may bo as pervasive as indicated by criminal justice system personnel. There is no
good way to find out the truth.of the matter.

What types of action do they recommend regarding different types of drug abuse in the community?

As & more general question, repaondents were asked to state their approach to all problems of drug abuse in
the county. Overall, "education programs" and "better treatment programs for users" were the preferred choices,
31though Narcotic Law Enforcement officers again differed in thelr responses. They were more likely ta stress

stricter penalties” or certainly no relaxation of existing penalties for drug abuse. They were again shown to

be least supportive of the methadone treatment concept as well as “better treatment programs for users" in other
drug abuse areas.

ADDICTION COST TO ADDIGT AND COMMUNITY

The purpese of this section is to describe the costs of heroin addiction to the addict and to the communi ty
and to make a determination of ‘how much money the program may be saving the community. While there is no way to
accurately assess the value of a human life or the value to the community of that particular individual who is
helped by the program, it is possible, within limits, to determine various cost benofits derived from the exiat
ence of a methadone program i{n the community. This chapter deals with program costs, estimates of the cost of
heroin to addicts coming into the program, savings to the community in reduced property crime committed to
support a habit, eriminal justice system savings, and savings in relation to program costs.

Program Costg

The cust per patient per month and the cost per patient per visit are shown below. These figures are based
on the unduplicated patient count for the first 22 months, and thereafter (a 2 month period) on the open case-
load at tho end of the month. The unduplicated count for February and March 1973 was not available as the county
Program Evaluation Research Team, which supplied the information, changed their data collection form at that time.
The figures toral as follows for this period (April 1, 1971 - March 31, 1973):

First Year Second Year 2 Year Avarage
Cost per Annum $1155,12 $1225.92 $§1190.52
Cost per Month 196,26 102.16 99.21
Cost per Heek 22.21 23.57 22.89
Gost per Vigit 6.13 6.71 6.42
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between April 1, 1972 and March 31, 1973.

The above figure is based on $449,265 spent from April 1, 1971, to March 31, 1972, and $648,906 spent
(Total - §1,098,171).

the opening of three clinics, and is representative of the cost of operating all five clinics in the county.

This period was chosen because it encompaases
When the $46,854 collected in patient fees is deducted from the total, (a $2.00 weekly fee as of 9/1771), a savings
of $3.66 per month for the first 12 months and $4.69 for the second 12 months is realized.

It should be noted
remainder being supplied through state Short-Doyle and Medi-Cal funds, as well as federal monies.

cogt of opening and staffing new clinics.

that the amount of money collected through patient fees roughly equals the amount costed to county taxpayers; the
Expenditure fluctuations are accounted for by variations in perscnnel pay periods, irregular billing by the

County General Services Administration for rent, janitorial, maintenance and repalr services, and the additional
The overall treatment costs have escalated slightly for the second year (April 1, 1972 to March 31, 1973)
in Mt, View and at 10th Street account for the rise in cost.
comparisons.

when compared to the first !2 months costs were examined.

The increased overhead required in opening new clinica
Heroin Cogst Estimates

These figures will be used in subsequent cost

to determine the magnitude of the local heroin problem and the depree to which the price and quality of heroin
uge to the addict and the community.

New patients being admitted to the program were asked to describe the price and quality of the heroin they
were using at the time they were admitted to the program and for the previous year.
can be estimated from addict respondents, and to provide price estimates for use in computing the costs of heroin

This was done for two reasons:
Price and Quality

to $375 per day.

The median dollar cost of a habit per day, as shown in Chart 8, is reported to be $50.55, ranging from $6
The median price of a spoon of heroin (about two grama, or 1/32 ounce of heroin) was reported

to be §53.59, ranging from 510 te $88 per day.

cost of a quarter spoon, the usual ‘buy! is $13.39.

changes in heroin price over the year prior to thelr admission.

Thus the average daily habit 1s about one spoon per day, and the
Patients reporting at admission indicated no consigtent
This seems clear from Chart 8, wherein price
per spoon and for a daily habit (reported at admission) were seen as relatively stable.
is in price per spoon, which sppears related to the quality of stuff used as shown in Chart 9.
expect, as the price goes up the juality also goes up.
poor" quality.

The greatest fluctuation
twality remaing fairly consistent over time, with 44

a8 one might
percent of all admissions indicating "good" or "very good" quality, and 12 percent indicating "poor" or 'very
The validity of addict self-report in these matters is, of course, subject to speculation; however,
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CHART 9

QUALITY OF HEROIN BY MONTH SURVEYED
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self-report on criminal activity, drug use, and employment appear valid.

Community and Addict Gosts

This section on rrogram cost benefits is based on the work of Holahan29 Using figures derived from the work
of the Hudson Instituze in New York City, where they developed data based on interviews with ex-addicts and police

officers, Holahan has developed a formula for computing the cost of herein addiction to the community. = This
formula is stated as follows: i

€365 [{1~d) NIX (af + b + )]

Where C = the gross amount of funds obtained annually from varfous sources for heroin purchases;

N = number of heroin addicts

d = the percentage of all heroin consumed by the addict population, which is obtained for
services rendered in the distribution network-~-i.e., pushing;

T = average percentage of the year heroin is consumed by addicts;

X = average cost of drugs per day to the addict population;

a = the proportion of funds spent on heroin that comes from property crime;

b = the proportion of funds spent on heroin that comes from prostitution;

w = the proportion of funds spent on heroin thac comes from legitimate sources---i.e., work, public
assigtance, family, or friends; and

f = the factor by which the amount stolen must exceed the amount yielded by a property crime. (A
stolen good must be transferred from the thief to a fence to.a Final consumer.  The thief receives
only & fraction of the market value of the market value of the good. To obtain a given target
yield, an addict can be expected to ateal a glven amount, depending on the fencing discount, and
the proportion of value stolen that ia property and not cash).

This formula is further broken down into formulas for computing the amount of money spent by addicts each
year (Cp) and the cost to victims of property crime committed by addicts (Oy) as follows:d

2930hn P, Holahan, "“The Economics of Heroin," {n Dealing with Drug Abuse (New York: Praeger Publishers, 1972),

Pp. 296-299 (Ens. 28, 36), Q
301b1d.
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cy = 365 [N(1-d) %]
where

cy = net annual expenditures for heroin;
N, d, T, X, are defined above.

Cy = 365 [(1-d) NTX (af)]

= cost to victims of addict property crime;
N, T, X, a, £, are as defined above.

In order to use these formulas, Holahan had to make a series of assumptions about the values to be used.
His assumptions were based primarily on the work of the Hudson Institute in New York City. Since it was not felt
that these values were truly representative of a West Coast population, it was decided to use figures based on
the work of Lerner et al in San Francisco.3! They questioned 1,514 patients seen at the Halght-Asbury Free
Medical Clinic (Heroin Detoxification Section) between November 1969 and March of 1971. They report, for example,
that heroin costs were less than $45 per day for 54.6% of their population, between $45 and $100 for 39.7%,
between $105 and $200 for 4.6%, and over $200 per day for only 1.1%. They indicate that these individuals apent,
over a two year period, $29 million per year on their heroin habits. The percentages used in the following
computations are based almost entirely on their breakdown of this $29 million expenditure (approximately 2,590,000
"bags® of 1-2% pure heroin).

The Holahan figures have one other difficulty. Money-raising activities are divided inteo only three
categories: property crime, prostitution, and legitimate earnings, The categories of earnings based on pushing
or dealing drugs and miscellaneous techniques (hustles) are added based on the work of Lerner et al. The new
figures used are as follows:

N=463

d = 45%; meaning that this much heroin is obtained for services rendered. This figure is the same as that
used by Holahan,

3steven E. Lerner, Ronald L. Linder, and Irving Klompus, "The Cost of Heroin to the Addict and the Community,” J. of
p
Psychedelic Drugs, Vol. & (Fall, 1971) pp. 99-103.

T = 70%; the average percentage of the year heroin is consumed by addicts.

X = $25; average cost of a habit per day. This figure is based on retail price estimates for heroin as
of December 30, 1970, in the Los Angeles area, as developed by the Bureau of Norcotics and Dangerous
Drugs, and given by Holshan. It is a low estimate and assumes that patients on the program are doubling
their estimates of the size of their habits ($50.55 per day). This reduction is based on data collected
on the weekly cost of a habit as reported in the input interview.

a = 34%; Holshan uses 62%. Using figures from Lerner et al, which were developed in San Francisco in 1970,
for thievery, burglary, and miscellaneous rip-offs, 34% seemed the better figure. About that percentage

of the present study population was convicted of these types of crimes.,

o
n

14%; Holahan uses 31%, but Lerner's figures appear more realistic for the present population. They are
alse in closer agreement with Cushman's figures for New York City (about 10%).32

w = 31% from welfare and legitimate jobs, as taken from Lerner et al; Halahan's figure is 7%4.

p = 17%, the proportion of money made pushing or dealing drugs for profit as estimated by Lerner et alj
Hohahan provides no figures in this category.

4%, the proportion of money raised through other sources, e.g., ''lLoans' from friends or family, other
hustles; Hohahan provides no figures in this category.

8
i

f = 2.77, the factor by which the amount stolen exceeds the amount yielded by a property erime, baged on the
following formula:

(% real property theft) ($1) + (1% cash stolen) (§1) = fencing factor
1/3

This formula assumes that real property is fenced at one-~third its value, and that cash erimes,
such as robbery, make up a portion of this factor even though fencing is'not involved. Using
Lerner's figures, property crime was found to make up 87% of all property crime, and cash crimes
remaining 13%. This yields a property theft factor of 2.77, The Holahan figure is 2.60, assuming
more robbery (20%).

32Pau1 Cushman, "Methadone Maintenance in Hard-Core Criminal Addicts,' New York State J. of Medicine, Vol. 71
(July 15, 1971), p/ 1770. ‘
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1f it is assumed that the total countywide heroin population which is eligible for the program fs 2,375 individuals,
as reported in the section of the criminal justice agency survey, the gross amount of funds obtained annually

from various sources for heroin purchases fs $13,349,875. Net annual expenditur-¢ for heroin, exclusive of overall
costs, is $8,343,670; the $5,006,205 difference represents the reduction in value of goods stolen and converted

to cash at one-third their value. The actual amount spent on heroin is distributed as fallows:

property crime $2,836,848
prostitution 1,168,113
dealing, pushing 1,618,424
legitimate 2,586,538
miscellaneous 333,747
Total $8,343,670

The annual cost to the victime of property crime is $7,843,052.

The nuestion is whether or not the existence of the methadone program has made significant reductions in
these levels of activity in Santa Clara County. The average population on the program over a two year period
wag 459 patients, or sbout the same as the 463 patients in the cohort population. On an annnul basis this would
mean a one~fifth reduction in the total cost of the heroin problem to the community. This would be of particular
importance in the area of property crime, and would yleld a §553,185 reduction in a population the size of the
cohort, if all patients atopped committing property erimes. Is this the case with the cohort group? For those
who remained on the program for two years, there was a 28 percent reduction in property crimes (robbery, burglary,
grand theft, petty theft, auto theft) in the eighteen months following their program admission, meaning an
annual rate reduction of 18.6 percent, assuming an equal drop each year. This amounts to a saving of $10G2,892
annually.

In the same manner, this reduction would presumably reduce, or has the potential to reduce, criminal justice
gystem costs due to a significantly decreased number of felony arrests and convictions for patients who stay on
the program. As indicated in the section on the criminal justice system agency survey, there is a perceived
reduction in effort based upon the existence of the program. Since data was not collected specifically on this
agpect of patient behavior, it is not possible to definitively state what the extent of savings to the locul
criminal justice system were. An example of this type of study is that of Cushman, which was cited earlier.

Rather than consider savings to.the system alone, it is also possible to consider the financial status of
patients who remain on the program. The data on earnings show significant improvement, meaning they are pre=-
sumable better able to support themselves and their fa  lies. Data was not gathered on the numbers leaving the
welfare rolls, although it can be assumed that this mus. “ave occurred in light of the earnings recorded for
those remaining on the program.

In conclusion, the program cost $648,906 in the period from April 1, 1972, to March 31, 1973.  About one-
sixth of this is paid for by reductions in property crime which directly affect the population of the county.
The data do not allow for a statement as to the savings to the criminal justice system. Such a statement would
probably not reflect actual reductions anyhow, s +¢e a reduction in worklesd is not automatically realized as a
gystem saving.  Based on the present data showing significant reductions in felony arrests and convictions, the
results of the criminal justice system agency survey, and other studies, it appears that significant savings can
be realized due to the existence of the program. Finally, the significant improvement in patient earnings lead
one to believe that individuals who are staying on the program are better able to support themselves and their
familics and are probably less of a burden to social agencies such as welfare (or social servicel.
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APPENDIX A

MARITAL STATUS BY CLINIC

CLINIC LOCATIONS
CENTRAL EAST VALLEY GILROY MT. VIEW 10TH ST, TOTAL
No. % No. % No. % No. % No. % Now %
t
MARRIED 191 50.2 i 112 44.3 ! 34 32,7 50 38,1 33 49,2 420 44,8
SINGLE .i 90 23,86 76  30.0 48 46,2 49 37.4 13 19.4 276 29.5
!
WIDOWED ' 7 1.8 ! 3 1.2 0 0.0 0 0.0 1 1.5 1l 1.2
| | ; :
DIVORCED ; 48 12,6 ;45 17.8 ! 10 9.6 20 15.3 16 23.9 139 14.9
! [}
* ¥
i
SEPARATED [ 45 11.8 17 6.7 H 12 11.5 12 9.2 4 6.0 90 9.6
TOTAL 381 100.0 253 100.0 104 100,0 131 100.0 67 100.0 936  100.0
APPENDIX &
EDUCATION BY CLINIC
CLINIC LOCATION
B e+ i e % i e 7 5 ¥} — U S,
YEARS ! CENTRAL EAST VALLEY GILROY MY. VIEW 10TH ST. TOTAL
Now % No. % No. % No. % No. % No. %
0-8 41 10.7 26 10.3 18 17.3 1 0.8 5 7.5 91 9.7
9-11 Y161 42.2 116  45.8 45  43.2 57  43.5 34 50.7 413 (2N
12 123 32.2 86  34.0 32 30.8 52 . .39.7 24 35.8 317 33.8
: * .
13-16 57 14.9 25 9.9 9 8.7 21  16.0 4 6.0 116 12.4
TOTAL | 382 100.0 253 100.0 104 100.0Q 131 100.0 67 100.0 937 - 100.0
Mean = 11.0 Standard Deviation = 1.9
Range = 0-16 Median = 11.3
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APPENDIX A
AGE BY CLINIC

i e n 43 $E e A M MK W Wk e T o . St o6

CLINIC LOCATION
YEARS CENTRAL EAST VALLEY GILROY MT. VIEW 10TH ST. TOTAL
“No. % No. % No. % No. % No. % No.. %
—a A e it e o m—— i § —— it - o] “ . s o 1 ] 5k i ks o S (o e S 3 ot kit - 5 % it e oot Sy oo P o
18-21 39 10.2 29 11.5 36 34.6 30 22.9 5 7.5 139 1.8
22-29 173 45.3 | 119 47.0 44 42,2 70 53.5 38 56.6 | 464 47.4
| i
30-39 130 34,0 77 30.4 22 21,2 24 18.3 ! 18 26,9 | 271 - 28.9
! » |
4049 33 8.6 2 9.5 1 1.0 7 5.3 ! 6 9.0 | 71 7.6
t , i
50.71 b O T B Le o 1 L0 o 0.0 [ 0 0.0 | 12 1.3
' :
! !
= ::t:'::'if'.‘:‘:'f sz P 1. —- l
: | ! i
TOTAL 382 100.0 ;253 100.0 106 100.0 131 100.0 . 67 100.0 : 937  100.0
R I |
Mean = 28.5 Standard Deviation = 7.4
Range = From 18 to 63 Median = 26.8
APFENDIY &
RACE BY CLINIC
‘ CLINIC LOCATION
- S :
RACE i CENTRAL EAST VALLEY ] GILROY [ MI'. VIEW 10TH . ST. 1 TOTAL
é No. % 1 .No. % 1 No. % 1 No. % ! Ne. %  iNo. %
- 1
! : Il ! !
WHITE | 195  51.0 . 140 55.3 ‘ 34 327 } 86  65.6 : 29 43.3 [484 51.7
t ' !
BLACK 25 6.6 9 3.6 | 1 .0 ! on 8.4 3 45 (49 5.2
: i ‘ :
SPANISH : : i b .
SURNAME 161 82.1 104 6L.1 4 67 Gk i 3k 26,0 G 35 52.2 1401 42.8
: ' : b
OTHER 103 o0 0.0 2 L9 ; 0 0.0 I 0 0.0 ! 3 0.3
; :
' !
!
e ‘i - ; povgege
TOTAL 382 100.0 253 1000 | 104 100.0 [131 100.0 |67 100.0 = 1937 100.0
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APPENDIX A

SEX BY CLINIC

CLINIC LOCATION

SEX GENTRAL EAST VALLEY GILROY MT. VIEW 10TH_STREET TOTAL _
No. % _|No. % No. % No. % No. % No. %

MALE 302 79.1 | 208 82.2 85 81.7 |110 84,0 | 52 77.6 757 80,8
FEMALE 80 20.9 | 45 17.8 19  18.3 21 16.0 i 15 22.4 180  19.2

TOTAL 382 100.0 {253 100.0 [104 100.0 {3131 100,0 l 67 100.0 937 100.0

APPENDIX A

WORKING BY GCLINIC
(AT ADMISSION)

CLINIC LOCATION
CENTRAL g EAST VALLEY GILROY MT, VIEW 10TH ST. TOTAL

No. % No. % No. % No. % Ho. % [Noa %
YES 78 20.5 37 14.7 14 13,5 ¢ 30 23.3 7 10.4 | 166 17.8
NO 303 79.5 214 85.3 90 86.5 99  76.7 60 89.6 | 766  B2,2

!

- - -

!

TOTAL 381 - 100.0 i 251 100.0 104 100.0 129 100.0 67 100.0 932 -100.0
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APPENDIX A
OCCUPATION BY CLINIC

CLINIC LOCATION
CENTRAL EAST VALLEY GILROY MT, VIEW 10th ST. TOTAL
Ho. jA No. % No. Yo No. % No, % No. %
WHITE COLLAR -
PROFESSIONAL 4 1.1 1 0.4 Q 0.0 3 2.3 1 1.5 9 1.0
CLERICAL 10 2.6 4 1.6 2 1.9 8 6.1 3 4.5 27 2.9
CREATIVE & COMM. 2 0.4 1 0.4 1 1.0 4 34 1 1.5 9 1.0
SALES 7 1.8 6 2.5 2 1.9 [ 4.6 2 3.0 23 2.5
TRANSPORTATION &
SERVICE 54 14.1 40 16.4 21 20.6 19 14.5 12 17.9 166 15.7
5KI{LED LABOR 162 26.7 52 21.3 17 16.5 19 14,5 16 23.9 206 22.2
SEMIT & UNSKILLER = [119 31.1 66 27.0 40 38.8 25 19.1 17 25.3 267 28.8
FARMER 1 0.3 ¢ 0.0 0 0.0 4] 0.0 0 0.0 1 0.1
SUCIAL SERVICE
{(Non-Frof,) 3 1.8 0 0.0 3 2.9 3 2.3 [ 0.0 9 1.0
NOUSEWIFE %46 12,0 15 6.2 4 3.9 10 7.6 5 7.5 80 B.A
STUDENT 17 4.5 22 9.0 8 7.8 4 3.1 2 3.0 53 G.7
OTHER {LEGAL)%® [} 1.6 4] 0.0 1 1.0 2 1.5 1 1.5 10 1.1
UNKNOWN 1 0.3 2 0.8 0 0.0 0 0.0 0 0.0 3 (40
NOT_WORKING 10 2.6 35 14.4 4 3.9 28 21.3 7 10.4 84 9,1
TOTAL 382 100.0 | 244 100.0 (103 1100.0 1}131 100.0 67 1100.0 927  j100.8
* -Uther legal occupatious (e,g., fisherman, retired, animal trainer, military).
AUYPENEIX A
REASON FOR LEAVING PROGRaM BY CLINIC
CLINIC LCCATION
CENTRAL EAST VALLEY GILRQY MT. VIEW 10th STREET | TOTAL
No. % No. % No. % No. % No. B Po. %
Tall, R PRISON 76 37.5 R} 49.3 21 38.8 16 32.0 7 4).2 1185 50,7
VaN1sHED 30 15.9 18 13.7 9 16.7 10 20.0 4 23,71 71 15.6
LEFT AREA 26 12.9 14 10.6 16 29.6 5 20.0 2 11.8}] 63 13.8
WITHDRAWN STAFKF
APPROVAL 32 15,8 18 12.1 4 7.4 7 14.0 1 5.91 60 13.2
WITHDREN FROM
TREATMENT 20 9.9 5 1.8 3 5.6 7 14.0 3 17.4 38 8.4
WITHDREW FOR
NON~PAYMENT 6 3.0 6 4.5 0 0.0 4] 0.0 0 0.0 12 2.6
otaERY 9 4.5 4 3.0 1 1.9 3 6.0 0 0.0 17 3.7
DECEASED 3 1.5 4 3.0 0 0.0 2 4.0 0 0.0 9 2.0
TOTAL 202 100.0 132 100.0 54 | 100.0 54 [100.0 {17 100,00 455 100.0
1Found ineligible, transferred to another program, parole agent insisted on withdrawal Standard Reviation = 7.4

If closed, months on program: Mean = 10.5 Range = 1-34 months Median = 7.9
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APPENDIX A
NUMBER OF PERSONS DEPENDENT ON INCOME EXCLUDING PATIENT

BY CLINIC
NUMBER OF CLINIC LOCATION
DEPENDENTS CENTRAL EAST VALLEY CILROY V. ViEW TOTH S7. TOTAL
No. % No. % No. A No, % No. % No. A
2ZERO 118 30.8( 126 49,8 49 47.1 61 46.5 27 40.2 381 | 40,7
ONE 71 18.6 36 14,2 16 15.4 28 21.3 14 20.9 165 | 17.6
THO 71 18.6 21 8.3 9 8.7 15 11.5 13 19.4 129 | 1%.8
THREE 53 13.9 34 13.4 15 14.4 15 11.5 3 4.5 120 | 12,8
FOUR-FIVE 51 13.4 27 10.7 11 10.6 10 7.6 7 10.5 106 | 11.3
SIX-NINE 18 4.7 9 3.6 4 3.8 2 1.6 3 4.5 36 3.8
TOTAL 382 160.0| 253 100.0 | 104 | 100.0 131 100.0 67 100.0 937 {100.0
Mean = 1.6 Standard Deviation = 1.9
Range = 0-9 Hedian = 1.0
APPENDIX B
BACKGRCUND CHARACTERISTICS OF COHORT PATIENTS
AT ADMISSION BY DESIGN GROUPS
TOTAL SUCCESS NO CHANGE FAILURE
PERCENT VALUES POPULATION (N=463) (N=118) (N=238) (N=107) SIGNIFICANCE OF
NO. PERCENT NO. PERCENT NO. PERCENT NO. PERCENT] DIFFERENGCES*
SEX: Males 372 86.7 101 85.6 188 79.3 83 78.3 x2=2.49, df=2
Females 89 19.3 17 14.4 49 20.7 23 21.7 i not significant
RACE: White 233 50.5 55 46.6 118 49.8 60 56.6
Black 26 5.6 7 5.9 15 6.3 4 3.8 X2=3.58, df=6
Spanish 200 43.3 535 46.6 103 43.5 42 21.0 | not gignificant
Other 2 o5 1 3 1 .4 -
MARITAL STATUS:
Married 238 51.6 59 50.0 125 52.7 54 50.9
Single 116 25,2 31 26.3 61 25.7 24 22.6 X2=4.59, df=8
Widowed 5 1.1 ] .8 3 .3 1 9§ not significant
Divorced 58 12.6 12 10.2 28 11.8 18 17.0
Separated [ 9.5 15 12.7 20 8.4 9 8.5
ACTIVITY AT ADMISSION-
(Self-Report)
Full-time Job: 83 18.4 29 25.0 36 15.6 18 17.5
Part~time Jo?,

School 1 .2 1 .9 - - *2uty 76, df=2
Part-time Jo?, )

Housewife 2 4 1 .9 - 1 1.0 | not significant
Part-time Job 14 3.1 3 2.6 3 3.5 3 2.9 | (cells combined
School Only 19 4.2 6 5.2 10 4.3 3 2.9 | to working-not
Housewife 46 10.2 7 6.0 24 10.4 15 14.6 | working).

None 285 63.3 69 59.5 153 66.2 63 6l.2

* .05 level of significance was uged for sll tests.
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APPENDIX B {(Continued)
EACKGROUND CHARACTERISTICS OF COHORT PATIENTS AT
AT ADMISSION BY DESIGN GROUPS

]
MEAN VALUES** TOTAL SUCCESS NO CRANGE FAILURE SIGNIFICANCE
POPULATION (N=463) (N=118) (N=238) (N=107) OF DIFFERENCESA
MEAN MEAN MEAN MEAN
AGE 29.5 30.7 29.0 28.9 t=1.79, df=217,
not sipgnificant
EDUCATION 10.8 10.7 10.9 10.8 t=.57, df=218,
not significant
DEPENDENTS 1.92 2.16 1.83 1.88 t=1.04, df=223,
not_significany
FAMILY INCUME 5382.13 $413.62 $367.73 $374.14 t=,62, df=51,
(Self-Reported) not significany
* .0% level of significance was used for all tests.
*% Sipnificance tested between "success™ and "failure" groups.
APPEINDIX C©
TOTAL COHORT ARRESTS PRE AND POST
PROGRAM BY STATUS
18 Month Periods:
FATIENT STATUS Before Starting After Starting TOTAL
Program Program
On Programfipproval /Deceased 2408 211P 451
Off Frogram 315¢ 379d 688
TOTAL 549 550 1,139

* Totals are greater than Tables D & F because more than & arrests arc included here.

NOTE:

X2 = 6.48, p < .02, df=l

"On Program' includes those leaving with gstaff approval (42) and deceased patients (5).

872 patients, one arrest; 38,2 arrests; 12, 3 arrests; 6, & arrcsts; 5, 5 arrests; 1, 7 arrests;(1.79 per patient}.

beg patients, one

arreat; 27, 2 arrests; 8, 3 arrests; 7, & arrests, b, 5 arrestsj 7, 1 arrest (1.80 per patient),

S49 patients, one arvest; 42, 1 arrests; 20, 3 arvests; 9, & arrests;, 6, 5 arrests; 2, 6 arrests, 3, 7 arrests;
1, 8 arrests; 1, 15 arrests (2.36 per patient).

d63 patients, one arrest, 47, 2 arrests; 24, 3 arrests; 18, 4 arrests; 6, 5 arrests, 4, 6 arrests, 3, 8 arrests;

(2.29 per patient).

Excludes vehicle code, parole/probation violation.

Not clean misdemeanor/felony.

NOTE: In all of these tables the Mean arvest figere is only for patients who have been arrested.
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APPENDIX C-1
TYPE OF ARREST BY PROGRAM STATUS FOR 18 MONTHS
PRE AND 18 MONTHS POST PROGRAM

OFFENSE Ot PROGRAM OFF PROGRAM TOTAL
- - Pre Post Pre Post Pre Pogt
Number] Percent| Number|Percent | Number] Percent| Number]Percent | Number!Percent| Number Percent

Robbery 2 .8 - 1 D g 3.9 3 N 3 1.7
ssault 7 2.7 6 2.3 16 7.7 15 7.2 23 5.0 21 4.5
roperty Crime

Burglary 41 16.0 25 9.8 39 18.8 48 23.2 80 17.3 73 15.8
Grand Theft 6 2.3 5 2.0 6 2.9 4 1.9 12 2.6 9 1.9
Auto Theft 2 -8 1 o4 3 1.4 1 .5 5 1.1 2 a3
Forgery 13 5.1 14 5.5 14 6.8 19 9.2 27 5.8 33 1.1
Receiving Stolen

Property 3 1.2 1 o4 20 10.0 10 4.8 23 5.0 11 2.4
Petty Theft 24 9.4 23 9.0 26 12.6 25 12.1 50 10.8 48 10.4
Drug Crimes

Herain-Possession | 16 6.3 6 2.3 9 4,3 17 8.2 25 5.4 23 5.0

Sales 6 2.3 8 3.1 10 4.8 30 14.5 16 3.4 38 B2

Addict(or Visiting) 2 .8 3 1.2 1 .5 2 1.0 3 .6 5 .1
Marijuana~Possessicon,

Production I8 3.1 4 1.6 10 4.8 8 3.9 18 3.9 12 2.6

Furnishing, Sales] 3 1.2 - - 4] 2.9 [ 1.9 9 1.9 4 -4
Dangerous Drugs -

Possession 8 3.1 7 2.7 8 3.9 14 6.8 16 3.4 21 [

Sales ? 4 1.6 3 1.4 3 1.4 5 1.1 7 1.9
ALl Other Drugs 17 6.6 17 6.6 1 5.3 13 6.3 28 6.0 30 6.5
Drunk Driving 11 4.3 19 b 7 3.4 20 9.7 18 3.9 39 8.4
i1l Other Traffic 28 10.¢ 24 9.4 22 10.6 25 12.1 50 10.8 49 Hie
Non-Support 1 N 5 2.0 6 2.9 10 4.8 7 1.5 15 3.7
Drunk & Disorderly 5 2.0 16 6.3 17 8.2 20 9.7 22 4.8 36 7.8
Sex Crimes 2 .8 - - - - 1 .5 2 Na 1 .2
Miscellaneous-Felony 6 2.3 4 1.6 5 2.4 13 6.3 11 2.4 17 3.7
Misdemeanor _ 24 9.4 11 4.3 39 18.8 38 18.4 63 13.6 49 10,6
TOTAL 237 193 279 378 516 551

{EAN ARRESTS PER PATIENT 93 . LJ5. L o 1135 1,83 .31 1 1.19

NOTE: Percents based on total number in each population; status at 4 minimum of 19 months from program start for a)l
patients, and up to 36 months for some.

APPENDIX C-2
TYPE OF CONVICTION BY PROGR«M STATUS FOR 18 MONTHS
PRE AND 18 MONTHS POST PROGRAM

[~ "GFFENSE ON PROGRAM OFF PROGRAM TOTAL
Pre Post Pre Post Pre Post
Number] Percent | Number|Percont | Number| Percent| Number] Percent] Number| Percent| Number{Percent
Robbery 1 A - 1 .5 3 1.4 2 4 3 6
Assault 2 .8 < 5 2.4 5 2.4 ? 1.5 5 1.1
Property Crime
Burglary 11 4.3 3 1.2 13 6.3 20 9.7 24 5.2 23 5.0
Grand Theft 1 R 2 .8 3 1.4 4 1.9 4 .9 6 1.3
Auto Theft - 1 oh 1 .3 2 1.0 1 .2 3 o0
Forgery 10 3.9 13 5.1 14 6.8 10 4.8 24 5.2 23 5.0
Receiving Stolen
Property 4 1.6 2 .8 6 2.9 3 1.4 10 2.2 5 1.1
Petty Theft 29 11.3 - i4 5.5 26 12.6 20 9.7 55 17.9 34 7.3
Drug Crimes
HeroinPossession] 5 2,0 1 o 6 2.9 10 4.8 11 2.4 11 2.4
Sales 2 .8 3 1.2 2 1.0 22 10.86 [ .9 25 5.4
Addict(or Visiting) 2 .8 1 Wb - - 2 4 1 W2
Mari juana~Possession
Froduction .7 2.7 4 1.6 3 1.4 2.4 10 2.2 9 1.9
Furnishing, Sales] 2 .8 - 2 1.0 1 "3 4 .9 1 <2
Dangerous Drugs - )
Pogseasion, 7 2.7 3 1.2 4 1.9 6 2.9 11 2.4 9 1.9
Sales - 1 N 1 N - 2 1.0 1 .2 3 N
411 Other Drugs 10 3.9 .1 10 3.9 5 2.4 6 2.9 15 . 3.2 16 3.4
Drunk Driving 7 2.7 11 4.3 7 3.4 11 5.3 14 3.0 22 4.8
Aall Other Traffic 29 11.3 16 6.3 23 11.1 17 8.2 52 11.2 33 7.1
Non~Support 1 R 2 .8 2 1.0 3 1.4 3 .6 5 1.1
Drunk & Disorderly 9 3.5.1 10 3.9 15 7.2 14 6.8 24 5.2 2 Y 5.2
Sex Crimes - 1 N - - - 1 «2
Migcellaneous~Felony & 1.6 1 N 2 1.0 7 3.4 6 1.3 8 1.7
Misdemeanor 1 20 ¢ 7.8 10 3.9 30 14.5 23 11.1 50 10.8 33 7.1
TOTAL 1164 109 170 194 334 303
HEAN ARRESTS PER PATIENT .64 43 .82 .94 W12 63
NOTE: Percents based on total number in each population; status at a minimum of 19 months from program start for all

patients, and up to 36 months for some.
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APPENDIX D

The First 100 Methadone Treatment Patients
Ken Meinhardt, M.D.

Serapio Ortiz ig conducting a careful follow-up study of the first patients admittea to this program, starting
in February 1970. He has furnished me with preliminary data on the first 100 patients admitted. I found it quite
interesting and so am passing along a brief summary of the data. Since Serapio is continuing with the next 100
patients now, I assume there will be a later report coming from Dr. Goldstein's office that will be more thorough than
this note.

The time interval from admission to treatment to the time of the follow-up study is a little over three years.
Patients not in treatment now were contacted in the community, and their current use of heroin determined by their
atatement and in most cases by testing a urine specimen voluntarily given.

Forty patients are still in treatment here, and two more have transferred to other programs. Twenty-three of
those still in treatment here are free of hernin use (58%). The rest show evidence of some continued narcotic use.

Twenty-geven of the 100 are in jail. Thirty patients are living in the community and not in methadone treatment.
Seven are living in this area but couldn't be located, three apparently moved, and five more were known to have moved
and some information about them was obtained. Of those located efther here or away (20 patients), the evidence is
that 14 are not usity heroin (707),

Only one patient has died, of injuries {rom an automobile accisent. (Cne death per year per 100 addicts from
overdosage, etc., is reported to be expectable on street heroind.

Looking at the same data from the point of view of current heroin use without regard to current treatment status,
there are 72 patients not in jail or dead, and so free to use or not use heroin. We have information on 60 of these
(84%). Of these, 62% are free of heroin use (37 patients) at the present time.

KM/eph

APPENDIX E

THE METHADONE PEOPLE'S ORGANIZATION AND SEVER

The Methadone People's Orpanization (MPO) was developed in June, 1972, at. Alum Rock Clinic, formerly called
Eant Valley Clinic. MPO was formed by patients in an attempt to improve patient-staff interface, air patient
grievances, and subsequently improve and upgrade services rendered to propram members. The MPC was allowed to
introduce a variety of changes in program policy, such as longer dispensing hours and patient consultation on
matters of program policy. The SERG staff, with assistance from MPO staff members, devised a questionnaire,(SEVER)
to tap patient attitudes on a number of pertinent issucs before and after MPO activity. Patient views concerning
staff, treatment policles, fee policies, dosage levels, and other variables were included in the questiornaire.
Regearch ataff, and program staff as well, felt that the MPO efforts presented an opportunity tc see if any changes
in patient attitudes could be achieved by a non-staff group acting in their behalf. Another reason for the survey's
importance is that patients have never been asked their opinions in a systematic (scienifiec) way.

Regearch desiyn of the SEVER (Survey of East Valley Experimental Reorganization) instrument provided a three
month follow-up to determine if MPO participation had an impact on patients at the Alum Rock Clinic, Central Clinic
patients were used as a control population to seé if any real changes occurred at Alum Rock as measured on the SEVER
estlonnaire.  No other clinics were surveyed: Prior to MPO activity, survey response included 98 patients from
Alum Rock, and 103 patients from Central Clinic. In the follow-up situation, 65 (63.1%) Central Clinic patients
were vetested, but only 39 (39.8%) Alum Rock patients answered the SEVER questionnaire a second time. Analysis is
baae? upon responses of those individuals whe completed the questionnaire initially and were retested after three
monthe.

“hile much wcrthvhilé data was collected with SEVER, space and time limitations prevented an analysis of all
items.  Only issues of curvent or future import, as ascertained by the SERG staff, are dealt with.

Patrness of Program Rules

The attitudes of patients concerni g enforcement of the program rules by staff can be viewed as a measure of
overall program satisfaction. s indicated In Toble I, those "agreeing" or Mapreeing strongly' that rules were
enforced fafrly went up at alum Rock, (55.%% test and 63.2% retest). Those Mundecided! at slum Rock Glinic went
down {18,4% test and 2.6% retest), with a corresponding increase by respondents “disagreeing’ or disagreeing strongly"
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APPENDIX E (Continued)

'(‘26.4’/. test and 34.2% retest). Central Clinic, the coptrol group, shawed nearly the same inereade by those patients
agreeing strongly" (45.2% test and 52.3% retest). Ambivalence went up slightly (18.8% test and 20.0% retest), but
those in disagreement dropped (36.0% to 27.7% at retest). While Alum Rock showed greater patient satisfaction with
the rules, overall, than did Central Clinic patients, the percentage increase on rules enforcement between Alum Rock
and Central are about the same; however, "disagree and "disagree strongly" categories show increase for Alum Rock

pre  and post over Central Clinic due to movement from the undecided category. There 1s more polarization of feeling
from Alum Rock, which is not true at Central.

TABLE 1
Program Rules Fairly Enforced by Staff

Alum Rock oo Central e

AGREEMENT Test Refegt Test Retest S

) No.; % No, % No, % Noa % -
Agree Strongly 51 13.2 1 2.6 8 12.4 6 9.2
Agree 16 | 42.0 23 60.6 21 32.8 28 43.1
Undecided } 71 18.4 1 2.6 12 18.8 13 20,0
Disagree J 5] 13.2 11] 28.9 14 21.9 11 | 16.9
Disagree Strongly i 51 13%.2 2 5.3 9 14.1 7 1 10.8

TOTAL : 38 : 100.0 : 38 100.0 64 100.0 65  100.0 i

* The number of respondents may vary as some patients left items blank.

Fairness of Dosage Poliecy

The fairness of dosage policy, quite a sensitive area, showed an interesting trend. During the period between
test and retest, rumors circulated, mostly at Central Clinic, that staff were manipulating dosage levels. 4as
expected, the retest showed substantially less agreement at Central concerning fairness of dosage policy than did
the initial test (22 patients-33.7% test and 13 patients-20.4% retest), indlcating that dosage policy was felt to
be more unfair at Central.  Undecided respondents at Central increased from 16.9% (11) at test to 28.1% (18) at

APPENDIX E (Continued)

retest. as did patients "dissgreeing” and disagreeing strongly” that dosage policy is fair (32 patients-49.2%

test and 51.5% retest). Alum Rock, in contrast, showed little movement of respondents concerning dosape policy

vhen the SEVER instrument was readministered. Those Yagreeing! or "agreeing strongly! fell slightly from 36.8%

(14) at the initial test, to 34.1% (13) at retest. Ambivalent responses dropped slightly also, from 15.8% (6)
initially to 13.2% (5) at follow-up. Some increase iu patients "disagreeing” or “disagreeing strongly" was noted

(18 patients-47.7% test and 20 patients-52.7% retest). In this instance the MPO seem to have mitigated a poventially
digsruptive issue. The sensitivity of the SEVER instrument is also pointed up with the above question.

TABLE II

Present Program is Helping Patients (Other than Methadone)

Alum Rack Central
Test Retest Test Retest

AGREEMENT Nos A No. A No., % No. %
Agree Strongly - - 2 3.1 -
Agree 5 13.2 7 17.9 10 15.6 18 28.1
Undecided 11 28.9 16 41.1 21 32.8 23 35.%
Disagree 14 36.8 8 20.5 14 21.9 11 17.2
Disagree Strongly 8 21.1 8 20.5 17 26.6 12 18,8

TOTAL 38 1100.0 39 100.0 64 1 100.0 64 100.0

Program Services
The need for increased services (other than Methadone) is clearly evident when patient responses to the SEVER
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question "Present program is helping patients”" (other than methadone) are examined (Table III}. Only two individuals
£3.1%) as the table shows, agreed strongly at either test or retest, that efforts other than methadone were helpful.
These respondents were at Central £linic. By far, the greatest number of patients were dissatisfied with the program's
offarings, and little improvement was noted at follow-up. Increases were greater during the test-reteast time period at
Central Clinie, indicating a lack of siznificant impact by MPO.

TABLE 11X

Methadone alone is Helping You

~lum Rock Central
Test Retest Test Retest
No " Na. % No. A No. W
spree Strongly 10 25.6 5 13.2 20 31.3 11 16.9
Agree 17 43,7 21 55,7 30 46,8 N 50.9
Undicided 2 5.1 3 15.8 8 12.5 9 13.8
Disagree 3 7,7 3 7.9 [ 9.4 6 9.2
DHaagree Strongly 7 17,9 3 7.9 - - 6 8,2
TOTAL 39 100.0 38 100.0 64 06,0 6% 100,10

Methadone Help

Clogely related to the previously discussed issue is the question. YIt Methadone alone helping you?" This
question was included as being more penerally related to patien* attitudes toward the program and will he used in
comparison with other population attitude data. Table III  show. patients currently feel that "the chemieal is the cure."
Nearly two thirdg of the patients at Alum Rock and over 3/4's of the patients at Central Clinic “"agreed" or Mapreed
strongly" with the above issue in the test situation (Alem Rock 27 patients-63.9% and Central 50 paticnts-78.1%). .5 can
be acen (Table IXI} the apreement dropped somewhat at retest for both groups. alum Rock had an increase in undecided at

TABLE IV

Addiction Specialists Treat You Fairly

Alum Rock Central
Tesgt Retest Test Retest

Apreement Wo. | % Vo. | % Wo.l % | Ne. | %
Agree Strongly o 23.1 3 7.9 16] 25.4] 13 20,7
Agree 16 oY 0 30 8.9 321 50.7] 36 56.2
Undecided 5 17.R8 2 5.3 10 15.9 12 18.8
Bisagroe 5 12.8 2 543 3 4.8 1 1.6
Disagres Strongly 4 10.2 1 2.6 2z 3.2 2 3.l

Total N 10n.0 38 | 100.0 63 100.0{ 64 [ 100.0

TABLE V
Voeatinnal Counselors Treat Youw Fairly
Alun Rack Gentral
Agreement Test Retest Test Retest
No. % No. % No.i{ - % No. | %
1

Agree Strougly 3 7,7 2 5.1 Cohl 6.2 5 I 7.7
Agrec 1] w2 n 51.4 221 33.8(1 17 26.2
Under {ded 2 12.8 7 17.9 24) 37.01 30 1 06,1
Disagree a 3.0 5 12.8 6 9,2 8 1 12.3
Disagrae Styangly RS 28,2 51 12.8 9 13.8] 5 7.7

Total o 39 100.0 39 1 100.0 65 100,0] 65 100.0
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retest, but this was offset by a decline in the number of patlents in disagreement that methadone was helping them.

"Undecided” Central respondents remained nearly the same (8-12.5% test and 9 - 13.8% retest), yet those in disagreement
nearly doubled.

Staff Fairness

Tables IV and V both deal with the fairness of treatment patients feel they receive from certain staff, in this
instance vocational services counselors and addiction specialists, As the tables indicate at Alum Rock, a very large
increase in patient satisfaction with staff occurred. Over a 20% increment was observed at Alum Rock between test and
retest, concerning fairness of vocational counselors (Table V). A corregponding drop in the number of dissatisfied
respondents occurred with a slight rise in ambivalence. Addiction specialists, the primary contact between the staff
and patients, were given a vote of confidence, as almost 87% (86.8%) of patients '"agrced" or “agreed strongly" that the
addiction specialists gave them fair treatment. As can be seen in Table V, a drop in satisfaction with the vocarional
counselor at Central Clinic tock place between the initial test and follow-up. ' For a portion of this time, ne
permanent counselor was available. "Undecided" Central Clinic respondents increased somewhat and patients in "disaptee-
ment! that vocational counselors treatment was fair decreased, Satisfaction at Central with the treatment by
addiction specialists remained nearly constant (Table IV) with a slight rise in the number in agreement with the ftem,
and also a rise in the "undecided' category.

Conclugions

SEVER indicates the MPO made gome gains in improving patient perceptions of staff at Alum Rock Clinic over a three
month period of time. Increased satisfaction with both the vocational counselors and addiction specialists is readily
apparent. Attitudes become polarized about lasues concerning the overall program policies and treatment methods; here
respondentd. were irfluenced away from “undecided" answers. It is noteowrthy that the Methadone People's Orgsnization
has been functionally disbanded since the follow-up portion of SEVER was collected. However, as the clinics attempt

to move in the direction of intensified counseling and individual services, the need for a group able to adequately
express the patient needs will become more and move important.

APPENDIX F

LEVEL OF CRIMINAL INVOLVEMENT

CODES

00 No Arrest

01  Arrest - no Conviction

02 Conviction - Fine and/or Suspended Sentence

03  Conviction = Continued Probation

04 Conviction - New Probation Grant or Extension

05 Conviction - Jail or Fine

06 - Conviction - Jail Only

07 Conviction - Continued Probation and Jail {(not suspended)

08 Conviction - New Grant or Extension and Jail (not suspended)

09 Convictian ~ Revoke Probation, Jail not Suspended

10 Convicted - Committed to DMH (Department of Mental Hygiene)

11  Convicted - Committed to CYA (California Youth Authority)

12  Convicted - Committed to CRC (California Rehabilitation Center)
13  Convicted - Committed to CDC (California Department of Corrections)

14  Convicted Committed to Federal Prison
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AVPENDIX &

STATEMENTS BY FAMILY INTERVIEW RESPONDENTS

Jerome cescienesceresedle ig on a Methadone program and doing very well,

KiMessuwssosenannvanseKim came of f the program clean within a 6 month period and has remained sc. We
appreciate the program efforts---sure much could be gained from interviews with
those clogely associated in home life with participants of the program.

HBYNE.aeanseussvanssesThe nrogram has done wonders for Wayne--he is now going to school. Tfm all for
the program, it's a pity there isn’t more programs like it. Wayne has tried nther
programs but nothing else worked.

TOMeusnsossvsncasensasvie were always accepting of Tom in that we loved him and wanted to help him, but we
couldn't seem to reach him. That attitude has changed since his being on the program.
We don't know if he has any new frienda. He has, however, stopped going around with or
seeing any of his old friends who were using drugs. He still has broken sleep sometimes.
we think it's worry about going to court. He, and we, don't want him to get off the
pragram for any reason. We are hoping the probatiun department will recommend a fine ar
stiffer probation so he doesn't get sent to jail and lose the program and his job.

LAWIENCe.usseveerneanelle has completed the methadone program and has been self~sustaining for almost 10 months.
We will always be grateful for what the methadone program has done for us.  God bless vou
alll

Trinidadeseassesasenasl think the methadone program is fine in helping them get off heroin, But what is the use
really? They get just as addicted and they seem just as loaded (drowsy). You should {(after
curing them from heroin) try to get them off methadone as soon as pogsible. For one
reagon that it is really bad for their health and the main reason 1s that most all the
patients that go there just use the clinic for a place to meet their friends. My husband
has made more friends than ever from going to the clinic. They are all a bunch of no-goods.
1f you want to cure them from hercin you have to stop their association with hercin addicts!!
There should be gsome more rules made that the patient has to take his medication and teave,
That means no loitering outside either!

APPENDIX 6 {Cantinued)

Rabortueisaciiccsnsnseitll of the members of the family wore very pleased with the way Robert has beer reacting
to this praogram. Watre very thankful there's such a thing and hope many ather younp
people with this disease will get the opportunity to try and help themselves. He's
pained a lot of weight he looks good,

GATYvassensvevasisneaal believe thig program has saved his life and my sanity,

Belusevessancansenaaesdnstaad of just physical .reatment I think vou should try to find out why these penple
ueed drugs in the first place. Any try to elimiuate these prablems. 1 don't fecl heing
around other addicts is good for the natient. Wheh one or more af thesv people are
ralking together there's nothing else on their mird but dope. You should try te keep
them away from each other.  Your program isn't perfect but its 100% better than anything
else has beer. Right pow he is serving his & months in jail and tryirg tn withdraw from
nethadone.  He «ays its so-much harder than withdrawing frow herair, aanother suggestion
for. your program is teaching the family of these people the best way to help the ones
they leve. @ So aften by not knowing which way to turn you can push these people to take
drugs even more.
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APPENDIX H

COMBINATION SCALE FOR S.T.IL.R. INCLUDES
ELMWOOD AND VACAVILLE TOTALS

OFFENSE MEDIANS** ADJUSTED SCALE
Child Molesting* 9.78 9
Murder, lst¥ 9.75 9
Forcible Rape* 9.67 9
Kidnapping* 9.56 9
¥idnap-~robbery or ransom 9.54 9
Robbery, lat--real gun¥ 8.73 9
Posgession of Heroin for Sale 8.61 9

Escape with forcex 8.27 8
Narcotic Sale 8.20 8
Agsault with a deadly weapon 8.09 8
Incest 7.95 8
Murder, 2nd 7.95 8
Attempted murder 7.94 8
Arson* 7.85 8
Possession of Dangerous Drugs for Sale 7.38 7
Habitual criminal 7.32 1
Maintaining a place where narcotics are used or sold 6.91 7
Sex Perversion 6.69 7
Passession of Heroin 6.25 6
Cruelty towards child (beating) 6
Non-Support of children 6.12 6
Robbery, lst-~toy gun 5.89 6
Burglary, lat 5.84 6
Extortion : 5.67 6
APPENDIX H (Continued}

OFFENSE MEDIANS#** ADJUSTED SCALE
Burglary 5.40 5
Drunk driving 5.40 5
Rape by trick, etc. ?.39 5
TFT, potential menace 5.19 5
Driving under influence of drug 5
Lewd and lascivious 5.15 5
Robbery, 2nd 5.14 5
Attempted robbery 5.12 5
Embezzlement 5.12 5
Manslaughter® 5.10 5
Inciting to riot 5.04 5
Abortion¥® 4.98 5
Assault and Battery 4,87 5
Parole violator at large, known crime 4,85 5
Glue sniffing g
Fraud 4.79
False prescription’ g
Forgery {0.76 :
Battery and/or assault on a Peace Officer 4.74
Possessioli of narcotic paraphernalia 4,70 5
Contributing to the delinquency of a minor 4.63 5
Possesgion of gun=--exwcon 4,62 5
Narcotics, possession - 457 5
Falge imprisonment 5

Possession of dangerous drugs 4.43 4
Indecent exposure Z
Burglary, 2nd ) 4.33 ;
Forgery, $300 plus 3.96 ¥
Misuse of credit card :
Drinking in a car 3.54
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APPENDIX H (Continued)

OFFENSE HEDIANS#** ADJUSTED SCALE
Grand Theft* 3.38 3
Hit and run~-injury 3
Poggession of Marljuana for sale 3.30 3
Per jury » 3
Receiving stolen property 3.19 3
Auto Theft* 3.12 3
Non-support of wife 2.83 3
Attempted burglary, 2nd 3
Escape without force 2.75 3
Vargrancy, lewd 2.69 3
Outraging public decency 3
TFT, behavior problem 2.62 3
Fictiticus or NSF checks 2.11 2
Violatiou of probation 2.05 2
Resisting arrest 2
Filing false report 2
Hit and run--propevty 2
Joyriding (temporarily taking car) 2
Conspiracy 2
Reckless driving 2
Contempt of Court 2
Addict 2
Possession of Marijuana 1.75 2
Rape, statutory 1.74 2
Forgery, $100 1.59 2
Prostitution 1.48 1
TFT, Criminal not prosecuted L.46 i
Disturbing the peace L.42 1
Parole violator at large, no crime 1.38 1
APPENDIX H (Continued)

OFFENSE MEDLJANS** ) ADJUSTED SCALE
speeding 1
Driving without a license 1.30 1
Petty Theft# 1.20 1
Drunk in pubiic 1.20 1
Vagrancy 9% 1
Tamparing with vehicle 1
Visiting place where narcotiss used 1
Poasesgion of alechol by minor 1
Selective Service vicolation 1
Malicious Mischief 1

* Offense rated at both Elmwood and Vacaville, Vacaville medians used.

4% Where there are no mwedian values reported, the offense was estimated by correctional personnel to he the Adjusted
Scale value assigned.

UNDERLINED: Offenses rated at Elmwood.
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