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tion and dlsfribution As we are increasingly/Juccessful in impacting the heroin
traffic, we ant1cipate§mounting pressure aimed at diverting methadone and other
licit narcotics. Sinee Vtake-home methadone is the “weak link” in the licit chain;
it behooves all responsible agencies to examine ways and means of lessening
- vulnerability. This, as was outlined earlier by Mr. Dogoloff, is the course which
has been undertaken by NIDA, FDA, and DEA under Dr. Bourne's leadership.
‘We support this approach to the problem However, we feel that present problems -
- must be dealt with before there i3 any further 'relaxation of take-home. M,
Benginger, in his comments to the Food and Drug Administration concerning
' the proposed narcotic treatment program standards, concluded :
“The NDAWN data indicates an abuse problem associated with take-home medi-
cation wms)s current rules and regulations, It is reasonable to conclude that fur-
" ther halmeould result:from a lessening of the criteria for take-home medication.
- It is our concern that allowing an increased degree of latitude on take -home will
create even greater problens with abuse of take-home medication than presently
_ exist. We strongly urge NIDA and FDA to reconsider the proposed take-home
regulations with the view towards maintaining tight federal control of take-
*. home supplies.”
‘While we do not endorse any relaxahon of take-home at this time, it is our
conclusion that the steps which. are being undertaken in the Methadone Diver-
. sion Study Group effort to lessen diversion should be provided every opportunity
for success, Simultaneously, research with LAAM (I-Alpha Acetyl Methadol)
should be carried forward as rapidly as possible since its long-lasting effect could
conceivably negate much of the present need f01 take-home and, hence; the ve-
sultant diversion. o~
Mr. Chairman, this concludes my test1mony W111 be happy to answer any

| questions, . - <9 77?

PREPARED STATEMENT OF BDRNARD Bimari, MD, DEPUTY COMMISSIONER, NEW
York Ciry, HBALTH DEPARTMENT OFFICE OF SUBSTANCE ABUSE SERVICES

(o3
The following is an overview from the New York Oity experience of some of the
issues which I feel need to be considered in the national and local planning of
efforts to control methadone diversion.
o I believe thaf the planning of such.efforts must congider the nature and magni-
o tude of the problem, the role of illicit methadone use in narcotic addiets, the
gources of illicit methadone, and a careful weighing of the pros and cons of sug-
: gested measures. The latter should include some assessment of methadone treat-
N ment when congidering the use .of measures tha.t; m.ght threaten its eﬂicacy (see
attached Overview).

I, THE ROLE OF ILLICIT METHADONE USE IN NARCOTIO .ADDICTS

A number 6f studies have demonstrated that the primary role of illicit metha- . -
done in the ecology of street drug use by heroin addicts, is to reduce the size and
cost of their narcotic habits and prevent withdraywal sickness. Most addicts inter-

- viewed in these studies reriort that they rarely if ever use illicit methadone for
euphoria, but rather to preveut the narcotic abstinence syndrome. In some cases,

~ heroin addicts temporarily maintain themselves on methadone (at a street cost
of $8 to $10 per day) to avoid the need to continue the intense criminal activity
required to obtain $40 to $89 per day for-the usual stleet Heroin habit. Many
then resume heroin nse after some period of time.

In other cases the siwitch from hervoin to illicit methadone for a few days or &
few weeks serves as a transition to legitimate treatment. Some addicts, finding

that they.can function better and feel more comfortable on ‘methadone ‘enter
‘methadone maintenance treatment pl.ogmms where genume rehabilitation then
~heecomes possible.

Although the ahove comments are not meant o condone the availabllﬁj and

; - use of illicit methadone by narcotie addiets, it is important to understand that

-it ig not as destructive nor as dangerous as those unfamilar with; these factors
might assume,

{L‘he group in which its use is most danwerous is thosepoly drug abusers whose

illicit methadone and heroin use is oceasional and casual, These people becanse

- of absence of physical tolerance to narcoties are in more danger of serions narcotic

overdose reactions just as they are in constant danger of overdosing with otlier
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rugs “of ‘abuse, such -as barbltumtes, placydil, valium,"ete These are people

who abuse and may overdose from any (hug available,

11, ‘SOURCES OF IIJLIOIT METHADONE

There are three possible sourcey of illicit methadone. These include sale of

«(hspensed methadone by patients in programs, diversion from manufacturing,
digtributing and storage sites by robberies, and illicit manufacture and distribu-
tion by organized crime.

Altliough the latter cannot be ruled out, there ig pxesently no ewdence avalla-
ble indicating illicit manufacture of methadone

The other two sources appear to be the'major ones. These are: :

A. Diversion by patients-—there is evidence that a significant pe1centa"e of
patients in freatment programs sell some of their take home methadone. The
only cxacr figiires available regarding the number are New York City arrest
figures (457 individuals in 1974), though these presumably rep1esen+ only a
portion of tlie number of patients involved, The staff and patients in NYO-MMTP
estimate that 15-209, of patients sometimes sell their methadone and that 5-10%
do so regularly.

© B. Divergion as a result of thefts—this am)ears to be a substantial source
of illicit methadone, more than had been previously snspected. The Comptroller
General’s oﬁice of the U.S. General Acdounting Office released a report in 1975
prepared.in response to-a request by Congressman Charles B Rangel providing
details regarding those soutces of illicit methadone,

The report itself states:

. “Our analysis of DA records showed that the reported thefts and losses of -

- methadone occurring during fiseal year 1978 consisted of the following

Type . . Number  Dosage units
Night break-in et . 1, 073‘ 961, 851
Armed robbery_ - . 317 693, 590
+Employee theft. . i : 16 12, 441
Customer pllferage : : : 11 6,163
+Other. : ) U 67,211

Total ....... . 1,488 1,741,256

Ag indicated by the above tabulation, night break-ins and armed robberies
-aecounted for most of the reported methadone diversions.”

Since the report indieates that a majority of the night break-ins and armed
-robberies - were in,the N.Y.C. area, I would assume that most of the stolen

~methagdone is sold in the illicit methadone market in N.Y.C. If all of this stolen

me(hadone were sold in N.Y.O,, it would provide 4,770 doses of illicit metlmdone
for sale every day of the year,

The report goes on to make speclﬁc recommendfttmns for action by the appro- -

-priate federal regulatory agencies, recommendations which I strongly support.
It should be mentioned that although no comparable figures are available of
the number of doses per day sold by patients in treatment programs, the fact
~that nearly 5,000 doses per day of illicit methadone are available from break-ins
and armed robbenes suggest that these may be a major source of illicit metha-
«donein N.Y.C. )

I, MEASURES TAKEN BY NYC-MMTP TO CONTROIL DIVERSION

© A, To prevent robberies, break-ing and thefts, we have a number of cau,fu]ly
flesigned procedures and policies. In'summary they are: )

1, ’.I_‘he individual clinic keeps an exact accounting of the methadone received
.each day from the hospital pharmacy. All unused methadone is returned to the
_pharmacy -4t the end of the day. The pharmacist and clinic nurse togethér count.

“the number veturned, enter it on to the “Weekly Methadone Accountmg Record”

.and both initial the entry. The difference between the number 6f methadone

.diskets received by the clini¢ in the morning and the nuinber returned -in the

.evening must correspond exactly ‘to the total number recorded m the: “D:uly
‘Medmahon Record,” with any dlscrepanmes accounted for.”

A
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2. The methadone is transported between clinie and pharmaey by o nurse and
a secuuty guard, and if the clinie 1s in a sepalate building a police car ae-~
<¢ompanies the Program vehicle.

3. All methadone is administered and dispensed in dls;solved form; and all

" methadone ingested in the clinic is swallowed under the divect observation of
the purses. The nurses routinely require the patients to speak ‘aftér they have -
taken the méthadone, to insure that it has been swallowed:

4. Take home medication is dispensed in child proof bottles. The: empty bottles
must be returned and accounted for,

5. All-methaddne administered oi dispenged is entered on the “Methadone
Dosage and Pick-up Schedule” form and on the daily medieation record. These
serve as instruments for maintaining exact accounting of:-the medication re-
ceived;. dispensed and administered and serve as the basig for exacting control
at the clinic level and for close monitoring of these activities in all of our 34
clinies by the NYC-MMTP Central Office. The computerized ‘data from these
forms allow us to account for every milligram 6f methadone ndmmlstered or
dispensed to each of our 11,500 patients every day.

B To pievent diversion by patients:

1, All patients drink the medication in fhe’ chmc six days per week for the -
first three months of treatment (as do- all patients in all MMTP programs, undes:,
FDA and state regulations). B

2. After three months, pahents who have discontintied criminal activity and
lmve shown no signs of drug abuse areé reduced to a five time per week schedule
of clinic visits, with two take home doses allowed per week, Patients are then
kept. on: this schedule until they have demonstrated significant evidence of
probable respons1b1hty in the handling of methadone. The following factors are
considered in making this judgment:

: 4. Background and history of the patlent
b. General and. speexul characteristics of the patlent and the community
in whicli the patient resides,
e.. Abgence of -past abuse of non-narcotic drugs, including aleohiol.
d. Abgence of current ahuse of non-narcotic chugs anad alcohul and nar-

. cotic drugs, including methadone. .

e. Regularity of clinie gttendance.

1. Absence of serions hehavioral problems in the clinie,
. g Stability of the patient’s financial condition,

‘b, Stability of the patient’s home environment,

i. Stapility of the patient's family and other relationships,.

j. Absence of past and/m current criminal activity.

k. Length of time in methadone maintenance treatment. T

1L Assumnce that take-home mechcatwn can pe safely stored Wlthm the
patient’s home.

3. A number of clinic policies are 'designed fo identify and deal wifhi those
patients in whom there is some possmmty of methadone diversion, We receive
a monthlv list from {lie NYC-PD of the names of all individuals arrested for

lieged methadone sale. The list is matched with our patient roster and the
cluucs are notified about those who are still in active treatment (if nof already
aware of the arrest). These patlents if-fipt-incarcerated; are :111 put on daily
pitk up gehedules until the case is resolved.’ :

4, Where evidence of heroin abuse is demonstrated thréugh urine testmg, pa~
tients are put on a daily pick-up-schedule. This elittiinates the possibility of the™
sale of methadone. Patients with evidence of abuse of other drugs are also puf -
on frequent pick-up schedules; both to-increase the degree of clinical supervision

~and to reduce the possibility of .sale of methadone to obtain money for othel
arugs..

5. Since some methadone sales oceur in the immediate v1c1mtv of clinies, NYO- -
NAMTP has a_strietly enforced “no loitering” policy. Patients are not allowed to
remain in the immediate environg of their clinics. The clinics send out “counﬁ‘elﬁu
patrols!. several times per day to.spot-check f\or loitering. Patients are put; on
notfice if they do 80 aud di§char ged ﬁom f:leatment if they fa11 to respond to the
Wwarnings.

6. Finally, in addition to all of the specific measures outhned above, we have
- observed a relatiouship hetween the overall guality of clnic manggement an\‘l .
“the likelihood of a variety of patient abuses; including methadone sales. ’J.hose
chmcs Wlﬂl d1sploport10nate numbexs of patlents zulested for metlmdone sale"
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‘frequently -on .cloger examination. show evidence of inadequate and inconsistent

adminigtrative leadership. In.such clinics, as a result of lack of clarity about -

. polizies and procedures and a lack of consistency .in implemeating these due fo
" poor leadership, some, pat1ents may. réspond to their anxiety about this with fn-

appropriate hehavior, J#hen the administrative leadership. of such a clinie is
‘more closely superviged. by our Centxal Office management staff, or if necessary

- replaced; we note a reduction in. methadone sales, in drug abuse, and in dis-

ruptive behavior by the patients . both in.: the clinic and «n the surrounding
community.

Mhis .area, .the quality of clinic management, i8 probably the most important
vith regard to.control of methadone diversion by patients, as it is for almost all

.ofher aspects of treatment, rehabilitation and good community.relations. When

clinic admmistratwe leadership is effective, the quality of care and morale is
high. The patients in response to their experience of the clinic as.a positive and
for some & corrective “family” . experience take more active responsibility for
their.own lives and actions, In such a setting, anti-gsocial and self destructive
behavior by patients heconmes minimal and 1e1mb111tat1011 ma_\lmal

Iv. BDCOLLMDNDATIONS

A X suonglv support the recommendations of the U.s. Comptrolle1 General's
Office regm:dmg security measures for methadone distrihution, as o means of re-
ducing the major role that break-ins, 1obhenes and thef}s of methadone supplies
play a2s a source of illicit methadone, -

B. I ivould urge that the agencies monitoring and 1egulatmg methadone clinics
require all of them to follow the guidelines NYC-MMTP has developed, deseribed
above, to minimize methadone diversion by patients. Many programs in N.X.C.
have similar or equally effective policies and procedires, but some clearly do naf.

Q. I would urge that the praoblem, of illicit methadone be understood in proper
prospective, It is a problem that if viewed in a distorted or over emotional fash-
ion, could be quite seriously exaggerated, and in consequence’could result in -
inappropriate responses. Some recommendations have been made to deal with
thig issue which are seriously lacking in an undevstanding of the mature and
sources of the problem and whieh would in consequence worsen the problem of -
nareptic abuse. A nrinw pxample of such iy the recommendation that all patients
be placed on “no ts fome” schedules, drinking their methadone in the clinie
geven days a week. Siich a measure would drive many patients out of treatment,
back to heroin and illicit methadone use and to criminal activity. One fourth of
all the patients in methadone treatment in Boston left its program on the day

- Boston adopted a “no take home” policy five years ago, and the vo;untary rate
" of termination from treatment thereafer <loubled. In N.Y.C., assuming the same

patlent response, this would result in 8,500 patients munedmtely leaving treat--
ment yith an additional loss of 8,000 to 4,000 more patients in the following
months. Thus at least 12,000 patients would leave treatment, return to heroin
and 1111c1t methadone use and to burglaries, muggings, armed robberies and the
other crimes associated with heroin addiction. It would also seriously impair
the rehabilitative eficacy of methadone maintenance treatment, thereby under-
mining its most important social value. It would prevent growth and foster de-
yendency in those patients who ¢hose to.remain in treatment, thereby discourag-
ing patients from efforts to grow to a point where ‘they may attempt to detoxify
and lead drug free, trentment free lives. Finally, it would not eliminate the prol-
Jem of illicit methadone, since patients are only one source of this, while it would
serionsly svorsen the problem of heroin acldwtmn by making treatmient ‘less:
attractive and less effective."

Only an informed response that intelligently addresses the issties csncelned

“ean positlvely effect a social problem such as this one.

MEuxHADONE TREATMENT IN NEW YORK' AN OVERVIEW -

Methadone maintenance treitment, one of the msjor effective rehablhtatwe
treatnients for nareotic addiction, is one of the centelmeces of the national drug

‘abuse treatment effort,

IThere are currently 29,000 people.in ma thadone maintenance treatnient in New

York City with 12,000 in N.Y.C. Methadone Maintenance Treatment Program, (i
012,000 in voluntmy non-profit programs and 5,000 in proprietary programs. B
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, : | A HOW IXWORKS
Methadone is provided to the patient in single {ally doses dispenged in clinles

staffed by physicians;, nurges, counselors; and administrative staff. There ave
four elements central to its effectivenesy, , ,

1. Relief of the craving for heroln, without the side effects of euphorin, sedn-~
tion or ttanquilization which accompany heroin tuse. . g T

2, Relative blockade of the enphoria producing effects of all nareotics, thereby
reducing orie of heroin’s major appenls, ~
= 8. Provision of a focus for an inteuse attachment or connection, much lke
family love. This property is pregent for the addiet in all drugs of abuse.

Methadone maintenance differs from drugs of abuse in the lack of sedation or
euphoria and in the freedom fiom destriictive effects on life style, and socinl,
psychological and physical funectioning. : -

4. Provision by the clinid staff of a context for a “dorrective family experience”
by the patient in his/her reldtionghip to the clinie staffl. This is & central psyeho-
therapeuti¢ element of methadone maintenmance treatment, complementing the
role of one to one counseling. : =

B, TREATMENT - OUTCOME

1, Outcome is measured by several factors. Chief nmongst these are the follow-
ing: (Note—data ig from the N.Y.C. Department of Health Methadone Mainte-
nanee Treafment Program, 1970-1977)

8. Heroin Use—Drops from 100 percent of patients hefore admission te 15

percent after six months, This group of 15 percent decreases hevoin use from an

average of 25 times to 2 times per week, } ) ;
b, Active Criminality—Decreases from 95 percent before: sdmission {o less

than 10-percent during the first year in treatment. i

c. Employment—Inereases from 12 peveent on admission to 43 percent six

months later. In addition, 12 percent of patients are homemakers with spiall chil-
dren and 8 percent return to school. :

d. ‘Non-nareotic Drug and Alcohol Abuse~—~Decreases from 75 percent before
admission to 258 percent after six months. :

-¢, Retention in Treatnient—~B88 percent remain after 12 months and 58 percent
remain after 24 months, ;

2. Treatment “Failure’~—Aside from @ significant yeduetion in criminality
and heroin use, approximately one-fourtli of patients ail to show progress in
other areas, These are patients who do not show significhut socidl productivity
and who continue to abuse pills and aleohol. This gronp is quite diffienlt to
manage, sometimeg requiring temnination from treatment for serious alechol
or drug abuse or when persistent loitering is disruptive to the community. The
plans for improving treatment services for this group, if additionsl finds become
available, will inclnde increased stafiing with mental health professionals and
the development of day programg within the clinies providing pre-vécational
waorkshops, vocational training, edncational services, group therapy, ete.

3. Detoxification—At the prexent time; approximately one-third of successfully
rehabilitated patients can discontinue methadone treatiient after 2 or 8 years

- and remain indefinitely free of drug abuse. The remainder relapse within 12

months and have to return to trentment to maintain their vehahbilitntive progress.
Those successful patients who o not choose to leave treatment or wio leave
and then return hecause of a relapse appeavr to need continued treatment to
preserve their rehabilitative gains, If such patients continue to be soeially pro-
ductive and free of heroin use, criminalfctivity and non-natreotie driig abuse, the
programs consider them successfully rehabilitated, much as ave people with

other medical problemy who need continued treatnient in order to remaiu stable

and healthy, .
C. COST EFFECTIVENESS

- Thé.average cost per patient per year is $1,900 nationwide, The N.Y.C, Metha- -

done Muintenance Freatment Program however, in response to city and state

budget cuj:s, reduced the cost in the 7778 fiscal year to $1,450 per patient per. -
year, the irreducible ninimum consistent with maintenance of the rehabilitative:

elements of treatment. :

£
R

S el




100

This cost level compavres fayorably with that for dtlxer_ trenj:menf, upproach.es:
and is considerably cheaper than $24,000 per year per prison inmase. Tl.le social
costs per addict which accompany drug related ¢rime are of ‘course enormous.

D. ROLE IN RELATION TO OTHER TREATMENT APPROACHES

Tn the past methadone treatment has often been considered to be competitive
with the ‘drog free treatment approaches. On close examman’on, }10wever, this
is not the ense. The average age of people in methadone treatment is 30, 10 years

older than the average in drug free programs, Methadone patients have all been.

addicted to narcotics an average of 10 years before admission. On.ly a sma}l
percentage of patients in drug free treatment,settings are chronig narcotic
addiets with gimilar long histories, most presenting mixed abuse of a variety of
drugs and aleoliol. In addition, the younger patients in drug free programs spf.fer
from many of the more serious problems of mid-and late adolescence, requiring
special approaches to these problems. The methadone patient has different
life-style patterns and different psychologieal problems accompanying his heavier
more chronic drug mse, and is much more in need of substitution therapy as a
hage on which to build his rehabilitative efforts. Thus methadone and drug free
approaches ave both necessary, and are complementary in the efforts to treat
drug-abuse, ‘ .

: E. COMMUNITY PROBLEMS '

_ The patient group descrilied above who show little rehabilitative progress are
responsible for most of methadone programs’ community problems since they
frequently loiter near clinics, sell and take illicit drugs, sometimes sell metha-
dane, ete. Well run programs have developed a variety of successful techniques
for dealing with these problems, techniques which are currently being adopted
by all clinics in New York City under the direction of a committee appointed by
the Office of Drug Abuse Services and the New York City Health Denartment.

Adoption of these guidelines has already: reduced the number of pProblem
clinics, with a parallel decreage in the objective indications of methadone sales.

T. FUTURE

The testing of a long acting formi of methadone called Tevo-Alpha-Acetsl

Methadol (or LAAM) is now in ity final gtages. This methadone substitute
‘requires only 3 doses per week, and will therefore reduce the clinic visit frequency
required by federal and state regulations, It will also decrease the amount of
take-liome narcotic available for illicit sale, thereby reducing this small hut
important public health hazard - associated with methadone mainienance
treatment, : o v i S

In addifion, the gradnally reducing animosity between methadone and drug
frea,programs is leading to efforts by the various programs to learn from each
other's exjerience. Mithadone programs in New York are showing a greater
interest in the use=%f group treatment techniques and in the integration of
Iknowledge from the mental health disciplinies in their tréatment services. Several
of the agencies with a drug free orientation have begun methadone-to-abstinence
programs which attempt to integrate elements of Grugvwfree and methadone
related approaches for a -patient group infermediat‘ in age and priesenting
problems hetween those generally served hy these modalities,

Future CTOss fertilization may involve comparisons of the similarities and
differences in the ways in which the variouns. treatment approaches pravide

the two hasic elements required for rehabilitation of addicts and alecoholics;

availability of a menns for a strong attachment leading to- connection to the’

agency as a surrogate family, followed by provision of a corrective family
experience. ) : . :

. PREPARED STATEMENT OF-MIomAEL BADEN, M.D., OrFIcE oF CHIEF MEDICAL
FEXAMINER, THE CITY OF NEW YORK ’

-the great majority of deaths due to methadone use is of persons not enrolled:

in maintenance treatment programs who have not developed a tolerance to-<the

narcotic's effects and who have obtained the drug by illicit diversion. The ahuser

does not realize that the therapeutic amount of methadone for someone in treat-

] P
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ment, often 60 to 100 mgm in the orange juice container, is equivalent in potency
to more than 20 five \lollar bags of street heroin_ (which may contain two to five

- mgm heroin each) -and may be fatal for the non-tolerant user.

Dedth from methadone poisoning is due to true pharmacologic overdosage with
depression of brain Iunctloning and breathing, as contrastéd to death following
street. heroin use which is more obscure because more than 95% of the un-
sterile intravenous injection consists of unknown diluents in constantly chang-
ing amounts. In more than one-half of the fatalities in which methadone eauses
or contributes to death other drugs are also pregent but in quantities insufiicient
in themselves to cause death (most commonly alcohol). These deaths are pre-
dominantly of Black males in their late twenties wlo may or may not he lieroin
addicts, reflective of the City’s narcotic addiet population.

The illicitly obtained take-home methadone container i sometimes found with
the name and program of the xpatient to whom it was dispensed still present.
Problems of confidentiality and privacy have prevented full utilization of this
information to prevent diversion. We liave found no evidence that clandestinely
manufactured methadone has caused deaths in New York City.

Persons enrolled in methadone programs who have developed and who main~
tain- tolerance to the thexapeutlc dosage do not die of methadone overdose,
However there is an excessively high dncidence of .violent -death, especially
homicide, in this group, and death from multiple dtug abuse (particulaly alcohol
and heroin). Another group of particular concern are babies and children born
to. mothers on methadone maintenance, We have investigated a small number of
deaths in greater than expected incidence classified a8 Sudden Infant Death
Syndrome, and also of battered children in this group.

The most effective measure that can e qumldy taken to decrense deaths due .

to methadone use is tobetter control dwelsxon

PREPARED STATEMENT OF VERNoN D, Parcu, M.D., AssocIATE PROFESSOR OF
PSYCHIATRY HARVARD MEDICAL SCHOOL

Methadone Maintenance as demonstrated by Dole and Nyswander in 1965 wis
a highly effective treatment for nareotics addiction in n highly selected population:
of addicts. The original thinking in the field of drug treatment was that narcotic®
addiction for most patients was a chronic relapsing fllness ; that detoxifieation of’
narcotic addicts by methadone substitution and slow W1thd1awal was generally’
unsuccessfuil; and that methadone maintenance was going to be o life long treat-
ment for many patients. Take hiome niethadone privileges for methadone mainte-
nance patients were considered necessary to give the addiet patient freedom to
live a more noimal life and to be free to travel for work, school or vacations, all
necessary aspects of rehabilitation. Rising addietion in the late 1960's crented an
atmosphiere for widespread acceptance of theé treatment concepts underlying’
methadone maintenance. The National Institute of Mental Health’s Division of
‘Addict Rehabilitation began substantial funding of drug treatment programs in
1969, balancing methadone maintenance with drug free or abstinence treatment
programs. ‘SAODAP was created in 1970 and gave substantial impetus to metha-~

~done maintenance treatment and the wars began between rivaling treatment

‘modalities competing for federal funds. Research on treatment efficacy took a

- back seat to t‘he development of a v’lst network of dlug treatment Programs across

the country.

. Crime continued to increase in the United States and some disillusion devel
oped that methadone maintenance could really reduce related erimes, Other
problems developed. Some doctors openly sold methadone to readily available
customers. Methadone clinies were overpopulated. Addict patients flocked to
treatment and berame uniwelcome and decidedly unpopular:-with residents living
near methadone clinies. Clinic loitering hecame a well known {erm among drug
treatment personnel. Methadone diversion reared its head as clinic patients sold
part of their take home methadone supplies for profit. Clinie robberies and theft -
of methadone shipments added to the supplies of street niethadone. Demand:
for methadone even permitted active street sales of “spit out” methadone carsied -
from the clinies by patients in their mouths. News reports of methadone poison-
ingg in children who drank the take home methadone supplies of one or both
‘of their addict parents and news of methadone deaths of addiets took over frong

oo N N o
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