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- FOREWORD

e are seeing encouraging

changes in society’s way of

thinking about substance
abuse. Americans increasingly
recognize that addiction is a disease
with consequences that affect both
physical and behavioral health.

Diagnostic and treatment
services, t00, have changed. Modern
treatment, when adequately provided,
enables a great many people to
recover and rebuild productive
lives.

It is important that the public
be aware of evidence generated by
scientific inquiry, clinical evaluation
and clinical experience. The evi-
dence demonstrates that treatment
for alcohol and other drug abuse-

works. Treatment not only saves
lives; it also saves dollars that would
otherwise be spent in other areas of
medical care and social services.

The Department of Health and
Human Services is dedicated to
improving access and reducing
barriers to high quality treatment
programs for addictive disorders.
Providing evidence of the efficacy of
treatment, which this document
does, helps to advance this mission.
I hope this information ultimately
will help individuals and their
families—who know firsthand the
benefits of substance abuse
treatment.

Donna E. Shalala
Secretary of Health and
Human Services
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INTRODUCTION

espite considerable public

discussion of the devastating

consequences of alcohol and
other drug addiction, misconcep-
tions persist about addiction and its
treatment. This report summarizes
the fundamental facts that have
emerged over decades of research
and practice.

The impact of addiction cannot
be fully understood without some
context. This report turns to the
dynamic and evolving science

DENNIS

concerning addiction and its treat-
ment. It provides necessary insight
and illustrates the practical use of
that knowledge with encapsulated
overviews of promising alcohol and
other drug treatment programs. It
also focuses on real people with real
problems. The short profiles found
throughout this document were
collected specifically for this report,
and describe how people can over-
come their problems with alcohol
and other drugs.

“Residential drug treatment has changed my
life. [Before entering treatment], I served seven
years in various California prisons, forfeited a 4-
year scholarship at a prestigious university,
received a less than honorable discharge from the
Navy, lived homeless for over ten years, became
an alcoholic and a crackhead . . . Today, my rela-
tionship with my parents is remarkable ... I
have acquired a level of dignity and success that I
never could have attained on my own. Today, I
work at San Quentin Prison instead of live there...”




B IATRODULTIOR

Substance abuse is a problem B Although addiction has no known
affecting all sectors of American “cure”, it can be controlled
society. It crosses all societal through treatment;
boundaries, in both urban and rural B Treatment for addiction is
areas. It affects both genders, every effective and becoming more
ethnic group, and people in every s0; and
tax bracket. B The costs of untreated

Today, we know that: addiction—violence and other
B Addiction is a chronic, relapsing crime, poor health, family

disease that, like hypertension breakup and other social ills—far
or diabetes, has roots in both exceed the costs of addiction
genetic susceptibility and treatment.

personal behavior,



MYTH:

Addiction is a bad habit,
the result of moral weak-
ness and over indulgence.

FACT:

Addiction is a chronic,
life-threatening condi-
tion that has roots in
genetic susceptibility,
social circumstance and
personal behavior.

ADDICTION IS A ]]ISEIISI? |

ddiction is a common, poten-
Htially life threatening, chronic

disease that affects approxi-
mately 10 percent of American
adults and 3 percent of adolescents.'
Biological predispositions, psycho-
logical and social factors lead to
alcohol and other drug problems,
despite serious consequences and
individuals” desire to abstain.

It seems certain that no one
experiments with alcohol and other
drugs with the intention of
becoming addicted. Although
addictive drugs can produce intense
and immediate pleasure, or reduce
extreme anxiety, the price of pain
the addict eventually pays is exacted
more gradually.

The roots of addiction are both
organic and environmental. Like
hypertension, atherosclerosis, adult
diabetes and other medical condi-
tions, addiction is caused by genetic
predisposition, social circumstances
and such personal behaviors as
sedentary lifestyle, poor eating

habits, and uncontrolled stress.
Interpersonal relationships also
have an impact on substance use
and abuse.

Certain drugs are highly addic-
tive, rapidly causing biochemical
and structural changes in the brain.
Others can be used for longer
periods of time before thev begin to
cause inescapable cravings and
compulsive use. Some individuals
have a greater tendency toward
addiction than others. People with
addictive disorders seek out alcohol
and other drugs and use them
compulsively, often in spite of their
own best interests and intentions.

Addictive drugs wreak havoc on
the body, attacking the liver, the
lungs, the heart and the brain. As a
result, although many addicts are
able to hold jobs and maintain some
semblance of normal lives, in the
long term, all drugs of addiction
have toxic effects—on the addicted
individuals, their families, their
communities, and on society as a



P appicrron 15 B DISEARSE

THOMNEAS

“I had bought a brand new house, owned
my own structural steel business for several
years, had everything in the world that a
man would want . ..

I was a full blown addict by 1987 and
started to get into trouble with my family. I
kept spending all our money on my drugs. By
1989 I had depleted all of our funds and

started to sell my material possessions. I had
also started stealing to support my habit ...

I was sent to a drug and alcohol treatment
program [in prison] almost 2 years ago, It
has saved my life. T am not the same man
that came into this program. I never wanted
to, or thought that I could, make it without
drugs. Today, I realize that I can’t make it
with them. I am happier now than I have
ever been in my whole life.”

whole. Addictive use also opens the
door to infectious diseases including
tuberculosis, hepatitis and HIV/AIDS.

Like a malignancy, the effects of
addiction spread to the entire social
body, contributing to violence and
crime, child abuse and neglect,
homelessness and other social ills.
The economic costs associated with
alcohol and other drug problems
are truly staggering; $1065.5 billion
in 1990.

For example, without treatment,
alcoholics spend twice as much on
health care as people without
alcohol problems.” Approximately
half the cost of alcohol and other
drug abuse treatment is offset within
one year of subsequent reductions
in the use of medical services by the
affected family, not just the primary
patient.' Two years after substance
abuse treatment, one study docu-
ments a 40% reduction in health
care Costs to participants.’

Addiction has no known “cure,”
but many well-documented treat-
ments can reverse or contain its
devastating effects.



MyTH:

If an addict has enough
willpower, he or she can
stop using drugs.

FACT:

Few people addicted to
alcohol and other drugs
can simply stop using, no
matter how strong their
inner resolve. Most need
one or more courses of
structured substance
abuse treatment to
reduce or end their
dependence on alcohol
and other drugs.

ADDICTION CAN BF TREATED R

ddiction is a debilitating condi-
Htion with physical and mental

causes and consequences.
Diagnostic criteria for addiction,
agreed upon by the American
Psvchiatric Association and the
World Health Organization, include
physical effects, such as marked
tolerance and symptoms of withdrawal,
and psychological consequences,
including craving and a mental
focus on obtaining and using drugs.
Addiction fuels destructive behavior
patterns that are exceedingly difficult
to break.

Many Americans are in a
“middle ground,” not technically
“addicted” but clearly having a
problem. Anyone who regularly
uses a mind-altering drug and finds
it difficult to stop, even those who
may not be “addicted,” can benefit
from substance abuse treatment.

Some individuals are able to
stop using alcohol and other drugs
on their own, with the assistance of
family, friends, or other members of
their community. Many more,

however, need the help of special-
ized counseling, support and/or
medical therapies. People with
alcohol and other drug problems
may also have underlving psychiatric
conditions, such as depression or
schizophrenia, which also must be
diagnosed and treated.

Substance abuse treatment
programs differ in philosophy, setting,
duration, and approach. Most
involve some combination of detoxi-
fication, rehabilitation, continuing
care (often called “aftercare™) and
relapse prevention(See chart, p.8).
Individuals may move through each
of these phases more than once,
revisiting certain activities as part of
their recovery. The idea of a contin-
uum of services is very important,
where treatment is seen as an ongo-
ing process involving several differ-
ent but essential components. As in
other areas of medical treatment,
there are several different “levels of
care” which allow individuals to be
treated at the most appropriate level
of intensity.



B RDDICTION CRN BE TREATED

For example, the effectiveness
of methadone treatment of opiate
addicts has been established in
many studies conducted over three
decades. Methadone-maintained
patients show improvement in a
number of outcomes, after an
adequate dose is established.
Consumption of all illicit drugs,

[0y

especially heroin, declines. Crime
is reduced, fewer individuals
become HIV positive, and individual
functioning is improved. These out-
comes reflect the three objectives of
methadone treatment: assisting the
individual addict, enhancing public
safety, and safeguarding public
health. Outcomes serving these

“In 1978 (I was 23) I was at a maintenance

stage of my addiction. I was on methadone main-

tenance, working full time, and involved in very

few illicit acts. That level of manageability ended

when a state law was passed, resulting in major
funding cutbacks for social services. The county

cut its methadone program. Within 90 days I was
readdicted to heroin and arrested for driving the

getaway car in a bank robbery, and several armed

robberies of stores and restaurants.”




B ApDICTION CAR BE TRERTED

objectives are realized most often by
the combined effects of the medica-
tion and the counseling provided by
good treatment programs.’

Also important is the population
in treatment. Individual characteris-
tics including cultural background,
primary language, and gender are
all factors that influence entry into
treatment and the design of treat-
ment programs. Culturally- or gen-
der-specific treatment services are
crucial to meet the needs of cultural
minorities and women, to provide
services in a way most appropriate
for these groups.

Taking cultural considerations
into account is critical in improving
services and opportunities for success
for minority clients. Many drug
treatment programs have difficulty
recruiting, retaining, and success-
fully treating minoritv clients. Since
cultural diversity among clients is
likely to increase in the future, this
consideration makes it very
important that counselors
systematically consider the client’s
ethnic and racial backgrounds
during treatment.’



B ADDICTION CAR BE TREATED

GENERAL PHASES OF TREATMENT INCLUDE:

Detoxification

is the therapeutic, med-
ically supervised with-
drawal from the addictive
effects of alcohot or other
drugs. Physiologically,
detoxification is usually
complete within a few
days. Craving and other
physical and psychological
svmptoms of addiction.
however. may persist for
weeks or Tonger.
Medications can reduce

some of the discomforts of

withdrawal or minimize
medical complications,
Detoxification stabilizes
chients and allows them to
move on to the next step
of their recovery. but has
little fasting impact in and
of itself.

Rehabilitation

is the phase of treatment
during which clients learn
how to change their

behavior to sustain sobriety.

Individual and group
counseling. family coun-
seling. education, anti-
craving medications,
tutoring and vocational
training, values clarifica-
tion. social skills educa-
tion and training. and
other relevant services are
all part of the process of
preparing clients for life
without drugs.

For people who are other-
wise healthy, who are
employed. and who have
stable families rehabilita-
tion may consist of a
short, intense burst of
combined detoxification
and intensive treatment,
followed by a longer
period of less intensive
outpatient counseling,
psychotherapy. and family
counseling.

People with fewer
resources. including those
whose addiction has
stripped them of their
families. jobs, and inner
resolve, generally require
more intense and extend-
ed addiction treatment.
Lacking strong sapports in
the community, they often
achieve the best results in
residential treatment that
continaes for several
months or even years.
Long term intensive out-
patient programs.
emploving medications
such as methadone,
provide an additional
approach. These treat-
ments must not only erase
old and enduring habits,
but also instill new habits
and values, and provide
skills that make a pro-
ductive life possible.

Continuing care,
usualty regular outpatient,
is the ongoing phase of
the treatment process.
Many people with addic-
tions stay involved in
continuing care through-
out their lives. Twelve-
step programs, such as
Alcoholics Anonymous,
are among the best known
support systems to main-
tain treatment benefits.
They offer encouragement
and moral support among
people who are true
peers. Also called mainte-
nance or aftercare, these
support svstems have
proven very effective in
preventing refapse.

Relapse
prevention
strategies can be applied
after, or in eonjunction
with, primary treatment.
In general, these strategies
focus on training clients to
anticipate and cope with
the possibility of relapse,
and helping clients modify
their fives to reduce their
exposure to higl risk
situations and strengthen
their overall coping
abilities.



MYTH-

Many people relapse, so
treatment obviously does
not work.

” FACT:

Like virually any other
medical treatment, addic-
tion treatment cannot
guarantee lifelong
health. Relapse, often a
part of the recovery
process, is always possi-
ble—and treatable. Even
if a person never
achieves perfect absti-
nence, addiction treatment
can reduce the number
and duration of relapses,
minimize related prob-
lems such as crime and
poor overall health,
improve the individual’s
ability to function in
daily life, and strengthen
the individual to better
cope with the next temp-
tation or craving. These
improvements reduce the
social and economic costs
of addiction.

ADDICTION TREATMERT IS EFFECTIVE"

ddiction treatment is not so
Hmuch a discrete event as it is a

discernible point in a lifelong
process. Some people never
relapse, others do so repeatedly.
Achieving and maintaining sobriety
is a struggle for every addicted
person.

Research projects conducted by
respected researchers and preemi-
nent organizations such as the
National Academy of Sciences have
concluded that substance abuse
treatment is generally effective.®
This message has not been lost on
the public. 1994 polling data shows
that Americans strongly support
treatment as an appropriate
response to the problems caused by
addiction.”

The collected body of research
makes it clear that we must not
underestimate the complexity of the
issue. The causes and correlates of
addiction are often difficult to pin-
point and explain. Complex social,
psvchological and biological factors
and interactions must be carefully
considered. As McLellan and his
colleagues recently wrote,

..the seemingly simple ques-
tion of whether substance abuse
treatment is effective is actually
one of the most complex health,
social, and financial issues cur-
rently facing this nation. The
question cannot be answered sim-
ply and must be reframed into a
series of comparisons, that will
show the benefits and liabilities of
substance abuse treatment evalu-
ated against our expectations and
against other. plausible alterna-
tives to treatment.”

In that context, and crucial to a
complete understanding of the bene-
fits of treatment, studies show that
some treatment is clearly better than
no treatment, and treatment costs
are more than offset by savings
in other areas. Treatment leads to
substantial improvements in alcohol
and drug problems and in virtually
all other areas of client functioning,
including physical health, psvcho-
logical and social functioning,
employment, and criminal behavior.
Many studies also consistently show
that other health care costs are
reduced following treatment, along



The CALDATA
study is just the
latest report to
demonstrate the
benefits of treat-
ment on criminal
activity. The _
study shows that
the level of crimi-
nal activity
declined by two-
thirds from before
treatment to after
treatment. The

greater the length -

of time spent in
treatment, the
greater the percent
reduction in crimi-
nal activity.

B ADBDICTION TRERTMENT

with reduced criminality and
increased employee productivity.

It is also important to remem-
ber that while treatment is generally
effective, no single treatment
approach is effective for all persons
with alcohol and other drug prob-
lems. In other words, “one size
does not fit all.” Treatment and
related services must be tailored to
meet the individual needs of clients,
and should be culturally relevant to
the population being served. An
integrated system of treatment
programs, containing a full range of
treatment types, intensities, and
cultural competencies is also a
necessary goal.

JERUME

IS EFFELTIUE

One of the strongest conclu-
sions from the research in this field
relates time in treatment to more
positive outcomes. The message is
clear: the longer treatment programs
can retain contact with clients, the
better the results. Outcomes are
also determined in part by the char-
acteristics of individuals seeking
treatment, the severity of their prob-
lems, treatment process factors and
the services provided, posttreatment
adjustment factors, and the interac-
tions among all of these elements." "

Related to the “time in treat-
ment” conclusion is the issue of
patient compliance. Patients’ non-
compliance with prescribed treat-

Eight months after treatment, Jerome has
been accepted back into his community, and even
got a job through a former participant of his

program. He works with the young men in his
neighborhood, warning them of the dangers of
gang-banging and drugs. “I got a couple of 15-year-
olds back in school,” he says. “I talk to them.

I've got to share it—that’s how I got help. I've got
to bring it back to the streets.”

10




B ADDICTION TRERTMERT

ment regimens is a problem that
frustrates every medical and thera-
peutic specialty. In some studies,
50 to 60 percent of patients under a
physician’s care for hypertension
stop their treatment in the first
vear;" studies of people with epilepsy
show that between 24 and 01 percent
fail to take their medications as
prescribed, depending on the com-
plexity of the regimen." As with
these other health disorders, better
compliance with individual
substanee abuse treatment plans
vields more positive results.

Alcohol and other drugs are
potent substances that exert strong

15 EFFECTINE

control over the people addicted to
them. It should come as no
surprise that one week, one month
or even one vear of addiction
treatment may not result in total
abstinenee for every client.

With appropriate treatment,
many people successfully beat
addiction’s one-two punch: deeply
ingrained, pleasurable behaviors
combined with powerful chemical
cravings. With concerted and con-
tinuing effort, people with addiction
can become sober and learn to live
without alcohol and other drugs.

SOME MAJOR NATIONAL STUDIES ILLUSTRATING EFFECTIVENESS®

Broadening the Base of
Treatment for Alcobol
Problems. National
Academy of Sciences

Gontrolling cocaine—
supply versus demand
programs. RAND Drug
Policy Research Center

Drug Abuse Keporting

The Effectiveness of Drug
Abuse Treatment:
Implications for
Controlling HIV/AIDS
Infection, Office of
Technology Assessment

Programs. Texas Christian

University

Evaluating Recovery
Services: The California
Drug and Alcobol
Treatment Assessment
(CALDATA), National
Opinion Research Center

Treatment Outcome
Prospectives Study.
Research Triangle Institute

Treating Drug Problems.
National Academy of

Sciences, Institute of
Medicine

1l

“See footnotes for complete
references.



MYTH:

We have reached the
limits of what we can do
to treat addiction.

FALT:

The more we learn about
addiction, the more
effective treatment
becomes. Matching
clients to the services
they most need, while
supporting continuous
and focused engagement
in treatment, is impera-
tive. Today’s treatment
providers are better
able to do this than
ever before.

ddiction treatment addresses

the complicated array of

social, psychological and bio-
logical factors that comprise addic-
tion. Any treatment has long been
known to be better for the addicted
individual than no treatment.
Treatment programs, until recently,
were often more alike than different
in scope of services, structure and
duration.

Twenty vears ago, treatment
came primarily in one of two sizes:
long-term residential or self-help
(such as Alcoholics Anonymous).
Today, long-term residential treat-
ment is reserved for people with the
most severe problems. In addition,
a broad and growing variety of treat-
ment options is establishing a track
record in helping people with less
severe problems, but who need
more than self-help.

Years of research and program
evaluation have fostered the devel-
opment of increasingly sophisticated
treatment approaches. People with
addiction are being matched with
specialized programs targeted to
address the severity of their addic-
tion, their other health problems,
their social supports and the many
other factors that influence recovery.

12

RESEARCH AND PRACTICE ARE MAKING
ADDICTION TREATMENT MORE EFFECTIVE

Flexibility is key; addiction treat-
ment is a dynamic, evolving field
where important discoveries in the
laboratory and the clinic can be tested
in real-world demonstrations and
put into general practice.

In this atmosphere, treatment
programs offer 4 wide and changing
array of services. Some specialize in
particular populations, such as
racial/ethnic minorities, women with
young children, adolescents, or
people convicted of crimes.

People enter treatment on their
own, through physician or other
professional referral, by court order,
as a condition of continued employ-
ment, or by the persuasion of family
and friends. Family-related inter-
ventions often get left out of this
discussion; their importance, and
the importance of addicts’ connec-
tion to family, is documented by
research.”

We have learned that some
basic characteristics of treatment
programs help to improve client
outcomes. In general, effective
programs:

B Provide a continuum of care,
offering the full range of services
that clients might need. For
example, intensive individual



Exciting
advances in our
knowledge of brain
chemistry will
help us develop
additional pharma-
cotherapies for
addiction. LAAM
is becoming avail-
able for treating
opiate addiction.
Buprenorphine
and clonidine are
showing promise
against opiates.
The antidepres-
sant desipramine
may be effective in
reducing cocaine
abuse. Further,
several cocaine
analogs have been
synthesized in an
attempt to find
anti-cocaine drugs.

B RESERRCH RED PRACTICE RRE MAKING RODDICTIOD

TRERTMERT MORE EFFELTIVE

counseling is available around
the clock for the client in crisis,
support groups meet regularly to
sustain clients in more stable
situations, physicians and allied
medical professionals address
medical complications, and
vocational training helps prepare
clients for life following
treatment;

Involve families and the larger
community in the treatment and
recovery process;

Teach clients how to make
sensible decisions, resist peer
pressure, cope with stress, and
other skills that are necessary to
live in society, but often lacking
in a person who has spent years
affected by dysfunction and
addicted to alcohol or other
drugs. Clients also learn more
about the addiction and treat-
ment process, and what commu-
nity resources are available to
them once their formal treatment
has ended;

Design their services to be sensi-
tive to and appropriate for the
age, cultural background and

abilities of clients, whether they
are cultural or ethnic minorities,
women, people with HIV/AIDS,
adolescents, homeless persons
or individuals involved in the
criminal justice systen;

Deal with the practical, evervday
concerns of clients and their
families, including life stresses
related to poverty, racial/ethnic
bigotry and diserimination, and
neighborhood influences;
Carefully assess all new clients—
their strengths and weaknesses—
and develop individualized treat-
ment plans that match them with
the services they most need;
Provide structure to programs
and services to compensate for
and contrast with the chaotic
nature of addiction;

Emphasize early identification
and intervention;

Work with the communities in
which they operate to establish
an environment that supports the
addict in recovery and discour-
ages the abuse of alcohol and
other drugs;



B RESERRCH AND PRACTICE RRE MABRKING RBBICTIOTD
TREARTMENT MORE EFFELTIUE

B Continuously train staff to keep help recovering addicts gain
them current in the rapidly devel- access to these services.
oping field of addiction treat- While these are hallmarks of
ment, focusing on practices that  effective addiction treatment

are clinically sound and
culturally proficient; and

programs, it is not necessary that
each program “do it all.” Linking

B Link with other social, medical, treatment for alcohol and drug

educational, legal, vocational and
housing services that many
addicts in recovery need. They
also use case management to

problems with other health and
social services to create 4 blanket of
care can be equally effective.

MEASURES OF EFFECTIUENESS e

Drug Use Health Employment Criminal Justice
1 Sobriety or reduced use W Improved health 1 Improved job performance ¥ Reduced involvement
with eriminal justice
1 Fewer days or periods B Less use of health care B Increased job retention system
intoxicated services

I Reduced DUT or DWI
arrests

I Reduced accidents,
1 Less use by spouse, absentecism
family of health services
I Reduced involvement in
¥ Improved psychological ifiegal activities
functioning

14

Social
Functioning

K Reduced family dysfunc-
tion. abuse/neglect

1 Improved parenting

1 School success/perfor-
mance and connection
to prosocial peers, for
adolescents



MYTH:

People with alcohol and
other drug problems get
sent to “28 day” treat-
ment programs, where
they “dry out” and
emerge new individuals,
“cured” of their prob-
lems.

- FAIT:

Treatment is provided in
many different settings,
in many different ways,
for different lengths of
time. It is important to
provide the most appro-
priate mix of services
and settings for each
client based on an assess-
ment of individual needs
and cultural relevance.

WHAT DOES TREATMENT LOOK LIKE?

Treatment Settings

Treatment services are provided in
both outpatient and inpatient
settings, with different levels of
intensity. Patients who are more
debilitated and in need of significant
support generally require some
measure of inpatient or residential
treatment. Those with less severe
problems, and who have a stronger
social support structure (family,
etc.), can often start treatment on an
outpatient basis.

Patients may also progress
through different treatment settings
as they exhibit positive health,
behavioral, and psychological
changes. While the overall length of
stay and involvement in treatment is
crucial, progressively less intensive
services can be effective for many
people.

Residential treatment is
provided in several forms:

15

Short term treatment often occurs
in acute-care hospitals and residen-
tial settings and lasts between two
and four weeks. Outpatient follow-
up continues for a vear or more.
Programs emphasize patient educa-
tion about alcohol and other drugs,
life skill development and stress
management. Family. group and
individual therapy is provided and
evervone involved is encouraged to
support the addicted person in
changing her or his lifestyle."

Therapeutic communities (1Cs)
are most often non-medical,
community-based facilities that
provide a variety of services in a
highly structured environment.
Initially developed to treat men with
long-term addiction to heroin, ther-
apeutic communities offer their
clients a broad range of services.
but no medications to ease with-
drawal or block cravings.



B WHAT DOES TREATMENT LOOK LIKE?

Most people treated in therapeutic
communities have serious social
adjustment problems, such as juve-
nile delinquency, which are made
worse by vears of severe addiction.
TCs impose on their clients a strati-
fied, regimented social order where
rights must be earned by responsi-
ble behavior. TCs can be confronta-
tional and it is often difficult for
clients to remain in the program for
the recommended six to 18 months.

A TC stay of three to 12 months
has been documented to be effective
in eliminating or reducing drug use,
reducing involvement in crime, and
increasing employment and school
attendance."”

Residential programs that are not
TCs (community residences, for
example) provide similar services,
but without the level of confronta-
tion and stratification that perme-
ates TCs. Depending on the
progress shown by clients, these
programs typically continue for one
to six months.

16

Outpatient treatment is available
in three general formats:

Intensive day treatment requires
clients to attend counseling, individ-
ual therapy, skills development and
academic or vocational training for
four to eight or more hours every
day. Depending on the progress
shown by clients, a typical program
can last for one to six months.

Intensive outpatient treatment (a
relatively new level of care) often
consists of two to three hours of
group therapy three times per week,
in conjunction with other services.
It is growing in popularity, in part
because it helps patients gradually
transition from more intensive treat-
ment to traditional outpatient treat-
ment, and also because clients can
work during the dav and attend ses-
sions in the evening.

Traditional outpatient treatment
offers similar services, also contin-
ues for one to six months, but
requires clients to attend sessions
only once or twice each week.
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Staying in the program for the
prescribed length of time is critical
to the success of outpatient treat-
ment. Although no mathematical
formula dictates precisely the
amount of time necessary for a given
individual, research suggests that six
months may be a baseline
minimum."

Using these service models as
foundations, treatment programs are
refining their strategies and offering
a wide and changing array of
services. The most successful
among them do their best to match
the services they provide with the
individual needs of their clients.”

Although the most effective
substance abuse treatment programs

I?

LIRE?

are unique and tailored to meet the
needs of the individuals and
communities they serve, they have in
common some distinguishing
characteristics.

Treatment Technigues
Because appropriate patient matching
can be an important part of treat-
ment success, a number of promis-
ing therapeutic techniques are being
evaluated in the real world laboratory
of clinical practice. Most of these
techniques used in combination are
proving especially effective with
people addicted to more than one
drug, which is an increasingly
common problem.



B WHRT DOES TREATMERT LBOK LIRE?

common PHARMACOLOGICAL TRERTMENTS®

This is an area with great potential. Some common approaches are listed here.

Opioid
substitution
therapy

is often sucessfully used to
treat heroin addiction.
Under medical supervi-
sion, qualified professionals
administer a legal drug
that blocks the craving for
heroin and keeps addicts
heatthy during heroin
withdrawal. Currently,
three medications are
approved for such use—
methadone, naltresone,
and TAAM (levo-alpha-
acetyl methadol).

Methadone maintenance,
which has been showst to
be an extremely effective
component of many treat-
ment regimens, frees
addicts of the negative
effects of heroin {includ-
ing compulsive “drug
seeking”™ behavior) and
lielps them begin to
participate more fully in
the various other aspects
of treatment.  Opioid sub-
gtitution therapy usually
occurs in the outpatient
setting and must not be
considered n1 treatment by
itself. To optimize bene-
fits. opioid substitution
therapy nwst be offered in
conjimction with medical,
counseling, and rehabilita-
tion services. While an
uftimate goal of many
addicts is to wean them-
selves from substitution
therapy, methadone main-
tenance has enabled many
to live productively for
several years. LAAM is a
longer-acting opioid
substitution. and needs to
be taken three times a
week as part of the overall
treatment regimen.

Disulfuram

is often used to deter
patients from alcohol
consumption during treat-
ment. The efficacy of this
approach continues to
undergo study: side effects
and potential toxicity are a
concern. Disulfuram used
properly triggers a very
negative physical reaction
when alcohol is ingested
(flushing. naused. vomit-
ing, cardiovascular
changes), and thus pre-
sents an incentive to avoid
alcohol.

Naltrexone

has been approved by the
Food and Drug
Administration for use in
treating alcoholism. The
anti-craving effects of this
medication are not limited
to alcobol; it has also
shown success in treating
opiate addiction.

Adjunctive
medication

is also important. To
address the overall health
of clients. medications for
other physical or mental
health problems are often
provided to clients. For
example, clients might
receive antidepressant,
antianxiety. or anti-
HIV/AIDS medications to
help stabilize those
aspects of their health.
Substance abuse treatment
has a greater chance of
success with clients who
are generally stable and
can concentrate on their
treatment.

Other

promising pharmacologi-
cal treatments include:
sedative-hypnotic with-
drawal tapers, non-narcot-
ic symptomatic detoxifica-
tion, non-addicting med-
ications such as clonidine,
stimulant agonist/antago-
nist medications, and anti-
craving medications.

Note: To date, no medication has
been found ta be as effective
against cocaine as the opioid ther-
apies are against heroin. Severad
wedications are cosrenthy being
investigated in clinical trials 10 test
their safety and efficacy in the
treatment of cocaine addiction.
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common COpNITIVE AND BEHRUIORAL THERRPEUTIC TECHHIQUES

Individual
therapy

is designed to help addicts
gain insight into their
problems and begin to
effectively focus on posi-
tive and constructive
behaviors and activities
that will lead to a produc-
tive life absent of drugs.
One-on-one sessions
between a therapist and
the patient are conducted
at regular intervals,
depending on the intensity
of the particular treatment
regimen.

Group therapy
targets the same goals as
individual therapy.
Groups of varving sizes
comprise therapy
sessions, where individu-
als not only gain insight
into their problems, but
can share the experience
others in similar circum-
stances.

Marital and

involves spouses and other
family members in joint
counseling and therapy
sessions to enable them to
effectively support and
encourage a decrease in
problem substanee use.
Family therapy for adoles-
cents includes not only
parental involvement, but
inidivual counseling for
the adolescent as well.

Contingency
contracting

uses alternative reinforce-
ments (different rewards
and penalties) in an out-
patient setting to positively
reinforce abstinence and
pro-social behavior. For
example, 4 patient can
sign a “contract” with a
therapist to accomplish a
certain goal, such as
avoiding cocaine. If the
patient tests positive for
cocaine use, a sanction
would be applied.

Social skdlls
training

is often used to help
substance abusers learn
how to deal with and
relate to society as 4
whole. Assertiveness,
communications, and
human relations are
regular aspects of this
technique, in an effort to
help patients become, or
return to being. fully
productive members of
the community.

Stress
management

is an attempt to ease the
pressure and concerns
brought to bear on
patients by life circum-
stances. Substance abuse
is often biamed on the
anxiety brought on by
large, difficult problems.
Through techniques such
as relaxation training,
stress management helps
patients cope with their
environment and their
particular problems with-
out resorting to substance

. USe as an escape from

these difficulties.

Aversion
therapies

seek to end an individual's
attraction to alcohol or
other drugs through
counter-conditioning—
that is teaching people to
associate the abused
substance with any of a
variety of unpleasant expe-
riences. When condition-
ing is successful, the
substance alone provokes
an automatic negative
response.

Behavioral self-
control training
teaches participants to
moderate problem
drinking. Although many
advocate abstinence as the
only appropriate goal of
treatment, this controver-
sial approach has been
documented to result in a
decrease in consumption
and a reduction in the
negative consequences of
problem drinking.

Education

is used to fully inform
clients about the overall
dangers and health risks
of their substance abuse.
This approach includes
HIV/AIDS. TB, and other
STD-related information,
and how these and other
serious health problems
are closely linked with
substance abuse.
Education in concert with
other techniques is
designed to fully inform
addicts of the conse-
quences of their actions,
with the goal of reducing
those negative behaviors.

Nole: Other techniques are
spreading in use and are gaining
acceptance. For example,
acupuncture is a time-hopnored
tradition in Asian medicine. Small
thin needles are inserted at
certain points in a patent'’s ears
{und elsewhere) which corre-
spond 1o different zones of the
body. Although litde scientific
evidence currently exists regard-
ing the efficacy of the technigue,
anecdotal reports abound
concerning the positive rote
acupuncture can play as part of a
treatment program.
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Relapse Prevention®

Research and experience has shown
that relapse prevention is an impor-
tant addition to individuals’ treat-
ment plans. Relapse prevention is
comprised of many of the elements
included in the previous discussion
of treatment techniques. Strategies
focus on the various skills clients
need to maintain their recovery.
Three major strategies are used in
current relapse prevention
programs.

N Social Support Approaches.
These focus on the client’s need
for emotional support from family
members and friends, as well as
the specific help these individuals
can provide in reducing interper-
sonal conflict and stress.

b Lifestyle Change Approaches.
These focus on helping clients
develop and sustain new social
identities as drug-free individu-
als, including breaking ties with

el

drug users, developing new
interests and social contacts, and
learning new methods of coping
with negative emotions.

B Cognitive/Bebavioral
Approaches. These emphasize
identifying internal and external
cues associated with craving and
relapse and then learning how to
avoid them or, if thev do occur,
to prevent them from turning into
a full-blown relapse.

Relapse prevention is a
relatively new field, and there are few
evaluated programs. However, four
approaches for preventing relapse
appear most effective. Two of
them— Recovery Training and Self-
Help (RTSH) and Cue Extinction—
have been rigorously evaluated,
while the other two—12-step pro-
grams and pharmacological treat-
ments— have some empirical sup-
port as well as long histories and
many committed advocates.
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PROMISING PROGRAMMS

e know that treatment can

work, provided, of course,

that individuals comply with
their prescribed therapies. Just as
the patient with hypertension must
be vigilant about diet, exercise and
medication, so must the person with
addiction complete a full course of
appropriate treatment and partici-
pate fully in continuing care.

When they do so, people with
addictive disorders can become and
remain largely drug-free and
improve many other facets of their
lives.

Following are descriptions of
just a few programs that are
examples of the potential success
and benefits of various treatment
approaches for different popula-
tions. The populations mentioned

e3

here have received significant atten-
tion in policy discussions, and are
thus the focus of this review.
Programs were chosen based
on community reputation for their
work, and evaluations of outcome
that have been conducted by the
programs themselves, by external
reviewers or through more elabo-
rate scientific study. A variety of
programs are chosen illustrating the
multiplicity of treatment approaches
and the specific needs of particular
populations. Their choice for
inclusion in this report is not an
endorsement. Similar programs
could as well have been chosen in
this report. For more information
from any of the programs noted,
please see the footnoted citations.



THE MARATHON
man

I ran from
everything in life.
When things

were getting too
rough with my
addiction and
criminal behavior,
I would run but it
would always
catch up to me.
Now I'm running
for my life in
recovery.
—Charles

Ithough treatment and related

services must be tailored to

individual clients, and “one
size does not fit all,” reviews of the
literature and discussions with treat-
ment providers vield some general,
often-mentioned notions about
treating this population.

R Substance abusers with severe
addiction problems are difficult
to reach and difficult to retain in
treatment.

B Successful programs generally
are guided by a well-articulated
philosophy; have a highly trained
staff; conduct continuous,
detailed client assessments;
develop individualized treatment
plans; and offer continuing care.

B Effective programs also offer or
directly link clients to a full

e

TREATMENT FOR PEOPLE WITH SEVERE
RDDICTIONS

spectrum of health, education
and social services to equip them
to function productively after
treatment.

Time spent in treatment is
crucial. Treatment helps to
facilitate major life and health
changes, especially among the
severely addicted. Research
shows that longer participation in
treatment results in more
successful outcomes.
Addressing the specific. individ-
ual needs of these clients, and
matching clients to the most
appropriate services, can be key
to their success in treatment.
Despite the debilitated state of
many of these individuals, real
engagement in the treatment
process is definitely possible.
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Center Point, Inc. Alcohol and
Drug Abuse Sexvices'

Genter Point, Inc. Alcohol and Drug
Abuse Services (San Rafael,
California) provides a series of
service modules that comprise a
comprehensive continuum of
services for people with serious
addictive problems. The program’s
treatment approach has been devel-
oped to combine psychosocial,
behavioral, peer support, and clinical
interventions to help patients
develop pro-social community
integration skills while developing
an understanding of coping
mechanisms and learning alternative
strategies founded on dignity and
pride.

The program provides detoxifi-
cation. residential and outpatient
services for men and women, and
separate adolescent and post-natal
women and children’s programs.
Most have problems with multiple
substance abuse including cocaine,
heroin, and alcohol. Residential
treatment is divided into 4 three to
four month intensive phase, and a

23

three to four month reentry/transi-
tional phase. This latter phase
concentrates on transition back to
the “real world.” In addition to
counseling, education, and other
“typical” treatment services, Center
Point includes extensive vocational
training, job development assistance
(supported by a job bank), GED
enrollment, transitional counseling,
familv therapy and group support.
Continuing care services are provided,
as is satellite housing, to further
smooth clients’ transition back into
the community from residential
treatment.

Some of Center Point’s specific
goals include: 1) enhancing access
to treatment for ethnic minorities
and women and admitting them into
treatment carlier in their addiction
cycles; 2) reducing staff-to-client
ratios in order to intensify service
delivery without unnecessarily
extending clients’ time in treatment;
3) improving Center Point’s compre-
hensive delivery system as perceived
by the target population, and as
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measured by retention in treatment
and monthly client satisfaction
surveys; and 4) improving post-
treatment outcomes, including
abstinence from drugs and criminal
justice involvement, and improved
pro-social functioning, e.g. stable
employment, earnings, taxes paid,
and community integration.
Monthly follow-up surveys and
a recent independent evaluation
shows that Center Point clients
consistently decrease their use of
alcohol and other drugs, reduce
their involvement in criminal justice
and reliance on public assistance,
and maintain their involvement in
therapeutic activities to prevent
relapse. Follow-up data on program
graduates between 1985-1993
reveal: 87 percent of clients are
drug-free and leading “productive
lifestyles;” 83 percent are emploved;
08 percent remain involved in
12-step/self-help group continuing
care; and 94 percent have remained
arrest-free. 1n addition, more than
56 percent of all clients stay in
treatment for more than 180 days,
significantly better than the expected
retention rate for this population.

ABDICTIORS

Since we know that overall time in
treatment (including continuing
care contact) is strongly predictive
of positive outcomes, this is an
extremely important statistic.
Clients in treatment also exhibit
substantial improvement in psvcho-
social functioning, as measured by
post treatment emplovment
statistics.

Matrix Institute on Addictions’

Matrix Institute on Addictions (Los
Angeles, California) was established
to develop a viable model of out-
patient treatment for substance
abusers, the Matrix Model. Matrix
uses intensive, structured,
sequenced treatment techniques
and materials that have evolved
from applying some of the concepts
described in theoretical and applied
research to help substance abusers
end their drug and alcohol use.
Services focus on family and group
therapies, drug education, relapse
prevention, 12-step activities, and
drug use monitoring. Over 4000
substance abusers have received
treatment with this model.
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Matrix maintains an intense
focus on helping individuals under-
stand both the biological and
psychological stages of their recovery,
and to create a daily structure to
their lives to prevent relapse.
Intensive outpatient services are
provided for approximately six
months, with an emphasis placed on
individual counseling sessions.
Therapists attempt to foster positive,
healthy relationships with patients to
reinforce behavior change. This
phase is followed by six months of
less intensive (weekly) counseling
and supportive services. The key
here, as noted in much drug abuse
research, is contact; the longer
patients maintain contact with treat-
ment, the better their chances of
successful recovery. The Matrix
materials have been adapted for use
with alcohol and opiate abusers.
The development of all of the work
has been supported by the National
Institute on Drug Abuse and the
National Institute on Alcohol Abuse
and Alcoholism.

et

Evaluation results of the Matrix
approach are encouraging. A pilot
study documents eight-month follow-
up data showing only 13 percent of
clients relapsing to cocaine use
(N=83, 1985). This pilot also
showed that alcohol use by clients
precipitated relapse in many cases.
These findings enabled Matrix staff
to alter their program somewhat, to
no longer remain “neutral” regarding
alcohol use. An “open trial”
conducted between 1986 and 1989
(N=480) also vielded a variety of
evidence supporting the neuro-
behavioral approach. A subsequent
controlled trial (including random
assignment to treatment conditions;
N=100) vielded 12-month follow-up
data, showing 80 percent of urinalyses
clean for cocaine. Reported engage-
ment in high risk behaviors for HIV
transmission also shows large
decreases, from approximately 70
percent to 40 percent after
treatment.
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fArapahoe House’

Arapahoe House (Thornton,
Colorado), the largest provider of
prevention and treatment services in
Colorado, provides a full continuum
of services, including detoxifica-
tion, residential, day treatment,
outpatient and DUI education and
therapy, and intensive case manage-
ment services to individuals and
families. One particularly interesting
program, the Project to Reduce
Over-Utilization of Detoxification
services—-PROUD-—targets home-
less and chronically debilitated
substance abusers.

This target population is char-
acterized by multiple admissions to
detox facilities, often reflecting inap-
propriate dependence on this
service to provide a form of tempo-
rary shelter. Utilizing an intensive
case management model that
deploys case managers in pairs or
dyads, the aim of PROUD is to
disrupt and alter this cycle of
repeated visits to detox centers.

SEUERE HDBICTIONS

This goal is accomplished by linking
each client to an optimal mix of
services and benefits that match his
or her individual needs. These
clients typically exhibit multiple
problems in addition to their chronic
substance abuse, and thus case
management is essential to ensure
that the requisite constellation of
services is made available to each
client. The most common first
priority for these individuals is not
treatment, but stable housing, with
health care, mental health and
substance abuse treatment, and
vocational services as second-order
priorities.

Preliminary evaluation results
from PROUD are very encouraging.
Examining data from clients entering
detoxification between July 1, 1992
and December 31, 1993 (N=102),
average episodes of readmission to
detox per month were reduced
from .29 to .02 These represent
reductions of 81.5 percent and



B TRERTMERT FOR PEOPLE WITH SEUERE RDDICTIODNS

93.1 percent respectively from the
baseline through the first two phases
of the PROUD program. In addition
to these reductions in episodes,
when a client was re-admitted, the
length-of stay per monthly episode
also was reduced from 3.25 to 1.89
days, on average.

Most states have serious prob-
lems with chronic public inebriates
and drug abusers who cycle through
detoxification programs, utilizing
scarce resources at substantial cost
to the system. PROUD is an intensive
case management program devel-
oped specifically to address the
multiple and chronic needs of this
population; the preliminary results
of the ongoing evaluation of this
program indicate that it represents a
highly cost-effective means for inter-
vening in the lives of these individuals.

29

Phoenix House'

Phoenix House (New York City, New
York) is a national agency, with
facilities in New York, New Jersey,
and California, offering a broad
array of substance abuse treatment
and prevention services. Treatment
at Phoenix House adheres to thera-
peutic community principles and
employs self-help and group process
to alter self-perceptions, attitudes,
and behavior. The goal is the return
of former drug abusers to society
with life skills, job skills, and
commitment sufficient to sustain
productive new lives. Phoenix
House, therefore, provides a wide
range of educational, vocational,
medical, and social services to
program participants.
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Phoenix House offers both residen-
tial and outpatient treatment for
adults and adolescents. It operates
programs in prisons and homeless
shelters, runs a day school for
adolescent outpatients and six
Phoenix Academies (boarding
schools) for voungsters in long-
term residential treatment.

The seminal follow-up outcome
study of former therapeutic commu-
nity residents was conducted at
Phoenix House, and demonstrated
the success of residents who
completed the program - and of
many who did not. Heroin use
among program graduates fell from
a pre-treatment level of 66 percent
to zero. For non-graduates it went
from 67 percent to 18 percent.
Criminality among graduates
dropped from a pre-treatment 55
percent to just 3 percent, while
non-graduate criminality declined
from 37 percent to 18 percent. A
major finding of this study was the
correlation between treatment
length and subsequent success.
Between 120 and 180 days of treat-
ment were found generally
necessary to affect positive changes
in drug use and criminality.

SEUERE RDDICTIONS

Based on time in treatment,
program administrators predict a
higher rate of success for today’s
residents than for those in treatment
at the time of the study. Since that
time, retention at Phoenix House
has improved, and close to half (49
percent) of long-term residents in
1992-93 remained for more than
180 days, compared to about 40
percent among study subjects.

Promising results are also being
realized from other Phoenix House
programs. Although adolescent
treatment populations are often
more volatile than adult popula-
tions, an exceptional retention rate
has been achieved by the program
of accelerated diversion to treat-
ment for adolescents facing felony
charges in the New York City courts
of Queens and Bronx. Nearly
two-thirds make it bevond the
critical first three months.

There is also a dramatic indicator
of program effectiveness at the
PORTAL intervention program that
Phoenix House operates in New
York City's largest shelter for home-
less families. Since the program
began, there have been 73 live
births to PORTAL participants, with
70 being born drug free.



TREATMENT FOR CRIMINAL JUSTICE

POPULRATIONS

Ithough treatment and related
services must be tailored to
individual clients, and “one

size does not fit all,” reviews of the
literature and discussions with treat-
ment providers vield some general,
widely mentioned ideas about
treating this population.

)|

Prison-based treatment is usually
based on the therapeutic commu-
nity model, which emphasizes
confrontation and personal
responsibility. Counseling,
vocational and life-skill training,
alcohol and other drug educa-
tion, and psychosocial rehabilita-
tion services are provided in
most programs. These programs
are most successful when they
occupy isolated units within facil-
ities, and also employ a number

RICHARD

“I am a prime example that treatment works . . .
After 25 years of costing the State of California

of former offenders and addicts
to act as credible role models.

Less intensive treatment in prisons
and jails has also vielded positive
results, including significant
criminal justice cost savings.
Treatment is most effective if
provided immediately prior to
release from incarceration. As
part of this approach, continuing
care services and self-help/peer
support contact in the community
is vital.

TASC (Treatment Alternatives to
Street Crime) and other offender
management programs have
proven important and effective in
providing treatment and continu-
ing care linkages between the
criminal justice and substance
abuse treatment systems.

who knows how much in court costs and for housing
me in prison, I successfully completed my parole,
have been drug free for over three years and am
proud to say I am a taxpayer.” '
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Powder River Alcohol and Drug
Program’

Powder River Alcohol and Drug
Program (Baker City, Oregon) is a
50-bed modified therapeutic com-
munity for men within the Powder
River Correctional Facilitv. Inmates
are referred near the end of their
prison sentence: the program is
designed to run six to fifteen
months, depending on the needs of
the individual. Most inmates experi-
ence a thirty to sixty day orientation
phase, a two to fifteen month treat-
ment phase, and a structured
continuing care program while on
parole or post-prison supervision.

During the orientation phase,
inmates are thoroughly assessed
and begin the preparatory work of
treatment. During treatment,
inmates receive a variety of services;
Powder River stresses services that
focus on alcohol and drug educa-
tion and treatment; changing crimi-
nal thinking and lifestyle; and
resolving familv-related issues. The
program also includes thorough
discharge planning and referral to a
treatment provider in the inmate’s
home community for continuing
care.

i

Treatment consists of group and
individual therapy and a series of
mandatory classes designed to help
inmates understand themselves
betier. Codependency, anger man-
agement, sexuality and criminal
thinking are all topics of explo-
ration. GED preparation sessions
are also offered, to help with the
transition to the “real world™ of
work and responsibility.

Work is also an important
component of this program.
Inmates are assigned to work teams,
which are designed to build individ-
uals® abilities to perform tasks,
comply with rules, handle responsi-
bility and authority, and participate
in program activities. As inmates
prove themselves, they achieve more
responsibility and better work
assignments and privileges.
Commitment to treatment is the key;
both individually and as a group or
community, those in treatment
progress to a point that they are
deemed eligible for release. As with
any therapeutic community, the
common denominator of all of these
activities is personal responsibility.
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Successful completion of the
treatment phase leads to release, but
individuals must be part of several
months of a community-based con-
tinuing care program they are
referred to by Powder River staff.

Program evaluation results from
Powder River are encouraging.

They show that recidivism rates for
program graduates are lower than
those of inmates who were not
enrolled (12-month followup
1991-1992, N=76). Inmates who
spent more than five months in
treatment have the lowest rates of
re-arrest, conviction and incarcera-
tion. After treatment of at least three
months duration, inmates' arrest
and conviction rates are 2.5 times
lower than they showed before treat-
ment. After treatment of at least five
months duration, inmates’ arrest
and conviction rates were four times
lower. Pre- and post-tests also
demonstrate modest improvement
on social abilities and self esteem
among program participants.
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Forever Free Substance Abuse
Program’

Forever Free Substance Abuse
Program (California Institution for
Women, Frontera, California)
provides in-prison substance abuse
treatment services for female
inmates. The intensive four to six
month program has three broad
goals: 1) provide in-prison treat-
ment with individualized case plan-
ning and linkages to community-
based aftercare; 2) provide an in-
prison program that includes a
range of services to meet the
psychosocial needs of participants
including counseling, group inter-
action, 12-step programs, educa-
tional workshops, relapse prevention
training, and transition plans to
funnel clients to appropriate
community aftercare; and 3) reduce
substance abuse among participants.
Program participants are housed in
a 120-bed residential unit and main-
tain full time institution work and
educational assignments.
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In addition to the in-prison part
of this program, approximately one-
third of the program graduates from
target counties (Los Angeles,
Orange, Riverside, San Bernardino)
continue treatment services at a
community residential substance
abuse program. The primary objec-
tives of this part of the program are
increased time in treatment,
reduced number of parole viola-
tions and the successful completion
of parole.

Program evaluation relates time
in treatment directly with later
success on parole, and vields
positive results. A six to fourteen
month follow-up study (N=196;
clients paroled January-September
1992) shows that the longer the
duration of treatment, the more
successful the client is in completing
parole. The most successful group
of releasees were those who
completed the program plus five
months of community-based treat-
ment. Of this group, 90 percent
were successful on parole.

34

Ilinois TASC

Ilinois TASC (Chicago, Illinois),
under a contract with the Sheriff of
Cook County, is the lead agency at
the Day Reporting Center for a
population of 250 adult male felony
arrestees (most of whom are drug
and gang involved). The program is
part of an overall attempt to reduce
jail crowding and failure-to-appear
(FTA) rates for pretrial releasees,
and is a collaboration among TASC,
several community-based service
providers and the Cook County
Sheriff's Department.

Services provided include a
comprehensive psychological and
social diagnosis and other intensive
services including drug treatment,
violence intervention, education and
literacy training, job readiness and
seeking skills, cultural advocacy,
parenting skills, stress reduction
(tai chi) and acupuncture. These
services are provided by TASC and
several other community providers
at the Day Reporting Center.
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These services are organized
into a service track system which
allows clients to move from less

intensive to more intensive interven-

tions depending upon the quality

and success of their participation, as
well as findings from daily drug test-

ing and initial and ongoing assess-
ments of participants’ needs. The
program permits the movement of

individuals between service tracks as

well as through graduated justice

sanctions from electronic monitoring

to jail.

Preliminary results so far are
extremely positive. A 1988 study
conducted by the Hlinois Criminal
Justice Authority reported that the
FTA average among defendants in
Cook County was 44 percent.
According to the Cook County
Sheriff's Department, after one year
of program operations (1993;
approximately 650 clients), results
show a virtual 100 percent
appearance rate (only 6 FTA'S).
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Maricopa County TASC®

Maricopa County TASC (Phoenix,
Arizona) administers the Adult
Deferred Prosecution Program
(ADPP), a treatment program that
focuses on first time felony drug
offenders who can avoid a
conviction by successfully completing
an intensive outpatient counseling
program. ADPP participation is
voluntary, and allows defendants an
opportunity to avoid prosecution
and possible felonv convictions by

B providing a statement of facts
admitting the offense and agreeing
that this statement will be
admissable in court should the
defendant fail to satisfactorily
complete the program;

B cooperatively participating in a
wide variety of required
seminars, lectures, and group or
individual counseling sessions;
and

1 submitting to on-going monitored
urinalysis testing, hopefully
ensuring a drug-free status is
maintained throughout the
program.
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ADPP is designed to meet
several objectives. These include
B removing from the adversary trial
system first time felony offenders
who do not contest their guilt
and who are likely to benefit
from a community-based treat-
ment program;

B elimination of the high costs of
prosecution of said defendants,
and the freeing up of court
calendars for the prosecution of
defendants who pose a serious
threat to the community;

B holding the defendant account-
able for their behavior through
ADPP program participation; and

B offering first time drug felons the
opportunity to develop insight
into the psychological, social and
environmental conditions that
may have contributed to their
drug use, as well as assisting
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them in the development of
lifestyles that can more effectively
bring them back into the main-
stream of society.

ADPP incorporates several
program components, focusing on
marijuana, narcotics, cocaine, and
other drugs. Required program
participation can be as long as two
years, and particular counseling and
other activities are designed to suit
the particular needs of the individuals
in the program.

Since this is a criminal justice
system based program, a major
concern is recidivism. Outcome
evaluation shows a recidivism rate
of only 8 percent for program
completers, compared with 25 per-
cent for defendants who chose not
to participate.



TREATMENT FOR WOMER

Ithough treatment and related
services must be tailored to
individual clients, and “one

size does not fit all,” reviews of the
literature and discussions with treat-
ment providers vield some general,
widely mentioned ideas about
providing treatment for women.

3

Some women may not be well
served in traditional treatment
programs, which were developed
primarily for men addicted to
heroin and may be confrontation-
al and threatening to addicted
women, who are often victims of
physical and sexual abuse.

Women face a host of complicating
factors and barriers to treatment.
The three greatest gender-specific
barriers to care include stigma,
fear of losing custody of children,
and the lack of care for children

and other dependents while in
treatment. Other factors include
poor health, violence (domestic
and community), prenatal drug
exposure, and poverty. Outreach
is often needed to identify those
in need of treatment, and to help
them access the particular
services they need.

Typically, women-specific programs
offer residential or intensive out-
patient services; some also serve
their dependent children. Staff
are most often also female.
Treatment Iasts three months to
one year or longer.

Services include primary medical,
obstetrical/gynecological and
pediatric care; parenting educa-
tion; vocational training; work
assistance; and child care.
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PAT

At age 30, Pat began using cocaine. Her second
drug of choice was alcohol. Drugs became a problem
for both her and her husband. The marriage started to
decline, and she lost custody of her two children.

When Pat entered an in-prison treatment program,
she recognized that she had made mistakes in her life
and that she had an addiction. She experienced diffi-
culty thinking clearly and remembering things.
Managing feelings and emotions was also difficult, but
from the very beginning of treatment a major concern
was regaining custody of her children.

Pat progressed well in treatment and was able to
identify her relapse warning signs. Her attitude
improved and she looked forward to counseling
sessions. Near the end of in-prison treatment, she
was informed by a child custody worker that she could
not have custody of her children following her release
from prison. The custody worker said that Pat had to
attend a residential treatment center for any hope of
regaining custody of her children. Fearing an
unwanted adoption of her children by in-laws, Pat
dedicated herself to the objective of entering and
completing a residential treatment program.

Pat graduated from treatment, got a stable job, and
regained custody of her children by demonstrating a
pattern of recovery and stability. She has returned to
prison as a role model for inmates. The value of
participating in residential treatment, the world of
work, and the role of a working mother are topics that
Pat presents to women currently in treatment,
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Family Center’

Family Center (Philadelphia,
Pennsylvania) is designed to offer
specialized care for chemically
dependent pregnant/parenting
women and their infants. The
Center includes an outpatient treat-
ment program, 4 residential treat-
ment facility, parent-child centers,
and a research division. Intensive,
multi-modality treatment programs
are designed to facilitate the best
possible physical, psychological, and
sociological outcomes for mothers
and children.

In addition to providing
methadone maintenance for opiate-
dependent women, the outpatient
program provides comprehensive
medical, psychotherapeutic, and
case management services Lo
substance abusing women and their
children. Treatment is directed
towards achieving and maintaining a
drug-free lifestyle, increasing coping
skills, improving interpersonal
relationships and strengthening the
parent/child relationship. In addi-
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tion to weekly individual and group
psvchotherapy, an in-house 12-step
addiction group, parenting groups,
prenatal and health education and
AIDS prevention counseling are also
provided. Traditional addiction
treatment approaches have been
modified in order to accommodate
gender, race, language. and culture-
specific issues.

The residential program.
known as My Sister’s Place. provides
housing, intensive substance abuse
counseling and medical treatment.
as well as case management services
for addicted women and their voung
children. The program’s long term
objective is to provide effective treat-
ment/rehabilitation methods so that
drug dependent women with chil-
dren can become drug free,
economically independent. and
empowered to create an environ-
ment for themselves and their
children that will break the intergen-
erational cvcle of addiction and dys-
function. Immediate objectives are
to provide effective treatment for
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maternal addiction; to promote a
safe and health pregnancy and peri-
natal outcome; to provide interven-
tion to facilitate optimal develop-
ment of the children; and to provide
maternal education and job training
in order for mothers to reenter
society as productive members of
the community.

The parent-child centers
provide an early education interven-
tion program for both mothers and
children. The primary focus of the
Centers is to develop and to
enhance positive responsive parent-
ing skills in order to promote optimal
development of the children.

Research at the Center has been
fruitful. One study of pregnant,
drug dependent women (n=278)
demonstrated that both maternal
and infant morbidity associated with
pregnancies complicated by opiate

G0

addiction can be significantly
reduced by a comprehensive pre-
natal and methadone maintenance
approach. Development of the
Neonatal Abstinence scoring system,
which is widely recognized and used
for the assessment and treatment of
neonatal abstinence is another
result of Center-based research.
Research has also resulted in many
studies examining infants’ short-
and long-term physical, behavioral
and cognitive outcomes.
Psychosocial characteristics of drug
dependent women have been delin-
eated in terms of the incidence of
sexual and/or physical violence,
intergenerational transmission of
chemical dependence, maternal
psychological status, and the influ-
ence of prenatal drug exposure and
neonatal abstinence on mother-
infant interaction.
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Operation PAR"

Operation PAR (Pinellas, Florida)

is involved in a variety of efforts

aimed at decreasing drug use and

improving the health of pregnant
and parenting women and their
preschool aged children. These
programs include:

1 Day Treatment for Women,
which involves clients in a 12-
month, multi-phase program.
Services include individual, group
and family counseling, life
management skill development,
educational and vocational training,
parenting skills training, support
groups, case management,
referral for additional services,
continuing care, follow-up and
transportation services.

1 The Child Development and
Family Guidance Center is
comprised of programs specifi-
cally designed for families with
children which include a
substance abusing parent and
offer four levels of treatment
services for women. Services
include early intervention/preven-

4l

tion, outpatient services, day
treatment and continuing care.
The Center also includes an on-
site therapeutic development
center for infants and preschool
children.

PAR Village is comprised of 14
houses and is a component of
PAR’s long term adult residential
treatment program. While in
treatment, women participate in
individual and group counseling,
parenting skills classes and voca-
tional and educational training.
Medical services and other thera-
peutic interventions and services
are also provided. The children,
who live here with their mothers,
are enrolled in an on-site child
care center which provides devel-
opmental day care.

The Comprehensive Child
Abandonment Intervention
Project: Families and
Children Together (FACT
Team) provides services
designed to prevent or intervene
in the abandonment of children
of substance abusers to child
protection services. The FACT
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Team seeks to provide compre-
hensive services including out-
reach, case management, and
outpatient services to maternal
substance abusers and other
women whose children have
either been judicially removed
from their custody or whose
children are at risk of being
removed from the home.

Some evaluation has been con-
ducted of Operation PAR's activities,
and has found that, by providing on-
site child care, the retention rate of
cocaine-dependent women has been
increased from 113 davs to 300
days. Six months after completing
Operation PAR's comprehensive
residential program, 80 percent of
clients are drug free, 98 percent are
attending schoo! or emploved and
75 percent have no delinquent activ-
itv.

e

The Center for Addiction and
Pregnancy (CAP)"

The Center for Addiction and
Pregnancy (CAP) (Baltimore,
Maryland) at the Johns Hopkins
Bayview Medical Center is an inter-
disciplinary treatment program that
provides residential and intensive
day treatment services to pregnant
drug abusing women and their
children. Using a “one stop shopping™
model of care, CAP offers compre-
hensive drug abuse, OB/Gyn, family
planning and pediatric services to
this high risk population.

Created specifically to address
barriers to care for pregnant drug-
abusing women, CAP provides trans-
portation services and child care to
all women admitted to the program.
The mission of CAP is to reduce the



B TRERTMERT FOR WOMEDR

number and severity of obstetric
complications (including HIV
infection); deliver healthier infants
to mothers who no longer use
alcohol/drugs; provide eftective
family planning services; and insure
initial and long-term pediatric
assessment and care to the neonates
of program patients.

Services offered on-site include
individual therapy, group counseling,
full scope obstetric and gynecologic
care including family planning,
parenting skills training, primary
pediatric care and child case
management, and HIV treatment
services (7 days per week for 28
days) to moderate intensity services
(3-5 days/week for 12 weeks) to
low intensity services (1-2 days/week
for 12+ weeks). Random urinalysis
drug toxicologies are assayed weekly
for illicit drug use. When appropri-
ate, methadone maintenance is
provided as a therapeutic adjunct.

Clinical studies have found that
untreated pregnant drug abusing
women have increased rates of
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premature (less than 36 weeks) and
low birthweight (less than 2500
gms) infants. Preliminary evaluation
of CAP maternal and infant out-
comes revealed that the majority of
infants are full term (average greater
than 38 weeks) with adequate infant
birthweights (average greater than
2900 gms). In addition, over three-
fourths of CAP patients present with
a negative urine drug toxicology at
labor/delivery. The CAP program
also appears to be cost effective.
While studies have shown that nearly
one-third of untreated drug abusing
pregnant women give birth to infants
requiring hospitalization in a
Neonatal Intensive Care Unit (NICU)
with an average length of stay of
20-35 days, only 10% of CAP infants
required NICU hospitalization with a
much shorter length of stay (average
0.7 days). When costs for drug
abuse treatment are factored in, the
improvement in NICU statistics alone
produced a net savings of nearly
$5,000 per mother-infant pair.
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Project Together”

Project Together (Des Moines,
Towa), housed at the Clark Street
House of Mercy, is an example of
residential and continuing care
services that recognizes the rights of
women and their children to continue
to live together while the women
work to reduce and eliminate their
drug dependencies. Another goal of
this program is freedom for clients
from the welfare system. The bond
between mother and child is a key
point in the program’s philosophy.
Services provided include full
time residential care, individual and
group counseling, a free health
clinic, therapeutic day-care program,
employment and training counseling,
and substance abuse counseling
staff. Counseling, education and
training activities are reviewed
weekly, to help women address their
individual needs. Focus is generally
placed on such diverse areas as
child care and nurturing behavior,
educational and employment
training, and personal care, which
includes self-esteem building expe-
riences, money management, and
sobriety. Each woman works with
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internal substance abuse counselors
as well as external programs,
self-help groups, etc., to make
continued progress toward sobriety.
An evaluation of the first two
vears of program operations
(April 1990-July 1992; n=79
program exits) reported that
women completing this program
improve their mental health, sobriety
and parenting skills and are also
more likely to attain stable housing
and employment than are women
who initiate but do not complete the
program. The percentage of women
with adequate independent living
skills doubled from intake to exit
(from 32 percent to 65 percent);
job skills increased from 39 percent
at intake to 62 percent at exit; the
percentage of women with
parenting skills increased from
48 percent to 58 percent; interper-
sonal skills increased from 70
percent to 81 percent; and emotional
well-being increased from 31
percent to 67 percent. Children
whose mothers received treatment
at Project Together show gains in
interpersonal skills, physical well-
being, cognition, language, and
school performance.



TREATMENT FOR ADOLESCENTS

Ithough treatment and related
services must be tailored to
individual clients, and “one

size does not fit all,” reviews of the
literature and discussions with treat-
ment providers yield some general,
widely mentioned ideas about
providing treatment to adolescents.

5]

Substance abuse among the
adolescent population is of
continuing concern, and more
information will be necessary in
order that their drug use and
closely related problems are
adequately addressed.

Family relationships and negative
parenting behaviors continue to
be very important. During early
adolescent experimentation with
illicit drugs, familial factors
appear most influential. Peer
influence appears more closely
associated with continued, more
frequent episodes of drug abuse
during the late adolescent period.

Through a comprehensive
personal and family history in
combination with assessment of
current functioning, the needs of
troubled youth can be determined
so that plans for appropriate
intervention can be individualized

to maximize the potential for
success.

Treatment for adolescents with
drug abuse problems can be
effective. Programs demonstrating
a significant degree of efficacy
may be short-term and time-
limited or be long-term and
flexible in prescribed length-of-
stay. Either can be situated ina
residential setting, a hospital-
based or in community-based
offices. Some are comprised of a
single strategy such as family-
based therapy. Other programs
are comprehensive by design,
coordinating drug abuse treat-
ment with mental health care, a
variety of social services, life
skills training, educational and
vocational opportunities, and
recreational activities.

Most adolescent drug abuse treat-
ment programs have multiple
goals. These include cessation of
drug use, a reduction in psycho-
logical distress, increased atten-
dance in school and/or at work,
improved academic performance,
a reduction in delinquent activities
and medically risky behaviors,
and improvement in relationships
with family and friends.
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MANUEL, aged 16

“. .. when I started to go to the group I started
going out a lot with you guys and'I stopped a lot of
things . . . like hanging . . . and being with the boys . . .
Yaah,Im_:oppedalotofthiugs...someofthasathmgs
was like stealing, skdpping school . . . I mean I didn't
completely stop when I was with you guys but I
starbedtothinkmomaboutitbefomldidthjngslﬂ:e
steal. I had less time on my hands. Some things I
stiudidjustforfnnbutthepmgramke:ptmeoﬂthe
streeats.

I liked a lot of things about the program. I liked
whﬁmwewentovartothspa.rkandpaﬂormedourrap
music for the kids and talked about not doing drugs . . .
I liked the field trips because they took me out of here
and I also liked the rap sessions we had because we
use to learn a lot from you guys. You can learn a lot
erthatbecausesomebodyistaﬂdngtoyuu,lﬂmabig
bmtherorsomethjng...butemiflsiwppedcommg
totheprogmmlamchangmg...lfeallﬂmlamgmw-
ing up and I just want things different for me ... I
want to go and finish high school, go to the army and
get a babe and just live normal ...
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Hogares, Inc.”

Hogares, Inc. (Albuquerque, New
Mexico) is a private non-profit
agency whose purpose is to work
with troubled adolescents, ages 12
to 18, and their families. The
voungsters in need of services are
those in trouble with the law, either
as status offenders or as delin-
quents; are emotionally disturbed;
are victims of abuse and neglect; are
experiencing a family crisis; or are
abusers or addicts of drugs and/or
alcohol.

Hogares provides several levels
of care designed to handle many
diverse problems and to meet the
changing needs of youth and their
families as they move through the
treatment process, including: treat-
ment foster care, drug treatment and
other programs such as outpatient
services, independent living and
residential treatment services.

i

The total therapeutic approach
to care begins when the teenager is
first interviewed by Hogares’ intake
coordinator. With the family
involved, they develop a detailed,
personalized program of treatment
that takes into consideration every
aspect of the adolescents life, from
nutrition and physical activity to
social skills. At this time it is decided
the level of treatment needed by the
teenager and an appropriate place-
ment is made. The attempt is made
to place the youngster in the least
restrictive program available if it is
an appropriate plan for the adoles-
cent. A primary goal is to keep the
family together or to reunite them as
soon as possible.

Three of the facilities operated
by Hogares serve adolescents who
are severe abusers and/or addicts of
drugs and or alcohol. Recognizing
that addiction is a family illness that
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is treatable, the agency strives to
work with the individual and his/her
system of significant others to develop
a program of ongoing recovery. The
program utilizes a holistic approach
in addition to using a twelve-step
program for youngsters and family
members. The levels of treatment
are: primary residential treatment
(5-6 months): relapse prevention
residential program (3-9 months);
family education treatment pro-
gram; outpatient services including
aftercare; and case management
and outreach.

Evaluations of Hogares' programs
have shown that 90% of the adoles-
cents who have been through the
program are living successfully in
the community. 70% have had no
formal contact with the juvenile
justice system and are reunited with
their families or living on their own
and are working or are in school.
20% have had minimal contact with
the Iaw or are at home or on their
own or working or in school.

The Drug Treatment Enrichment
Project (DTEP]"

The Drug Treatment Enrichment
Project (DTEP) is a 4-vear drug
intervention services project spon-
sored by the Center for Substance
Abuse Treatment. The program is
being implemented at four Job
Corps centers, in conjunction with
the Department of Labor. The
unique characteristics of Job
Corps—high risk young people
attend a residential employment and
training program for an average of
seven months—makes this an
excellent “laboratory™ in which to
test an intervention for a very
difficult population.

DTEP encompasses the Alcohol
and Other Drug Abuse (AODA)
services currently available at all Job
Corps centers with added enhance-
ments designed not only to provide
services to more students, but also
to address other issues that are
commonly associated with

substance abuse,
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Data available thus far indicate
that drug use and criminal activity
decrease as a result of this program,
and students in DTEP were more
positive about the program than
AODA students were about the AODA
program.

Multidimensional Family
Therapy (IMDFT]

Multidimensional Family Therapy
(MDFT), offered at Temple
University’s Center for Research
on Adolescent Drug Abuse"
(Philadelphia, Pennsylvania), is a
16-session outpatient integrated
family approach to treatment. A
study on the differential effectiveness
of MDFT as compared to more
traditional approaches such as
family education provided in a group
setting and peer group therapy that
focused mainly on problem solving
techniques has been conducted.
Preliminary findings on 29 families
indicate that drug and alcohol
abusing adolescents enrolled in
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MDFT remained in treatment for a
longer period of time, reduced their
drug use to a greater extent, and
achieved significantly higher grade
point averages than those adoles-
cents enrolled in either of the other
two traditional approaches.

The Positive Adolescent Life
Skills [PALS)

The Positive Adolescent Life Skills
(PALS), an outpatient program
focused on Social Skills/Social
Network Training for drug abusing
pregnant and parenting teenage
girls, is offered at the University of
California, San Diego, Medical
School Teen Obstetrics Clinic."
The PALS program is a combination
of training in behavioral and cogni-
tive skills to improve social skills
(including saying no to drugs,
alcohol and unsafe sex) and in
restructuring the adolescent’s social
network, including skills to improve
the quantity and quality of a non-
drug using social network. In
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addition, all receive the “‘Facts of
Life” educational course that covers
the consequences of drug use, child
and adolescent development, and
sexual responsibility. Preliminary
results from a NIDA-supported study
evaluating the effectiveness of the
PALS program on 200 teenage
mothers found significant reduction
in level of emotional distress and a
small reduction in drug use and
number of subsequent unintended
pregnancies.

The Rddiction Research and
Treatment Service of the
Lolorado School of Medicine”
The Addiction Research and
Treatment Service of the Colorado
School of Medicine (Denver,
Colorado) offers treatment for
severely troubled adolescent boys
and girls with comorbid
Psychoactive Substance Use
Disorder and Aggressive Conduct
Disorder. This residential program
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includes psychotherapy, pharma-
cotherapy when medically indicated,
family therapy, peer group counseling,
vocational and job-seekers training,
and life-skills training. A one-year
outpatient aftercare program is also
available that offers a continuation
of family and group psychotherapy,
social skills training, and supportive
case management. Initial findings
from a study of 70 boys one year
after treatment indicate a significant
reduction in drug abuse relative to
pretreatment levels and an increase
in the number of youths who
obtained a GED or graduated from
high school.

The University of Miami Spanish
Family buidance Center"

The University of Miami Spanish
Family Guidance Center (Miami,
Florida) has been conducting
adolescent drug abuse treatment
with poor, inner city, Hispanic fami-
lies in the Miami area since 1972.
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The Center provides brief (usually
3-4 months) outpatient family
therapy interventions for minority
drug abusers.

The family therapy clinical
model of the Center, known as Brief
Strategic Structural Family Therapy,
is based on the concept that
Hispanic families have considerable
influence over their members, and
can be mobilized to help their family
members. The theoretical model
assumes that family interactions are
linked to the behavior of each family
member, and that by changing the
interaction among family members,
as well as the interactions of the
family with their social environment,
the problematic behavior can be
modified. Interactions are observ-
able behaviors of the family, that can
be readily recognized by the trained
therapist, and are more amenable to
change than intrapersonal charac-
teristics. Both of these properties of
interactions contribute to the expe-
diency and effectiveness of the inter-
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vention. Conditions that maintained
the undesirable behavior are
changed, and new social environ-
mental conditions are created to
promote pro-social behavior. These
contribute to the permanence of
positive change.

Emphasis is placed on changing
those family interactions that are
unsuccessful in managing the
adolescent’s undesirable behaviors
(such as authoritarianism;
unrestrained expression of
frustration, anger and hostility;
inconsistency); and replacing them
with more effective interactional
patterns (such as communication of
concern, love, hope; establishing
clear rules and consequences that
are supported jointly by all parent
figures; consistency; developing
effective communication skills,
particularly in negotiation and con-
flict resolution). 1n addition, inter-
actions are fostered in which each
family member takes a role that is
developmentally appropriate, and
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in which organizational relations
are adequate to the family’s
composition.

The work of the Center has
been singled out by scientists as the
only major scientifically based
program of its kind among minority
populations, and the pioneer pro-
gram to provide scientific evidence
of the effectiveness of family therapy
with drug abusing adolescents.

The Center has achieved excellent
results in bringing drug abusers
and their families into treatment.
This is a recalcitrant population, yet
82-93 percent of all families calling
for help
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were successfully brought into treat-
ment. In the same study, 75 percent
of drug abusers were drug free in 3-
4 months of outpatient family treat-
ment. Over 100 scientific and
professional publications detail the
Center’s family therapy interventions
that have been scientifically
designed to be brief and effective.

The Center has served over
10,000 families and is currently
expanding its programs to develop
home based, family intervention
services for multiproblem families,
and non-clinical, parent-involved,
and neighborhood-based
interventions.
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here is a growing number of

examples of the use of a flexible,

managed service delivery
approach in private industry.

Although the specific features vary

from company to company, these

managed care approaches typically
include an emplovee assistance
program (EAP) to help workers and
their families to get early help for
alcohol and other drug problems
and to coordinate work site follow-
up after treatment, and a managed
care system that provides access to
an array of treatment services. The
results EAPs and managed care
systems have achieved for corporate
clients include reductions in the use

of inpatient care, increased use of a

variety of alternative service options,

reduced job problems, improved
employee morale, and reduced
health services use for employees
and their families."”

B EAPs help employees and their
families identify and resolve
problems that may interfere with
job performance. Frequently,
EAPs help workers with sub-
stance abuse or mental health
problems to resolve their difficul-
ties through brief treatment
(generally limited to 3 to 6
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sessions). When more intensive
treatment is needed, EAPs make
referrals to treatment services
and provide on-the-job follow-up.
EAPs are also involved in
promoting healthy lifestyles
among workers. They seek to
contain health costs, accidents,
and work-related disabilities by
intervening early, before
substance abuse problems reach
crisis levels.

EAPs enhance the effectiveness of
treatment. Bv managing the care
received by emplovees, EAPs can
match clients to appropriate
services, and effectively place
emplovees in treatment
programs.

With increasing frequency,
businesses have turned to man-
aged care firms that specialize in
containing costs of mental health
and substance abuse treatment
for their emplovees and their
families. Managed care firms
control costs by encouraging
appropriate use of treatment,
matching patients to cost-effective
treatments. Often, managed care
firms negotiate reduced fee
schedules with providers because
the firm represents large
numbers of potential patients.
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licDonnell-Douglas Corporation”

McDonnell-Douglas Corporation
employs over 125,000 people
throughout the U.S., Canada, and
overseas. In 1985, McDonnell-
Douglas reorganized its Employee
Assistance Program. For the last
decade, the EAP has been centrally
managed. with brief assessment and
treatment provided by contract
professionals who are supervised by
internal EAP staff. Internal staff are
also responsible for program quality,
system management, provider devel-
opment and communications.

A comprehensive study of the
EAP’s financial effectiveness was
begun in 1986. Three groups were
compared — all EAP clients
between 1985 and 1989, all other
employees who had been treated for
addiction but who had not used the
EAP, and a carefully matched group
of “control™ emplovees who were
not treated at any time between
1985 and 1989 for substance abuse
or mental illness. Eventually the
study included more than 25,000
emplovees.

The EAP was a good investment,
returning approximately $3 for
every $1 invested. EAP program
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operating costs were $2,283,559
(including the costs of compliance
with the Drug Free Workplace Law).
The EAP saved $2,100,000 in
reduced emplovee medical claims,
$3,000,000 in reduced employee
dependents’ medical claims, and
$900,000 in reduced absenteeism
(compared to individuals who
received treatment elsewhere).

Absenteeism was 29 percent
less among persons whose treat-
ment for substance abuse was coor-
dinated by the EAP than for those
receiving treatment without the FAP.
Termination (fired or quit) was 42
percent less among persons
receiving substance abuse treatment
through the EAP than those who
received treatment that was not
coordinated by the EAP. Over 4
vears, average excess medical
claims for EAP clients treated for
substance abuse was $7.150 less
than non-EAP clients, a 31 percent
difference. Average excess medical
claims for dependents of FAP clients
treated for substance abuse was
$14,728 less than dependent claims
of Non-EAP clients (39 percent
less).

A managed behavioral health
plan (ASSIST)* was introduced in
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the McDonnell-Douglas Helicopter
Company in 1989 which combined
case management provided through
an employee assistance program
and a selected provider network.
The company’s health insurance
coverage was also modified to elimi-
nate constraints on any type of treat-
ment, with all services and settings
(outpatient, inpatient, and a variety
of intermediate types of services)

covered based upon individual need.

During the first year of imple-
mentation, per capita costs declined
by 34 percent, while 17 percent of
the covered population used some
behavioral health benefits. Inpatient
costs declined dramatically, with a
50 percent decrease in psychiatric
inpatient costs, a 29 percent
decrease in inpatient costs for
chemical dependency, and a 47
percent reduction in average length
of inpatient stays. As a result of
negotiated rates, provider payments
were also reduced. Provisions have
been incorporated to monitor the
quality of care provided through the
new system, and no complaints have
been received regarding the accessi-
bility, quantity, or quality of care
from consumers.
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Honeywell®

Through a carve-out arrangement,
Honeywell currently covers more
than 12,000 emplovees in managed
systems of care for behavioral health
care. In creating this program, caps
for behavioral health services were
eliminated and cost sharing require-
ments substantially lowered. A
multi-disciplinary group practice
was selected in each community
included in the program, and this
group was charged with creating a
system which offers a full continuum
of behavioral health services along
with a quality assurance process and
outcome evaluation based on
standards of care. The svstem
determines the most appropriate
care for each individual, develops a
treatment plan, and provides case
management. Honevwell also added
a prevention focus to the program
by integrating work site programs
(such as health promotion activities
and an EAP) to ensure carly and
easy access to services. These
changes resulted in a 40 percent
reduction in costs for the first vear
of implementation, and increases
have been held to an average of 4
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percent in subsequent vears. The
response from emplovees and
dependents has been extremely
positive.

ILS. Behavioral Health [USBH]”
U.S. Behavioral Health (USBH) is
one of an increasing number of
specialized managed behavioral
health care companies from which
corporations may purchase
substance abuse and mental health
care. USBH utilizes participating
provider networks and case
managers with professional expertise
to develop individualized treatment
plans for beneficiaries. A wide
array of services are included in the
provider networks including partial
hospitalization/day treatment,
intensive in-home services and
support services as well as out-
patient, acute inpatient, and
residential care. An approach
involving the liberal substitution of
henefits is used along with frequent
treatment plan review which allows
for diversion from inappropriate
levels of care. The experience of
seven companies implementing

56

I THE WORKPLACE

managed behavioral health programs
through this mechanism reveals
both increased utilization and cost
savings when comparing the year
immediately preceding implementa-
tion of the managed care system
with the vear following implementa-
tion. All seven companies experi-
enced reduced per member per
month behavioral health expenses
(average 23% reduction) and
reduced behavioral health inpatient
days per 1,000 persons (average
21% reduction). As a percentage of
total medical claims, behavioral
health claims decreased from 11.8
to 8.3 percent. These savings were
achieved at a time when behavioral
health claims nationwide were
increasing at rates of 20 to 40
percent. Further, utilization of
behavioral health services increased
significantly for five of the seven
companies which suggests that cost
savings were not achieved as a
result of restricted access to services.
USBH reports that savings continue
to be achieved following the first
vear of implementation of managed
behavioral health care.



K About two-thirds of the total costs

for treatment of addictive
disorders comes from public
sources. State governments spent
$1.259 billion in 1992 directly
on treatment, and they channeled
an additional $1.293 billion of
Federal funds for the prevention
and treatment of addiction.”

Recipients of government-
supported treatment are generally
poor, have severe and long-
standing addictions, and probably
have poorer chances of recovery
from their addiction than more
affluent, employed persons whose
care is paid for by insurance.
Concern about whether govern-
ment funds are being spent wisely
has prompted several States to
undertake studies to find out
whether patients have improved
following treatment. These
Statewide studies have looked at
each of the five dimensions that
are important when gauging
successful treatment: reduced
alcohol and other drug use;
reduced criminal justice involve-
ment; reduced health care use;

STATEWIDE TREATMENT SYSTEMS

improved employment or educa-
tional involvement; and improved
social functioning,

B As States have faced very tight

budgets, they have become labo-
ratories for trying out new ways
to control or cut the costs of
treatment. More than half of the
States are experimenting with
strategies for controlling
substance abuse treatment
expenses by better matching
patients with the treatment that
they need, restricting access to
expensive services, and negotiating
reductions in service charges.
These experiments, often referred
to as managed care, are being
studied to see if they truly reduce
costs without compromising
quality or outcomes.

More than a dozen States have
completed outcomes studies
within the last several vears, and
with more than half of the States
testing managed care for people
with addictions who are eligible
for Medicaid, many new studies
will be released shortly.”
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Minnesota®

In 1988, Minnesota implemented a
managed care system for treatment
of addictions for residents with low
incomes. The goals of the
Consolidated Fund include the
provision of timely assessment and
placement, the provision of a wide
range of clinical options, and the
creation of incentives for lower
treatment costs. Various funding
sources (Medicaid, general assis-
tance medical care, Federal
substance abuse block grant, State
hospital and State treatment grants)
are combined into a single fund,
which allows funding to follow the
client to the most appropriate place-
ment. The fund is designed to
ensure a range of services are avail-
able, while promoting cost-savings
through the greater use of less
intensive, less expensive treatment
modalities. Both private and public
providers compete for clients funded
by the State agency. Of 350 treat-
ment providers in Minnesota 325
(93%) are Consolidated Fund
vendors. The State requires all
vendors to use uniform placement
criteria, assessment, licensing, and

client data reporting systems.
Between 17,000 to 19,000 clients
receive treatment paid for by the
Consolidated Fund each year.

Minnesota has done extensive
evaluation of the effectiveness of its
programs, following for six months
after discharge a sample of 19
percent of all persons who received
treatment in 1991-1992 from the
consolidated fund (5,132) and all
treatment sources in the State
(11,487).

The overall impact of treatment
is striking in each of the important
outcome areas measured. Six
months after treatment, 64 percent
of clients are abstinent. Daily drug
use dropped from 35 percent of
patients reporting daily use during
the six months before treatment to
15 percent during the six months
after the end of treatment. Full-time
employment increased by 23
percent. The total arrest rate in the
six months after treatment was cut
by 84 percent, and driving while
under the influence (DUI) arrests
dropped by 92 percent. Use of
medical services and addictions
treatment also was reduced
substantially.
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Almost 80 percent of the costs
for treating substance abusing
clients are offset in the first year
alone by reductions in medical and
substance abuse hospitalizations,
detoxification, and arrests. In 1991
and 1992, average annual substance
abuse treatment expenditures were
$50 million. Minnesota estimates
annual savings of $39 million,
including $7.9 million in saved
medical hospital days, $10.8 million
in saved residential treatment days
(psychiatric hospital days), $3.3
million in saved in reduced detoxifi-
cation admissions, $9.2 million in
avoided DWI arrests, and $8.0
million in other avoided other
arrests.

By better contracting and
management practices, Minnesota
has been able to increase the
number of people receiving publicly
funded treatment while holding
down the cost of treatment.
Compared to the previous payment
system, the number of persons treated
increased by 35 percent. Inpatient
placements decreased from 41 to 30
percent while outpatient treatment
increased from 306 to 45 percent.
The cost per placement increased

59

0.6 percent between 1989 and
1992. During the same interval, the
cost of other medical services rose
more than four times as rapidly,
increasing 28.4 percent.

[alifornia”

California recently reported on an
initiative to determine the epidemi-
ology of substance abuse and the
outcomes of substance abuse treat-
ment. The State sponsored a large-
scale study (CALDATA—the
California Drug and Alcohol
Treatment Assessment) of effective-
ness, benefits, and costs of alcohol
and other drug treatment in
California, using State data bases.
provider records, and follow-up
interviews with participants in treat-
ment. Results of the study focus on
a study sample drawn in 1992, and
are extremely encouraging: treat-
ment is effective, regardless of
program or drug type, and this
success cuts across racial and
socioeconomic categories.

Cost-Benefits: The cost of treating
the roughly 150,000 participants
represented in the study was $209
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million; benefits received during the
treatment period and following year
were approximately $1.5 billion.
Most benefits were realized by
calculations concerning crime
reduction. The societal benefits of
treatment outweighed their costs by
ratios from 2:1 to 4:1, across all
treatment types. Data from the
study also suggest that the cumulative
lifetime benefits of treatment will be
substantially higher than these short
term figures.

Treatment Effectiveness:
Treatment was found to be quite
effective. In general:

B Crime: The level of criminal
activity declined by 66 percent
from before treatment to after
treatment. Longer participation
in treatment vielded lower rates
of criminal recidivism.

B Alcohol/Other Drug Use:
Declines of approximately 40
percent were reported from
before treatment until after
treatment.

B Health Care: General health
indicators significantly improved;
reductions in hospitalizations of
about 33 percent were reported.

Other information is also
encouraging. Treatment for
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substances with which the public
has been particularly concerned
(crack and powdered cocaine,
methamphetamines) was as effective
as treatment for alcohol problems,
and a bit more effective than treat-
ment for heroin addiction. No
significant gender, age, or ethnic
differences were found in the effec-
tiveness data across treatment types.

California will use this informa-
tion to help make policy decisions
regarding substance abuse treat-
ment and its place in the State’s
overall health care and social
services strategy.

Texas®

Texas assessed abstinence rates 6
and 12 months following discharge
from treatment from the Austin
Rehabilitation Center, a publicly
funded treatment site providing
detoxification, intensive outpatient
treatment, and intensive, intermediate,
and long-term care. Of 779 clients
who entered the program between
February 1990 and August 1991,
739 were interviewed on intake,
420 participated in the six month
follow-up interviews, and 207
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completed 12 month follow-up
interviews.

Of patients who completed treat-
ment, 80 percent were abstinent at
six month follow-up, as were 60
percent who dropped out prema-
turely. Of the clients whe were
unemployed at admission, 74 per-
cent of treatment completers and 58
percent of non-completers were
emploved. Almost two-thirds of
clients had been arrested in the 12
months prior to entering treatment.
Of those clients who had been
arrested, 70 percent had not been
rearrested 12 months following
treatment (including 80 percent of
treatment completers).

Colorado®

Colorado studied abstinence and
criminal justice involvement an
average of 16 months following
discharge in a sample of 868 former
clients discharged during fiscal year
1990. The study statistically selected
clients to represent more than
26,000 persons admitted to State-
funded treatment program in 1990
and 1991.

Using a measure of treatment
responsiveness that included use of
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alcohol and other drugs and involve-
ment with the criminal justice
system, researchers determined that
72 percent of clients were respon-
sive to treatment. Persons with
alcohol-related problems were more
treatment responsive (75 percent)
than those with primarily drug-related
problems (68 percent). The study
found that average monthly income
increased from $005 to $8353,
reflecting the change in employ-
ment—up from 36 percent prior to
admission to treatment to 01
percent at follow-up. Involvement
in the criminal justice svstem also
changed dramatically. Of those
clients who had been arrested in

the two vears prior to treatment
admission, 94 percent had not been
arrested for driving under the
influence and 80 percent had not
been arrested for any other offenses.

Massachusetts:”

In 1992, the Massachusetts
Department of Public Welfare
contracted with a private managed
care firm to provide all mental
health and substance abuse services
under Medicaid. With respect to
substance abuse, an expanded range
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of services is provided including
methadone maintenance, acute
inpatient treatment, medically moni-
tored detoxification, short-term
residential treatment, dav treatment,
outpatient treatment, and acupunc-
ture. Utilization management
approaches include pre-authoriza-
tion for admission to acute care
facilities and post-admission review
for most other levels of care.
Intensive clinical management and
community support services are
now being offered to those at highest
risk for readmission. A quality
management system is being intro-
duced which measures and shares
readmission, continuing care, client
satisfaction and other data to
monitor and improve provider,
regional and State performance.
Although the program is in
carly stages of development, it has
already resulted in increased access
to services; changed the mix of
inpatient, intensive non-residential
and outpatient service use; margin-
ally reduced readmission rates; and
sharply reduced costs for acute SA

care. These reductions have been
largely achieved by delivering acute
care in medically monitored
residential rather than inpatient
settings. Inpatient detoxification
admissions have dropped from 50
percent to 10 percent of total detox-
ification admissions; the vast major-
ity of detox admissions (90 percent)
are now completed in the medically
monitored residential settings.
Considerable savings have been
realized by using a network of
residential providers for acute care
at approximately one-third the cost
of hospital-based treatment.

Access to services improved,
with the proportion of Medicaid
enrollees using behavioral health
services increasing by 4.6 percent,
from 212.7 per 1,000 enrollees to
222.6 per 1,000. For persons with
substance abuse disorders, inpatient
hospital treatment was cut by 61
percent, while treatment in free-
standing detoxification centers and
methadone counseling and dosing
increased substantially.
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Public Health. (82)8:1160.

Saunders, E. {1993) A New Mode]
of Residential Care for Substance
Abusing Women and Their
Children.” Adult Residential Care
Journal, 7(2).

Contact:

Sandra Tavlor
Program Director
Project Together

1409 Clark $t.

Des Moines, 1A 50314
515-243-2424

3 logares, Inc. Twenty Year Keport -

1971-1991

Hogaves, Inc. Brief Program
Lescription.

Contact:

Naney Jo Archer

Executive Director

Hogares. Inc.

1218 Griegos Road Northwest
Albuquerque. NM 87107
505-345-8471

4 Data provided from CSAT manage-

ment and tracking reports.

Contact:

Charlene Lewis, PhD.
Center for Substance Abuse
Treatrnent

Rockwall Il

5600 Fishers Lane
Rocksilte, MDD 20857
301-443-7730

15 Information summarized from N1IDA

grant management files,

10 Information summarized from NIDA

grant management files.
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Corporation: Emplevee Assistance
Program Finaneial Offset Study 1985-
1988,
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Mardee Beckman
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Johu J. Mahoney, MDD MPH
Alexander Consulting Group
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Suite 860

Washington, D.C. 20002
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Contact:

Saul Feldman

LS. Behavioral Health
2000 Powell St
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415-052-1a0)2
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al. (1994} State resources and ser-
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Contact:

Cynthia Turnure, Ph.D.,
Executive Director

Chemical Dependency Division,
Department of Human Services
444 lafavente Rd.

St. Paul, Minnesota 55155-3823
612-296-4610

7 California Department of Alcohol

and Drug Programs. (1994)
Evaluating Recovery Services: The
California Drug and Alcohol
Treatment Assessment (CALDATA).

Contact:

Andrew M. Mecca, DrPH,

Director, Department of Aleohol and
Drug Programs

1700 K Street, 5th Floor
Sacramento. CA 95814-4037
916-445-1943

FAX 916-323-5873

Maxwell J. (Texas Commission on
Alcohol and Drug Abuse) Recent
Developments in the Evaluation and
Monitoring of Treatment. Paper
given at the Second National
Conference on State and Local Drug
Policy, 1991, Contact:

Jane Maxwell

Tesas Commission on Alcohol and
Drug Abuse

720 Brazos St.

Austin, TX 78701

512-867-8700

Colorado Department of Health,
Alcohol and Drug Abuse Division,
Office of Data Analysis and
Evaluation. Treatment Client Profiles
and Follow-Up Results - February
1992,

Colorado Department of Health,
Alcohol and Drug Abuse Division,
Office of Data Analysis and
Evaluation. Current Findings on
Treatment Effectiveness: Questions
and Answers.

3

Colorado Department of Health,
Alcohol and Drug Abuse Division,
Office of Data Analysis and
Evaluation. Detox and Shelter Client
Profiles and Follow-Up Results - FY
1990 and FY 1991.

Colorado Department of Health,
Alcohol and Drug Abuse Division,
Office of Data Analysis and
Evaluation. Outcome Data - ADAD
Treatment Contractors - Fiscal Year
1989-1990.

Contact:

Bruce Mendelson, Director
Office of Data Analysis ans
Evaluation

Alcohol and Drug Abuse Division
Colorado Department of Health
ADAD-DAE-A2

4300 Cherry Creek Drive South
Denver, CO 80222-1530
303-692-2941

Callahan JJ, Shepard DS, Beinecke
RH. Larson MJ, Cavanaugh D.
(1994) Bvaluation of the
Massachusetts Medicaid Mental
Health/Substance Abuse Program.
Waltham, MA. Heller School for
Advanced Studies in Social Welfare,
Brandeis University.
Contact:Stephen Moss, Ph.D.
MHMA, Inc.

Copley Place, Suite 200

Boston, MA 02116

(617) 424-0054
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HLABAMMA

O'Neill Pollingue, Director
Division of Substance Abuse
Services

AL Department of Mental
Health and Mental Retardation
200 Interstate Park Drive

PO. Box 3710

Montgomery, AL 36109
334-270-4050

FAX 334-240-3195

HLASEA

Loren A. Jones, Director
Division of Alcoholism and
Drug Abuse

AK Department of Health and
Social Services

PO. Box 110607

Juneau, AK 99811-0607
907-465-2071

FAX 907-405-2185

ARIZONA

Terri Goens, Program Manager
Office of Substance Abuse
Division of Behavioral Health
Services

AZ Department of Health
Services

2122 East Highland
Phoenix, AZ 85016
602-381-8996

FAX 602-553-9143

b?

HREANSAS

Joe M. Hill, Director
Department of Health

AR Bureau of Alcohol and
Abuse Prevention
Freeway Medical Center
5800 West 10th Street
Suite 907

Little Rock, AR 72204
501-280-4500

FAX 501-280-4519

CRLIFORNIA

Andrew M. Mecca, Dr.PH.,
Governor's Policy Council on
Drug and Alcohol Abuse
1700 K Street, 5th Floor
Executive Office

Sacramento, CA 95814-4037
910-445-1943

FAX 916-323-3873

COLORADO

Robert Aukerman, Director
Alcohol and Drug Abuse
Division

CO Department of Health

4300 Cherry Creek Drive, South
Denver, CO 80222-1530
303-692-2930

FAX 303-753-9775

CONRECTICUT

Jose Ortiz, Acting Director

CT Department of Public Health
and Addiction Services

999 Asvlum Avenue

Hartford, CT 06105
203-566-6412

FAX 203-560-6416

DELAIARE

Thomas M, Fritz, Director

DE Division of Alcoholism,
Drug Abuse and Mental Health
1901 North Dupont Highway
Newcastle, DE 19720
302-577-4461

FAX 302-577-4480

DISTRICT OF COLUMBIA

Maude R. Holt. Administrator
DC Alcohol and Drug Abuse
Services Administration

1300 First Street, NE, Suite 300
Washington, DC 20002
202-727-9393

FAX 202-535-2028

FLORIDR

John Bryant, Acting Deputy

Assistant Secretary

Aleohol, Drug Abuse and
Mental Health

FL Department of Health and
Rehabilitation Services

1317 Winewood Blvd., Bldg. B,
Room 183

Talahassee. FL 32399-0700
904-488-8304

FAX 904-487-2239

GEDRGIA

Thomas W. Hester, M.D.,
Director

Mental Health, Mental
Retardation, & Substance Abuse
Services

2 Peachtree Street, NE, 4th Fl,
Atlanta, GA 30303
404-657-6400

FAX 404-657-6424
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HAWAN

Elaine Wilson, Division Chief
Alcohol and Drug Abuse
Division

HI Department of Health
PO. Box 3378

Honolulu, HI 96801
808-5806-3962

FAX 808-586-4016

IDRHD

Tina Klamt, M.A.. Chicf
Bureau of Substance Abuse
Division of Family and
Community Services

1) Department of Health and
Welfare

450 West State Street, 3rd Floor

PO. Box 83720

Boise. 1D 83702-0036
208-334-3935

FAX 208-334-6699

ILLINIOS

Barbara Cimaglio, Director

11, Department of Aleoholism
and Substance Abuse

100 West Randolph. Suite 5-600
James R Thompson Center
Chicago. 1L 60601
312-814-2291

FAX 312-814-2419

INDIANA

Patrick Sullivan, Ph.D, Director
Division of Mental Health
Family and Social Services
Administration

W-353, 402 W Washington Street
Indianapolis, IN 46204-2739
317-232-7816

7-235-3472

10WR

Janet Zwick, Director

Division of Substance Abuse
and Health Promotion

IA Department of Public Health
Lucas State Office Building

3rd Floor

Des Moines, 1A 50319
515-281-4417

FAX 515-281-4958

RATNSAS

Andrew O'Donovan,
Commissioner

KS Alcohol and Drug Abuse
Services

300 SW Oakley, Biddle Building
Topeka. KS 66600-1801
913-296-3925

FAX 913-296-0494

RENTIUCKY

Michael Townsend, Director
Division of Substance Abuse
KY Department of Mental
Health and Mental Retardation
Services

275 East Main Street
Frankfort, KY 40621
502-564-2880

FAX 502-504-3844

LORISIANA

Joseph Williams, Jr., Assistant
Secretary

Office of Alcohol and Drug Abuse
LA Dept of Health and Hospitals
1201 Capitol Access Road

PO, Box 2790—BIN # 18
Baton Rouge, LA 70821-2790
504-342-6717

[AX 504-342-3931

MAME

Marlene McMullen-Pelsor,
Acting Director

Office of Substance Abuse
State House Station #159
24 Stone Street

Augusta, ME 04333-0159
207-287-6330

FAX 207-287-4334

TMARYLAND

Shane Dennis. Deputy Director
MD State Alcohol and Drug
Abuse Administration

201 W Preston Street
Baltimore, MD 21201
410-225-6925

FAX 410-333-7206

IMASSACHUSETTS

Sarah Bachrach, Acting
Director

MA Bureau of Substance Abuse
Services

150 Tremont Street

Boston, MA 02111
617-727-1960

FAX 617-727-9288

THICHIGAN

Karen Schrock, Chief
Michigan Department of Public
Health

Center for Substance Abuse
Services

3423 N Logan/Martin Luther
King Blvd.

PO. Box 30195

Lansing, MI 48909
517-335-8808

FAX 517-335-8837
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TMIMNESOTR

Cynthia Turnure, Ph.D., Director
Chemical Dependency Program
Division

MN Department of Human
Services

444 Lafayette Road

St. Paul, MN 55155-3823
612-296-4010

FAX 612-296-6244

TMISSISSIPPL

Herbert Loving, Director
Division of Alcohol & Drug Abuse
MS Department of Mental Health
Robert E. Lee State Office
Building, 11th Floor

Jackson, MS 39201
601-359-1288

FAX 601-359-6295

TMISSOURI

Michael Couty, Director
Division of Alcohol & Drug Abuse
MO Department of Health

1706 E. Elm Street

Jefferson City, MO 65101
314-751-4942

FAX 314-751-7814

TMONTANA

Darryl Bruno, Administrator
Alcohol & Drug Abuse Division
Department of Corrections and
Human Services

1539 11th Avenue

Helena, MT 59601-1301
406-444-2827

FAX 406-444-4920

b9

NEBRASKA

Malcolm Heard, Director
Division of Alcoholism & Drug
Abuse

NE Department of Public
Institutions

PO. Box 94728

Lincoln, NE 68509-4728
402-471-2851 Ext. 5583

FAX 402-479-5145

NEUADA

Elizabeth Breshears, Chief
Bureau of Alcohol and Drug
Abuse

NV Department of Human
Resources

505 East King Street, Room 500
Carson Gity, NV 89710
702-687-4790

FAX 702-687-6239

TEW HRIMPSHIRE

Geraldine Sylvester, Director
NH Office of Alcohol and Drug
Abuse Prevention

105 Pleasant Street

Concord, NH 03301
603-271-6104

FAX 603-271-6116

TEIW JERSEY

John W, Farrell, Deputy Director
Division of Alcoholism, Drug
Abuse and Addiction Services
NJ Departiment of Mental
Health, CN 362

Trenton, N] 08025-03062
609-292-9068

FAX 609-292-3816

TEW MERICO

Loretta Newman. Acting
Director

Department of Health
Behavioral Health Services
Division/SA

Harold Runnels Building, Room
3200 North

1190 $t. Francis Drive
Santa Fe, NM 87502-6110
505-827-2601

FAX 505-827-0097

NEW YORK

Jean Miller,

Acting Commissioner

NY State Office of Alcoholism
and Substance Abuse Services
1450 Western Avenue

Albany, NY 12203-3520
518-457-2001

FAX 518-457-5474

[IOBTH CAROLINA

Julian E Keith, M.D., Director
Alcohol and Drug Abuse Services
NG Division of Mental Health,
Developmental Disabilities, and
Substance Abuse Services

325 North Salisbury Street
Raleigh, NG 27611
919-733-4670

FAX 919-733-9455

TORTH DRROTA

John Allen, Director

Division of Alcoholism and
Drug Abuse

ND Department of Human Services
Professional Building

1839 East Capitol Avenue
Bismark, ND 58501
701-224-2769°

FAX 701-224-3008
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OHID

Luceille Fleming, Director

OH Dept. of Alcohol and Drug
Addiction Services

Two Nationwide Plaza, 12th Floor
280 North High Street
Columbus, OH 43215-2537
014-400-3445

FAX 614-752-86045

ORLAHOMA

Dee Owens. Deputy
Conunissioner

Substance Abuse Services

OK Department of Mental
Health and Substance Abuse
Services

PO. Box 53277, Capitol Station
Oklahoma City, Ok 73152-3277
405-322-3838

FAX 405-322-3650

OREGON

Jeffrev Kushner, Director
Office of Alcohol and Drug
Abuse Programs

500 Summer St. NE
Salem. OR 67214
503-945-5703

PENNSYLUANIA

Jeannine Peterson, Deputy
Secretary

Office of Drug & Alcohol Programs
PA Department of Health

PO. Box 90

Harrisburg. PA 17108
177879857

FAX 717-772:6959

bl

RHODE ISLAND

Peter N. Dennehy

RI Department of Substance Abuse
P.O. Box 20363

Cranston, RI 02920
401-464-2091

FAX 401-404-2089

SOUTH CRROLINA

Jerry McCord. Director

SC Department of Alcohol and
Other Drug Abuse Services
3700 Forest Drive, Suite 300
Columbia. SC 29204
803-734-9320

FAX 803-734-90063

SOUTH DRROTA

Gilbert Sudbeck, Director
Division of Alcohol & Drug Abuse
Department of Human Services
Hillsview Plaza Fast West Hwy 34
¢/0 500 E Capitol

Pierre, 8D 57501-5090
005-773-3123

FAX 005-773-5483

TERNESSEE

Robbie Jackman, Assistant
Commissioner

Bureau of Alcohol and Drug
Abuse Services

TN Department of Health
Tennessee Tower

312 8th Ave. North
Nashville, TN 37247-4401
615-741-1921

FAX 015-741-2491

TEHAS

Ben Bynum, Executive Director
TX Commission on Alcohol
and Drug Abuse

710 Brazos Street

Austin, TX 78701-2576
512-867-8802

FAX 512-867-8181

UTAH

Leon PoVey, Director

UT State Division of Substance
Abuse

Department of Human Services
120 North 200 West. 4th Floor
Room 413

Salt Lake City, UT 84103
801-538-3939

FAX 801-538-4334

UERmONT

Tom Perras, Interim Director
VT Office of Alcohol and Drug
Abuse Programs

103 South Main Street
Waterbury, VT 05676
802-241-2170 or 2175

FAX 802-241-3095

UIRGINIA

Lewis E. Gallant, Ph.D.,

Acting Director

Office of Substance Abuse Services
VA Department of Mental
Health, Mental Retardation and
Substance Abuse Services

109 Governor Street

PO. Box 1797

Richmond, VA 23214
804-786-3900

FAX 804-371-0091
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[UASHINGTON

Kenneth D. Stark, Director
Division of Alcohol and
Substance Abuse

WA Department of Social and
Health Services

PO. Box 45330
Olympia, WA 98504-5330
2006-438-8200

FAX 2006-438-8078

IWEST UIRGITIA

Jack C. Clohan, Jr., Director
WV Division of Alcoholism
and Drug Abuse

State Capitol Complex

1900 Kanawha Boulevard
Building 6, Room B-738
Charleston, WV 35305
304-558-2276

FAX 304-558-1008

1sconism

Philip S. McCullough, Director
Bureau of Substance Abuse
Services

1 West Wilson 8t., PO. Box 7851
Madison, WI 53707
608-266-3719

FAX 608-260-1533

yamims

Harvey Hillin, Administrator
WY Division of Behvioral Health
State of Wyoming

447 Hathaway Building
Cheyenne, WY 82002
307-777-7476

FAX 307-777-5580

1

AMERICAN SAMOR

Fa'afetai 'aulualo, Chief Officer
of Social Services Division
Department of Human Resources
Government of American Samoa
Pago Pago, AS 96779
684-633-4600

FAX 684-633-5379

buam

Marilyn L. Wingfield, Director
Department of Mental Health
and Substance Abuse

790 Governor Carlos G.
Gamacho Road

Tamuning, GU 96911
671-647-5400

FAX 671-649-6948

PUERTO RICD

Nestor Galarza, M.D.,
Administrator

Mental Health and Anti-
Addiction Services

Box 21414

San Juan, PR 00928-1414
809-764-3670

FAX 809-765-5895

UIRGIN ISLANDS

Laurent D. Javois, Director
V1 Division of Mental Health,
Alcoholism and Drug
Dependency Services
Department of Health
Charles Harwood Memorial
Hospital

Christianstead, St. Croix, VI 00820
809-773-1311 ext. 3013
FAX 809-773-7900
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