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Preface

In recent years, the role of effective, research-based clinical treatment
increasingly has been recognized as central to the success of the Nation’s
overall efforts to eliminate illicit drug use and to reduce the spread of HIV
infection associated with drug use. Acknowledgment of the importance of
treatment has been reinforced by accumulating information regarding the
neurobiological bases of substance use and dependence and, in turn, by
scientific evidence that these conditions can be ameliorated through specific
medical and behavioral interventions.

Many existing treatment approaches are recognized as being clinically effective;
given the vast social and health costs that stem from untreated substance
abuse disorders, a strong case also can be made for the cost-effectiveness of
these treatments. Yet, much room exists for improvement. Basic studies,
including those employing animal models, and clinical research promise to
improve and expand the array of existing interventions, while research
demonstrations are uniquely capable of evaluating large-scale applications of
new treatment models.

In the interest of strengthening its treatment research agenda and portfolio, the
National Institute on Drug Abuse convened a conference on improving drug
abuse treatment in Bethesda, Maryland, in August 1989. Leading authorities
were invited to review the current status of treatment, to identify areas where
improvements are needed, to recommend research strategies, and to discuss
policy concerns germane to treatment improvement. Key policy questions
extend from the conduct to the implementation of research: how to make
optimum clinical use of existing knowledge, how to generate new information
that will be useful in modifying drug use behavior, and how to develop
accountability standards to ensure high-quality, research-based clinical care.

vii



This monograph is a report of that session. It is our hope that the discussions
will be useful to clinicians who wish to incorporate recent research findings into
their practices, to basic and clinical researchers who wish to focus on high-
priority areas, and to policymakers whose responsibilities for allocating limited
social resources necessitate a clear understanding of sound strategies for
improving health.

Frederick K. Goodwin, M.D.
Administrator

Alcohol, Drug Abuse, and Mental Health Administration
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Overview of Treatment Issues
Roy W. Pickens and Bennett W. Fletcher

INTRODUCTION

The effectiveness of treatment in reducing illicit drug use is widely recognized.
This has been shown repeatedly in large-scale multisite evaluation projects
(Sells 1974; Hubbard et al. 1986) and in individual clinical investigations
(Newman and Whitehill 1979; McLellan et al. 1982). Treatment also is
associated with a reduction in crime and an improvement in social and
occupational functioning (McLellan et al. 1986; Bale et al. 1980; Simpson and
Sells 1982). More recently, drug abuse treatment also has been put forth as an
acquired immunodeficiency syndrome (AIDS) prevention strategy, as it deals
directly with risk behaviors involved with human immunodeficiency virus (HIV)
transmission (Public Health Service 1986).

This chapter presents an overview of current knowledge regarding the
effectiveness of drug abuse treatment. It also identifies several areas in which
improvement would make treatment an even more effective drug abuse and
AIDS control strategy.

NATURE OF ADDICTION

Treatment is intended for individuals who are drug dependent. Dependence is
a clinical syndrome that consists of multiple symptoms, including an inability to
control drug use, impairment of normal functioning, and physiological evidence
of chronic drug use (American Psychiatric Association 1987). Individuals may
become dependent on a variety of drugs, but the more severe types of
dependence are associated with such drugs as opiates (heroin) and cocaine
and with routes of administration that include intravenous (IV) injection and
smoking (Jaffe 1985).

Natural history studies have shown that drug dependence is a chronic disorder
that typically begins in late adolescence or early adulthood and continues for
more than 10 years (Vaillant 1966). Many addicts continue using opiates for 20
years or longer (Maddux and Desmond 1981). Over this time, periods of daily
or almost daily drug use are separated by periods of voluntary and involuntary



abstinence (Nurco et al. 1981). During periods of drug use, addicts often
engage in crimes such as theft, drug sales, and prostitution to support their drug
dependence (Inciardi 1981; Nurco et al. 1985). Also common during periods of
drug use is needle-sharing, a major vector in HIV transmission (Battjes and
Pickens 1988). Among drug addicts, treatment often is associated with onset of
abstinence periods (Rounsaville et al. 1987).

Although addicts are heterogeneous as a group, many addicts are socially
disadvantaged and distrustful of authority, with higher than average rates of
psychopathology and involvement with the criminal justice system (Rounsaville
et al. 1982; Nurco et al. 1985). The death rate among addicts is several times
higher than that in the general population (Maddux and Desmond 1981) and is
now increasing due to AIDS and other HIV-related disorders (Selwyn et al.
1989). As an addict ages, illicit drug use tends to decline. In a 12-year followup
of treated opiate addicts, Joe and colleagues (1990a) found that 75 percent of a
sample had quit daily opiate use, and for these addicts, the length of time
addicted to opiates averaged 9 years. Vaillant (1966) found that almost half of
the treated addicts in his sample had achieved stable abstinence by age 40.

EARLY TREATMENT EFFORTS

Until the mid-1920s drug abuse treatment was focused on the problem of opiate
addiction. It was delivered almost entirely by private practitioners and was
concerned primarily with the medical management of the opiate abstinence
syndrome (Terry and Pellens 1970). After the Harrison Act of 1914, use of
opiates came to be viewed as a criminal rather than a medical problem (Bates
and Crowther 1974). The resulting growth in the number of opiate addicts in
Federal prisons led to the opening of the Public Health Service (PHS) hospitals
at Lexington, Kentucky, in 1935 and at Fort Worth, Texas, in 1938. These
hospitals provided the first systematic data on treatment outcome of drug
abusers. Treatment in the PHS hospitals consisted of gradually withdrawing
addicts from opiates to minimize the abstinence syndrome, then providing them
with a drug-free environment in which to recover (Maddux 1978). Although the
facilities were established primarily to treat narcotic addicts convicted of Federal
law violations, most admissions were voluntary.

Early treatment efforts at these facilities were regarded as ineffective, with many
patients failing to complete treatment and high relapse rates following

treatment. Approximately 70 percent of voluntary admissions left treatment
against medical advice (Rasor and Maddux 1966). In addition, voluntary
admissions to the Lexington PHS hospital in the 1940s through the early 1960s
showed high relapse rates 6 to 12 months after discharge, ranging from 87 to
96 percent (Maddux 1988). The failure of patients to maintain abstinence after



leaving the PHS hospitals fit well with the prevailing view that opiate addiction
was incurable.

MODERN ERA

Two new forms of treatment that gained prominence in the 1960s called this
view into question. The first new treatment was the therapeutic community
(TC), exemplified by Synanon, which was founded in 1958 and evolved at least
in part from the philosophy of Alcoholics Anonymous. It used nonprofessional
staff, mostly recovering addicts, to resocialize clients to an abstinence-oriented
lifestyle in a residential setting (Glasser 1974). While resisting objective
evaluation, Synanon made remarkable claims for the successful rehabilitation of
drug abusers and established itself as a viable treatment modality. It laid the
groundwork for the opening of other TCs, including Daytop Village in 1964 and
Phoenix House in 1968.

The second form of treatment to gain prominence in the 1960s was methadone
maintenance. Dole and Nyswander (1965) reported remarkable success with a
group of 22 heroin addicts who were being maintained on daily oral doses of
methadone hydrochloride. Methadone prevented the psychological craving and
physiological effects of the opiate abstinence syndrome and, in sufficient
dosages, blocked the euphoric effects of heroin as well. Addicts who formerly
engaged in crime to support their drug habits were able with methadone
maintenance to engage in productive social behavior. Based on the success of
the Dole-Nyswander approach, several outpatient clinics opened around the
country, dispensing methadone under medical supervision and providing drug
counseling to addicts.

PRESENT TREATMENT SYSTEM

At present, the U.S. drug abuse treatment system consists of (1) detoxification
programs, which gradually withdraw addicts from illicit drugs to minimize the
abstinence syndrome; (2) drug-free programs, which have drug abstinence as
the primary treatment goal and also treat the psychological/behavioral aspects
of drug dependence; and (3) medication maintenance programs, which employ
medications that are longer acting substitutes for illicit drugs (e.g., methadone)
or block the effects of illicit drugs (e.g., naltrexone), allowing addicts to function
more normally in society. Drug-free programs may be outpatient or residential.
Residential programs may be long term (greater than 3 months) or short term
(less than 3 months). The longer duration and more intense programs (i.e.,
TCs) are intended for clients with more severe dependence problems. In
addition, self-help programs (e.g., Narcotics Anonymous) are an important part
of the treatment system.



TREATMENT EVALUATION

Evaluating treatment effectiveness has proven difficult for several reasons.
Random assignment of clients to treatment or no-treatment (control) groups has
not been ethically possible, although some studies have used detoxification-
only as a control (Newman and Whitehill 1979). In studies that attempt to
randomly assign drug abusers to different programs or modalities, clients are
often unwilling to accept placement in distant programs or in nonpreferred
modalities (Bale et al. 1980). Also, due to high utilization rates, treatment
programs may not be able to accommodate a randomly assigned client
(McLellan et al. 1983a).

For these reasons, most treatment evaluation studies focus on changes that
occur between pretreatment and treatment or between pretreatment and
posttreatment. Typically, at the time of admission, clients are asked to report on
previous rates of such behaviors as drug use and crime. These same behaviors
are assessed during and/or after treatment, and differences between the
pretreatment and treatment or posttreatment rates are used to determine
treatment effectiveness. Although the strategy does not control for changes in
behavior that may have occurred over time in the absence of treatment, it
nevertheless offers a convenient method for assessing changes in behavior that
are associated with treatment.

DRUG ABUSE REPORTING PROGRAM (DARP)

In 1966 Federal grants to States and localities, authorized under title IV of the
Narcotic Addict Rehabilitation Act, helped to establish a community-based drug
abuse treatment system, which grew rapidly from 6 programs in June 1969 to
more than 200 in 1974. In 1969 the DARP project was initiated to characterize
the treatment system, to identify the characteristics of clients entering treatment,
and to evaluate treatment outcomes. During 1969-74, DARP obtained data on
almost 44,000 clients in 52 programs (Sells 1974). Outcome was reported for
methadone maintenance, residential drug-free, outpatient drug-free, and
detoxification-only programs.

Although detoxification-only programs were effective in safely reducing
physiological dependence, they did not show effectiveness in reducing illicit
drug use in the year after treatment. However, all other modalities were
effective in reducing illicit use both during and after treatment. For example, in
a group of 405 male heroin addicts followed over time, daily opiate use across
all modalities declined from 100 percent in the 2 months preceding treatment, to
47 percent for 1 or more months in the first year, and to 25 percent in the sixth
year after DARP treatment (Simpson et al. 1986). Although 36 percent of this



sample relapsed one or more times after treatment and 1 percent used
continuously throughout the 6 years, 44 percent quit daily opiate use during
DARP treatment and reported no relapses to daily opiate use in the 6 years
after treatment. Another 19 percent quit after leaving DARP treatment and
reported no relapses at 6-year followup (Simpson and Marsh 1986). However,
comparison of relative effectiveness of the different modalities was limited due
to nonrandom distribution of addicts to the various modalities.

The DARP project identified several factors that influence treatment outcomes.
A finding consistent across all treatment modalities and client characteristics
was that the most favorable outcomes, defined as no illicit drug use and no
arrests, were related to the amount of time spent in treatment. Significantly
poorer outcomes resulted from treatment episodes shorter than 90 days, and
the percentage with favorable outcomes improved in direct proportion to the
length of time spent in treatment beyond 90 days (Simpson 1984). In addition,
individuals with high social adjustment (i.e., married, older, better educated,
better employed, fewer arrests, and better psychologically adjusted) had lower
risk of relapse to daily opiate use (Simpson and Marsh 1986).

TREATMENT OUTCOME PROSPECTIVE STUDY (TOPS)

The evolution of the Federal treatment system during the 1970s led to a second
major evaluation study, TOPS, which involved followup of samples from a
population of 11,750 clients admitted to drug abuse treatment in 41 programs
during 1979-81. The TOPS project replicated many of the findings of previous
studies, including the effectiveness of treatment in reducing drug use and
criminal activity both during and after treatment and the importance of the
amount of time spent in treatment on outcome (Hubbard et al. 1989). Striking
changes were found in the drug use patterns of clients seeking treatment. From
1969 to 1974, most clients sought treatment for heroin addiction, but by 1980
many of those entering treatment reported patterns of multiple substance
abuse, with use seemingly dictated as much by availability as by
pharmacological effect (Hubbard et al. 1986).

To determine the effectiveness of compulsory treatment, the TOPS project also
included agencies participating in Treatment Alternatives to Street Crime
(TASC) in its sample of treatment programs. In contrast to the earlier findings
of institutional treatment in PHS hospitals (Maddux 1988) and in some State
facilities (Inciardi 1988) TOPS found that clients who entered community-based
treatment under criminal justice referral did as well as or better than voluntary
clients. Criminal justice involvement helped to retain clients in treatment, and
drug use and criminal activity decreased substantially during treatment for those
on probation or facing the threat of prosecution (Hubbard et al. 1989).



Treatment as AIDS Prevention

IV drug abusers currently represent the second largest group at risk for
acquiring and transmitting HIV. Altogether, about one-third of AIDS cases
reported during 1988 were associated with IV drug abuse (Centers for Disease
Control 1989). IV drug abusers acquire and transmit HIV infection by the
sharing of infected needles, unprotected sexual contact with an infected
individual, and perinatal transmission. In 1988 AIDS associated with IV drug
abuse accounted for more than half of all AIDS cases in blacks and Hispanics
(Centers for Disease Control 1989).

Evidence suggests that drug abuse treatment is an effective AIDS prevention
strategy. Addicts in methadone maintenance programs have lower rates of HIV
seropositivity than do addicts not in treatment. In addition, the longer addicts
have been in treatment, the lower their HIV seropositivity rates (Novick et al.
1986). This is because methadone maintenance (as well as other treatment
modalities) reduces IV drug use, and reductions in IV drug use are associated
with reductions in the needle-sharing and promiscuous sexual behaviors that
are associated with HIV transmission (Batties et al. 1988; Ball et al. 1988). In a
study by Ball and coworkers (1988) more than 70 percent of addicts in
treatment no longer were using drugs intravenously, a percentage that varied
greatly (from 43 to 90 percent) among six methadone programs. The
importance of continued medication was emphasized by the finding that 82
percent of addicts who dropped out of methadone maintenance had relapsed to
IV drug use within 10 months after leaving treatment.

Cost-Effectiveness

If the costs of drug abuse treatment are compared with the alternative costs of
continued drug abuse, associated criminal activity, and medical treatment of
AIDS, there is no question that the societal benefits are worth the expense of
drug abuse treatment. In the TOPS project, the economic consequences of
drug-associated crime in the year before and the year after treatment show that
treatment substantially lowered the societal cost on all economic measures,
including costs to victims, the criminal justice system, and employers. The
economic impact of treatment was greatest for legally involved clients. When
treatment benefits were compared with the costs of providing treatment, the
estimated treatment costs were recaptured during the treatment, and the
posttreatment gains were an economic bonus (Hubbard et al. 1989).

In addition to crime-related costs, the recent costs of health care to HIV-infected
individuals and to the sexual partners and infants of drug addicts have become
a concern as well. By preventing the spread of HIV infection and by intervening



in maternal drug abuse, treatment may substantially reduce health care costs
paid by both public and private reimbursers. Recently, the lifetime medical care
cost of treating a person with AIDS was estimated at $75,000 (Hellinger 1990).
In contrast, the mean cost per slot for drug abuse treatment is estimated to be
$3,992, which is for both private and publicly supported drug abuse treatment
programs (National Institute on Drug Abuse/National Institute on Alcohol Abuse
and Alcoholism 1989).

Areas for Improvement

Although treatment is widely recognized as being effective in reducing illicit drug
use, deficiencies exist in the current treatment system. Most treatment
professionals agree that, given the necessary resources, treatment can be
made into a more effective behavior change strategy and that the result will be
an enhanced savings of both money and lives. Because of the burgeoning drug
abuse problem and the AIDS epidemic, it is important to do whatever is possible
to improve the effectiveness of the system.

Several major areas for improvement are recognized. Although immediate
improvement could result from the application of existing research knowledge,
the development of new knowledge (and the transfer of this knowledge to
clinicians) also will be necessary, The present treatment system has several
areas needing attention.

Too Few Drug Abusers Are Attracted to Treatment. A recent National
Institute on Drug Abuse (NIDA) survey of IV drug abusers not currently in
treatment found that approximately half never have been enrolled in a treatment
program (Nemeth-Coslett and colleagues, personal communication, 1990). The
reasons for this are many. Some drug abusers would rather continue with their
drug use than achieve abstinence. In some areas, treatment may be
unavailable or accessible only to those with third-party coverage. Individual
programs may vary in their services, rules for entry and discharge, tolerance of
deviant behavior, and treatment philosophies. Clients also may have a
preference for a particular program or type of treatment. Furthermore,

treatment may bring knowledge of a drug problem to legal authorities or
employers. Treatment must be made more attractive to clients, and more
effective strategies for recruiting clients into treatment must be developed.

Rates of lllicit Drug Use by Clients In Treatment Are Unacceptably High.
Recently, when a single urine specimen was obtained from clients in
methadone maintenance programs and analyzed by enzyme immunoassay
technique for evidence of illicit drug use, 15 percent of clients showed evidence
of illicit opiate use, 26 percent cocaine use, 35 percent benzodiazepine use,



and 54 percent any type of drug use (excluding marijuana, methadone, and
alcohol) (Magura and Lipton 1988). lllicit drug use prevents clients from
engaging fully in the therapeutic process. It also places them at increased risk
of HIV infection. Although abstinence from illicit drug use is the primary
objective of treatment, the therapeutic process is often lengthy and complex.
Deeply ingrained behaviors are difficult to change, and clinicians must judge
whether clients are achieving progress while not demanding the impossible
(Senay 1978). However, continued use of illicit drugs in treatment probably
indicates a failure of the therapeutic process that may lie with the client,
program, or both. Reducing illicit drug use would allow clients better contact
with the therapeutic process and improve the overall effectiveness of treatment.

Clients Are Not Clinically Matched With Treatment Programs. In most
cases, either the clients self-select their treatment program or no attempt is
made by staff members to match the needs of clients to the services provided
by different treatment programs. Sociodemographic and background
characteristics of clients account for only minor variation in posttreatment
outcome, giving no basis for treatment matching on these measures (Simpson
and Savage 1981-82). Psychiatric severity has been found to be predictive of
outcome (McLellan et al. 1983b, 1984), suggesting that benefits might be
derived from this measure for matching clients to treatment. However, the level
of psychiatric impairment is only one of many factors entering into the treatment
process. Others include the availability of treatment, geographic proximity,
clients preference for modality, clients ability to pay for treatment services, and
judgment of program staff regarding the treatment needs of the client. In one
study that attempted to match clients with inpatient or outpatient treatment, only
53 percent of clients could be matched, with assignment thwarted by lack of
treatment availability (27 percent), client inability or refusal to accept the
assigned treatment (13 percent), and assignment errors or staff overrides of
assigned treatment (7 percent) (McLellan et al. 1983a).

Treatment Retention Rates Are Too Low. Twelve-month retention rates
range from 34 to 85 percent for outpatient clients in methadone maintenance
(O’Brien 1987; Hubbard et al. 1989) to 4 to 21 percent for clients in TCs (De
Leon and Schwartz 1984; De Leon 1984). Within a few days or weeks after
leaving treatment, most addicts relapse to illicit drug use (Hubbard and Marsden
1986) but many eventually return to treatment. Demographic variables do not
consistently predict who will drop out of treatment. However, certain types of
psychopathology are associated with early treatment dropout (Stark and
Campbell 1988).

The consistent relationship between time in treatment and treatment outcomes
(Simpson 1981; Hubbard et al. 1989) emphasizes the importance of keeping



clients in treatment. Various means of increasing retention have been tried.
The most direct approach, civil commitment to treatment, has met with mixed
results. Addicts in the California Civil Addict Program spent more time in
treatment, with consequent reductions in illicit drug use and criminal behavior,
than a comparison group released from treatment on procedural grounds
(Anglin 1988). Other attempts at civii commitment, including Federal treatment
in the PHS hospitals (Maddux 1988) and New York's Narcotic Addiction Control
Commission program (Inciardi 1988) were unsuccessful. As previously
mentioned, TASC program referrals appear to have increased retention in
treatment (Hubbard et al. 1989).

Less coercive approaches also are needed. Increasing the quality and variety
of services in treatment may encourage retention. Strategies to be investigated
include increased counseling and other treatment services, improved staff
training, reduced cost to clients, increased education and job training, longer
methadone dispensing hours, and increased availability of methadone take-
home doses.

Relapse Rates After Treatment Are Unacceptably High. In a DARP study of
posttreatment outcome in methadone maintenance clients, 57 percent relapsed
to some opiate use in the year following treatment (Savage and Simpson 1980).
Of the TOPS clients admitted to methadone maintenance who used opiates at
least weekly before treatment, 43 percent had relapsed to weekly or more often
opiate use in the year following treatment (Hubbard et al. 1984).

Addicts are at highest risk of relapse in the first 3 months after treatment. In a
DARP sample followed over 12 years, 27 percent relapsed to daily opiate use in
the first 3 months following treatment; 44 percent relapsed to daily opiate use
within 36 months; and 71 percent relapsed one or more times in the 12 years
following treatment (Joe et al. 1990b). Hubbard and Marsden (1986) found that
51 percent of TOPS clients with an opiate or nonnarcotic pattern of use
relapsed to regular use in the year following treatment. Two-thirds of TOPS
clients relapsed in the first 3 months.

Given the high likelihood of relapse after termination of methadone treatment, it
has been argued that the goal of methadone treatment for some clients should
not be eventual detoxification, but rather long-term maintenance (Dole and
Joseph 1978; Rounsaville et al. 1987; Stimmel et al. 1977). According to this
argument, if continued abstinence is not an achievable goal for an addict, then
greater benefit may accrue to the client and to society from a treatment
philosophy that is compatible with extended methadone medication.



Although methadone maintenance clients frequently return to heroin use within
several months after dropping out of treatment, relapse rates are relatively low
for those who successfully complete treatment (i.e., achieve the goals of
treatment and are gradually detoxified). For clients who successfully completed
methadone maintenance treatment, Stimmel and coworkers (1977) found that
83 percent were narcotic free at 26-month followup, compared with only 21
percent of those who dropped out of treatment. Unfortunately, only 17 percent
of those leaving treatment did so after completing the program (the remainder
voluntarily discontinued treatment, violated rules, or were arrested). This
suggests that outcome from methadone maintenance would be improved if
clients could be retained in programs until they meet criteria for completion.

Treatment Programs Are Not Adopting Useful Research Findings Into
Clinical Practice. Higher doses of methadone are more effective in
suppressing illicit opiate use than are lower dosages of methadone (Ling et al.
1976; National Institute on Drug Abuse 1978). Yet, many treatment programs
today are attempting to maintain some clients on inadequate dosages of
methadone, which results in increased rates of illicit drug use and associated
AIDS risk behaviors. Typical daily methadone dosage levels in 1979 were 20 to
39 mg (National institute on Drug Abuse 1979, cited in Hargreaves 1983, p. 54).
D’Amanda (1983) suggested a general downward trend in prescribed dosage
levels over the previous decade. Hubbard and colleagues (1989) reported that,
at admission, most TOPS clients received methadone dosages of 10 to 40 mg
per day, with only 3 percent receiving dosages of more than 70 mg. At 3
months in treatment, 40 percent of TOPS clients were receiving dosages below
30 mg per day. Dosages tended to be low but were highly variable across
programs. Mean daily methadone dosages in the six purposively selected
programs studied by Corty and Ball (1987) and colleagues ranged from 27 to 67

mg.

Similarly, knowledge concerning the clinical usefulness of contingent take-home
privileges also is not being widely applied. Often, take-home dosages of
methadone are permitted to exempt clients from having to make daily trips to
treatment programs. Typically, take-homes are permitted without any
contingency applied. Research has shown that making take-homes contingent
on drug-free urinalysis results in less illicit drug use (Stitzer et al. 1982).

The failure to adopt new research findings into clinical practice is not entirely the
fault of treatment programs. Some research findings have no practical clinical
usefulness. Others may be useful but cannot be implemented because of
financial or staffing inadequacies. Also, to be adopted, research findings first
must come to the attention of treatment personnel, and program administrators
must encourage staff to adopt such findings.

10



The Spirit or Morale of Staff in Treatment Programs Is Too Low. The high
demand for treatment places extraordinary demands on program personnel.
Drug treatment facilities operate close to or over their budgeted capacity.
Nationwide utilization rates for 1,067 private and public drug-only facilities are
91 percent (National Institute on Drug Abuse/National Institute on Alcohol
Abuse and Alcoholism 1989). Overwork resulting from excessive client
caseloads and associated administrative tasks may be related to increased
counselor turnover, as well as to decreased counselor efficiency and
therapeutic performance (Bruni et al. 1981). Others must seek employment
outside of the drug abuse field because of low pay and poor working conditions.

Attitudes of staff regarding treatment may lessen the ability of the programs to
recruit new patients and also may contribute to poorer outcomes. Although
aware of the chronic nature of drug dependence, some staff members become
discouraged after witnessing repeated relapse in treated clients or early dropout
from treatment. The attitude of the staff is directly communicated to clients and
is a major factor in determining the effectiveness of a treatment program.

Services Provided in Treatment Programs Have Been Reduced. Over the
past two decades there has been a significant reduction in the quantity and
quality of services being provided to clients in at least some treatment
programs. Ball and colleagues (1986) have documented the variability in
medical services provided across seven methadone maintenance programs.
Notable differences were found in the availability of medical staff in the various
programs, with the proportion of clients in each program receiving medical
treatment each week varying from 14 to 53 percent. On the other hand, the
need for providing additional medical services to clients in treatment programs
is particularly acute now, given the high rates of psychiatric comorbidity and
HIV-related diseases associated with drug abuse.

In addition to reductions in medical services, there is evidence of other services
being reduced in some treatment programs. Recently, there has been
discussion of proposals to provide “no-frills” methadone to clients in interim
clinics. Many methadone maintenance programs have reduced the number and
duration of client-counselor contacts, and similar reductions in counseling and
treatment services have occurred in drug-free inpatient and outpatient programs
as well. However, many treatment professionals believe that providing a range
of quality services may attract more clients to treatment and may improve
retention rates and outcome as well.
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IMPROVING TREATMENT

Many drug abuse experts contend that all these problems, at least in part, are
caused by one factor—lack of money to support adequate services. Indeed, in
the decade between 1977 and 1987, treatment funding per client slot
decreased significantly (J. Kaple, personal communication, 1989). This caused
a reduction in both quality and quantity of client services, with a resultant
reduction in the effectiveness of the intervention. The Anti-Drug Abuse Acts of
1986 and 1988 have provided significant funding to help restore the reduced
services. However, although adequate funding is important, it generally is
agreed that money alone will not fully address the problems of recruitment,
retention, and relapse by clients in treatment.

Some have suggested that attempts to improve treatment should focus on the
less effective programs. Ball and coworkers (1986) have documented the
heterogeneity in services being provided by treatment programs and also the
direct relationship between quality of care in treatment programs and outcome.
To some extent, raising the quality of care in the less effective treatment
programs will improve the treatment system significantly. However, given the
severity of drug abuse and AIDS, all aspects of the treatment system should be
improved, not just the effectiveness of certain programs.

In addition to adequate funding and improvement of poorer programs, attention
must be paid to changes in the treatment process that will improve the
effectiveness of the system. Changing the treatment process will focus on
developing improved methods for recruiting clients into treatment, retaining
them in treatment, reducing illicit drug use by clients in treatment, and reducing
relapse rates among clients after they leave treatment. This will involve
incorporating existing research findings into actual clinical practice and
developing and applying new interventions.

Finally, improving treatment will require educating the public and policymakers
about the nature of drug dependence and the effectiveness of treatment to
overcome community resistance to establishing new treatment programs. At
present, the concept of drug dependence as a chronic relapsing disorder that
requires chronic management is difficult for most people to understand.
Instead, the public thinks of drug dependence as an acute problem that can be
“cured” by quick and simple interventions. Some treatment strategies also are
difficult for many people to understand, particularly those involving maintenance
on medications such as methadone. Furthermore, many fail to recognize drug
dependence as a public health problem and view it instead as a moral failing
that must be controlled with criminal sanctions.
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CURRENT CHALLENGES

At the same time that increased demands are being placed on treatment by
drug abuse and AIDS, there is evidence to suggest that clients coming into
treatment today are more difficult to treat than they were 10 to 20 years ago.
One line of evidence is suggested by the changing drug scene. From 1969 to
1971,85 percent of DARP clients used opiates daily or weekly in the 2 months
before admission (Simpson 1974). Hubbard and coworkers (1989, pp. 90-92)
compared DARP admissions with 1979-81 TOPS admissions and found that
TOPS clients were more likely to have patterns of multiple drug abuse. This
was found to be true for every treatment modality. Among daily drug users in
methadone maintenance programs, for example, 45 percent of DARP clients
were principally opiate users, whereas 49 percent used nonopiates as well as
opiates. This compared with 21 percent of TOPS admissions who were
principally opiate users and 60 percent who used nonopiates as well as opiates
(Hubbard et al. 1986). Compared with DARP admissions, TOPS daily drug
users were also more likely to be female, white, and older and to have longer
treatment histories.

Furthermore, over the past 10 to 20 years, drug preferences have shifted. In
1988 cocaine replaced heroin as the primary abused drug reported by clients
entering treatment programs (Butynski et al. 1989). Also, over the past several
years there has been the advent of new and more potent types of abused
drugs. For example, “crack cocaine” use first was reported in 1985 and has
since become a major epidemic in certain cities.

A second line of evidence suggesting more difficult treatment problems is
changes in the clinical characteristics of the clients being admitted to treatment.
Although no significant trends are evident in demographic characteristics of
drug abusers between 1980 and 1987, there has been an increase in the
severity of problems in clients being admitted for treatment. Between 1972 and
1978, for example, inpatients admitted to a Veterans Administration treatment
program showed increased criminal involvement, social instability, employment
problems, and psychiatric illness (McLellan et al. 1979). Similar changes have
been reported in other treatment programs (De Leon 1984). Changes in client
population may represent a “silting up” of the treatment system with clients who
have a poor prognosis, as clients more capable of improvement are
successfully treated and clear the treatment system.
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Drug Treatment Services: Funding
and Admissions
William Butynski

INTRODUCTION

With support from the National Institute on Alcohol Abuse and Alcoholism
(NIAAA) and the National Institute on Drug Abuse (NIDA), in 1983 the National
Association of State Alcohol and Drug Abuse Directors, Inc. (NASADAD)
initiated work with State alcohol and drug (A/D) agencies to design a voluntary
data collection system on “State Resources and Needs Related to Alcohol and
Drug Services.” This system has evolved from one that collected aggregate
information on State agency “estimates” of “overall allocations” for all alcohol
and other drug services (fiscal years 1983 and 1984) to one that collects data
on “actual expenditures” for “only those programs which received at least some
funds administered by the State Alcohol/Drug Agency” (FYs 1985, 1986, 1987,
and 1988). Moreover, the data universe was narrowed to collect and provide
more comparable fiscal data across all States.

In addition, beginning with FY 1983, data were collected on client “admissions”
to those treatment units that received at least “some funds administered by the
State Alcohol/Drug Agency during the State’s Fiscal Year.” This voluntary
aggregate fiscal and client admission data collection system is called the State
Alcohol and Drug Abuse Profile (SADAP).

This chapter presents data primarily from SADAP organized into the following
sections:

*  Funding of alcohol and other drug services (treatment cost information from
SADAP)

*  Client admissions to alcohol and other drug treatment services (treatment
capacity information from SADAP)
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* Treatment funding and admissions related to the Federal block grant

* Information on treatment cost and capacity from sources other than SADAP
data collected from States

* Summary and conclusions
FUNDING OF ALCOHOL AND OTHER DRUG SERVICES

In October 1988 NASADAD'’s president requested that by December 1988 all
State A/D agencies provide data on total expenditures for alcohol and other
drug services by source of funding and type of program activity for FY 1988.
Forty-eight States, the District of Columbia, Guam, Puerto Rico, and the Virgin
Islands responded to this request.

Before presenting and analyzing the findings, it is important to note that these
data have several inherent limitations. They should not be used without an
appreciation of the qualifications that apply. One major qualification is that the
States were asked to report total expenditures for “only those programs that
received at least some funds administered by the State Alcohol/Drug Agency
during the State’s Fiscal Year (FY) 1988.” The data presented do not include
information on those programs that did not receive any funding from the State
A/D agency (e.g., most, if not all, private for-profit programs, some private not-
for-profit programs, and some public programs). As a result, the overall fiscal
estimates contained herein are conservative in nature and, to varying degrees,
underestimate funding expenditures by other departments of State government,
by Federal agencies such as the Department of Veterans Affairs, and by
private, non-State agency-supported alcohol and other drug abuse treatment
and prevention programs.

The financial and related data collected from States for FY 1988 are organized
within two major subsections: financial expenditures by type of program activity
and total number and percent of treatment units that received funds
administered by the State A/D agency in FY 1988.

Financial Expenditures by Type of Program Activity

This section provides information on the amount of monies expended during FY
1988 for different types of alcohol and other drug program activities. Data are
presented on a State-by-State basis for three program activities, including
treatment, prevention, and other. Total expenditures are reported for each
State and for each program activity category (table 1).
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TABLE 1. Expenditures for State-supported alcohol and other drug abuse
services by State and by type of program activity for fiscal year

1988
Type of Program Activity

State Treatment Preventon Other Total
Alabama 8,649,781 1,285,027 64,243 9,999,051
Alaska 18,233,930 4,584,217 2,369,900 25,198,047
Anzona 21,763,260 1,495,722 622,560 23,881,542*
Arkansas 6,918,652 647,670 463,060 8,029,382
Califomia 172,670,768 51,537,087 37,266,815 261,474.670°
Colorado 21,801,459 4,128,282 1,588,588 27,518,339
Connecticut 49,893,758 3,312,666 4,745,399 57,951,823
Delaware 3,558,282 251,653 711,504 4,521,439
District of Columbia 26,026,382 2,831,766 1,913,139 30,771,287
Flonda 68,641,360 6,200,039 192,265 75,132,664
Georgia 36,541,409 1,704,415 1,074,139 39,319,963
Guam 1,412,532 124,900 701,146 2,238,578
Hawaii 4,114,328 750,375 245,080 5,109,783
Idaho 2,878,703 364,196 305,446 3,548,345
IHinois 55,587,700 6,382,500 6,086,700 68,056,900
indiana 19,799,047 1,425,705 880,593 22,105,345
lowa 14,261,476 3,287,113 135,600 17,684,279
Kansas 11,604,322 1,401,896 1,112,664 14,118,882
Kentucky 11,137,213 2,316,333 868,131 14,321,677
Louisiana 8,879,087 2,005,825 1,348,242 12,233,154°
Maine 6,518,824 1,824,467 974,692 9,317,983
Maryland 43,090,333 1,521,953 2,927,656 47,539,942
Massachusetts 42,873,000 3,844,000 3,703,000 50,520,000
Michigan 55,701,215 16,990,032 8,710,294 81,401,541
Minnesota 42,712,898 1,685,140 1,654,587 46,052,625
Mississippi 5,902,366 333,571 197,473 6,433,410
Missoun 15,171,486 619,520 1,156,282 16,947,288
Montana 10,352,284 1,582,358 451,959 12,386,601
Nebraska 7,406,901 912,628 336,600 8,656,129
Nevada 6,438,737 559,440 596,769 7.594,946
New Hampshire 1,948,709 683,282 435,069 3,067,060
New Jorsey 34,101,018 8,109,901 3,100,651 45,311,570
New Mexico N/A NA N/A N/A
New York 392,821,922 72,606,607 38,780,171 504,208,790
North Carolina 29,291,600 10,475,147 398,706 40,165,453
North Dakota 2,305,174 125,426 108,260 2,538,860
Ohio 50,793,650 6,792,050 6,186,525 63,772,225
Oklahoma 7,470,813 1,219,465 819,780 9,510,058
Oregon 33,495,078 25,278,972 1,826,868 60,600,918
Pennsylvania 64,407,007 15,001,200 6,842,146 86,250,353
Puerto Rico 15,553,149 3,213,079 5,733,485 24,499,713
Ahode Island 9,431,763 1,371,981 491,588 11,296,332
South Carolina 19,770,764 8,132,908 1,564,600 29,468,452
South Dakota 3,270,592 442,697 401,620 4,114,909
Tennessee 13,879,074 4,551,668 2,613,907 21,044,649
Texas 15,606,521 5,037,483 3,240,640 24,784,644
Utah 12,531,411 3,496,631 457,551 16,485,503
Vermont 2,915,705 1,081,635 422,433 4,419,773
Virgin Islands 628,218 87,336 ] 715,554
Virginia 33,035,719 3,663,720 N/A 36,690,439
Washington 34,200,963 879,369 1,483,666 36,563,908
West Virginia 6,896,026 1,288,064 324,926 8,509,016
Wisconsin 52,079,838 9,513,267 9,172,207 70,765,312
Wyoming N/A N/A NA N/A
Totals 1,636,976,207 310,071,564 167,809,515 2,114,857.286
Percent of Total 77.4% 14.7% 7.9% 100.0%
* Figures represent allocated funds rather than expenditures.
* P gory incudes primary p ion only
N/A = Information not available
NOTE: “Other” category includes other activities beyond orp ion services (e.g., training, h, and administration)

SOURCE: SADAP, FY 1988. Data are included for “only those programs which received at least some funds administered by the State
Alcohol/Drug Agency during the State's Fiscal Year 1988."
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The total monies expended within 48 States (data were not available for New
Mexico and Wyoming), the District of Columbia, Guam, Puerto Rico, and the
Virgin islands during FY 1988 in those programs that received at least some
State A/D agency funds were $2.1 billion. All these States and territories
reported the breakout of the funds into the different types of alcohol and other
drug program activities. Of the total, approximately $1.6 billion (77.4 percent)
was spent for other activities (e.g., training, research, and administration).

Over the past several years, many States have substantially increased their
commitment to and financial expenditures for prevention programs. However,
within every State A/D agency the expenditures for treatment remain much
higher than those for prevention. Overall, the expenditures for treatment are
more than five times as great as for prevention.

Total Number and Percent of Treatment Units That Received Funds
Administered by the State A/D Agency

This section provides information on the total number of treatment units that
received funds administered by the State A/D agency in FY 1988. The data are
presented by primary orientation of the treatment units: alcohol, drug, or
combined alcohol/drug. An estimate also is provided of the percent of treatment
units in the State in FY 1988 that received any funds administered by the State
A/D agency.

The State agencies identified a total of 6,926 alcohol and/or other drug
treatment units that received funds administered by the State A/D agency in FY
1988. With regard to the orientation of the treatment units, 1,806 (26.1 percent)
were identified as alcohol units, 1,614 (23.3 percent) as other drug units, and
3,506 (50.6 percent) as combined alcohol and other drug treatment units (table
2).

An estimate of the percent of total alcohol and/or drug treatment units in the
State that received any funds administered by the State A/D agency in FY 1988
was provided by 47 States, the District of Columbia, Guam, Puerto Rico, and
the Virgin Islands. The estimates ranged from a State low of 24 percent in
Indiana, to a territorial high of 100 percent in the Virgin Islands and a State high
of 96 percent in Rhode Island (table 3).

CLIENT ADMISSIONS TO ALCOHOL AND OTHER DRUG TREATMENT
SERVICES

Each State A/D agency was asked to provide information on client admissions
to treatment units that received funds administered by the State agency during
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FY 1988. All but three of the States have combined alcohol and other drug
abuse treatment responsibilities within one agency. Several of these agencies
have established combined (e.g., substance abuse, chemical dependency)
treatment systems and/or dient reporting systems and preferred to report
combined alcohol and other drug client data. However, in response to a
specific request from NIAAA and NIDA (each of which has a distinct
congressional mandate), NASADAD asked the States to separate questions
relating to alcohol and other drug abuse treatment services. This was done to
obtain data that would be generally consistent with past data collection efforts
and to be responsive to those States that have separate alcohol and other drug
agencies.

In reviewing and interpreting client admission data, it is important to recognize
that the client admissions figures are limited to those treatment units that
received at least “some funds administered by the State A/D Agency during the
State’s Fiscal Year 1988.” However, States reporting client information on
those treatment units that received only partial funding from the State agency
were instructed to report data on all client admissions to the program, not just
data on those client admissions supported by State agency funds. The data
presented do not include client admissions to treatment units that did not
receive any funds administered by the State A/D agency during FY 1988.

Because this chapter concentrates on drugs other than alcohol, SADAP
alcohol-related admissions data are not presented. However, to ensure that at
least basic knowledge on the respective magnitudes of treatment admissions
related to alcohol and other drugs is available, the following information is
presented:

e Total client admissions to treatment for alcohol abuse and alcoholism
problems during FY 1988 = 1,217,285.

¢ Total client admissions to treatment for all other drug abuse and
dependency problems during FY 1988 = 518,851.

The remainder of this section includes dient data in four areas: client
admissions data by environment and modality; client admissions data by sex,
age, and race/ethnicity; client admissions data by primary drug of abuse; and
comparisons of client admissions data for FYs 1985, 1988, 1987, and 1988.

Client Admissions Data by Environment and Modality

Each State drug (and combined A/D) agency was asked to provide data on the
“number of DRUG client treatment admissions” in all units that received at least
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“some funds administered by the State Drug Agency during the State’s fiscal
Year 1988.” The information requested included client admissions data
organized by environment (hospital, residential, or outpatient) and by modality
(detoxification, maintenance, or drug-free) (tables 4a and 4b).

A total of 46 State agencies and those of the District of Columbia, Guam,

Puerto Rico, and the Virgin Islands provided at least partial data on other drug
(not alcohol) client treatment admissions by modality and environment. The
total of other drug client treatment admissions during FY 1988 for these State
agencies was 518,851. Of the other drug client admissions, 20,454 (3.9
percent) were to hospitals, 121,765 (23.5 percent) to residential facilities, and
358,475 (69.1 percent) to outpatient programs; 18,157 (3.5 percent) admissions
were not specified as to environment.

In terms of treatment modality, 95,932 (18.5 percent) of other drug client
admissions were for detoxification, 47,608 (9.2 percent) for maintenance, and
357,154 (68.8 percent) for drug-free types of treatment services; 18,157 (3.5
percent) admissions were not specified as to modality. Within two of these
three types of treatment modalities, the type of environment most often used
was outpatient. The outpatient environment was used for 96.6 percent of the
maintenance admissions and 77.5 percent of the drug-free admissions.
Residential environments, however, were used more than outpatient
environments for detoxification admissions. Residential facilities accounted for
49.5 percent of the detoxification admissions, whereas outpatient services
accounted for only 37.3 percent of the detoxification admissions.

In interpreting the client admissions data, it is important to note that the figures
include only those programs that received some State drug agency funds. It is
also important to note that some States were not able to report the information
in the format requested.

Client Admissions Data by Sex, Age, and Race/Ethnicity

Each State drug (and combined A/D) agency was asked to provide data on “the
number of DRUG client treatment admissions during FY 1988” in all units
“which received some funds administered by the State Drug Agency” in each of
a number of specific sex, age, and race/ethnicity categories.

Forty-seven States, the District of Columbia, Puerto Rico, and the Virgin Islands
reported other drug (not alcohol) client admissions data by sex (table 5).
Overall, 66.8 percent of the other drug client admissions were male, and 32.5
percent were female; data on sex were not reported for .7 percent of the other
drug client admissions.
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TABLE 4a. Number of drug client treatment admissions by type of environment, type of modality, and State for
fiscal year 1988*
Detoxification Maintenance

State Hospita Residential Outpatient Total Hospital Residential Outpatient Totai
Alabama 0 228 0 228 ] ] 500 500
Alaska 0 ] 22 22 0 ] 107 107
Arizona 4 133 152 289 0 0 730 730
Arkansas [+] 262 0 262 0 0 0 0
Caifornia 0 1,602 26,237 27,839 0 35 6,030 6,085¢
Colorado 0 0 0 0 0 0 700 700°
Connecticut 1,303 §2 723 2,078 0 ? 1172 1,179
Delaware 0 884 0 884 0 0 140 140
District of Columbia 248 0 827 1,078 0 0 724 724*
Florida ] 2,202 80 2372 0 0 902 902
Georgia 1,084 3,526 7 5,493 M) 0 433 433
Guam ] ° 3 3 0 0 0 0
Hawali 0 0 200 200 0 0 179 179
Idaho 0 230 0 230 0 0 0 0
linois 0 10,267 0 10,287 0 151 2,253 2,404
Indiana 0 2,071 0 2,071 0 0 199 199
lowa 0 70 4 7% 0 1 110 11
Kansas 0 989 0 989 o 0 0 0
Kentucky 382 611 0 993 0 0 108 108
Lovisiana 0 780 0 780 0 621 0 621
Maine 103 318 N/A 421 N/A N/A N/A N/A
Maryland N/A NiA N/A NA ) ° 3,645 3,845¢
Massachusetts 0 7,029 0 7,028 0 0 1,848 1,848
Michigan 0 2,709 100 2,809 0 0 1,183 1,183
Minnesota 0 0 0 0 [+} 0 40 40
Mississippi 1 1 5 7 0 0 0 0
Missouri 0 909 4 913 0 0 364 364
Montana 159 8 ) 187 0 0 0 0
Nebraska 19 102 0 121 0 0 89 89
Nevada 0 197 0 197 ¢} 0 200 200
New Harmpshire 0 0 0 0 0 0 o o
New Jorsey [¢] 368 4,745 5113 Q [+] 2,076 2,076
New Mexico N/A NiA NiA NiA NiA NiA N/A NIA
New York 390 74 1,855 2319 0 716 14,810 15,326*
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TABLE 4a. (continued)

North Carolina 177 0 13 190 0 0 398 398
Nerth Dakota N/A N/A /A NiA N/A N/A N/A /A
Ohio NIA NA NA NA N/A N/A N/A NA
Oklahoma 172 0 0 172 0 0 1m 171
Oregon 0 569 0 569 0 0 672 672
Pannsylvania 6.484 2,706 8 9,199 0 0 2,011 2,011
Puerto Rico 0 2,330 0 2,330 0 0 1,550 1,550
Rhode Island 513 0 29 612 0 0 643 643
South Carolina 0 1,408 61 1,469 ] 0 17 17
South Dakota 0 305 0 305 0 0 0 0
Tennessee 0 996 0 996 0 0 169 169
Texas 100 1,851 152 2,103 0 4 650 654
Utah 0 223 0 223 0 48 159 207
Vermont 0 0 0 0 0 0 0 0
Virgin Islands 0 0 0 0 0 28 169 167
Virginia 160 1,302 N/A 1,462 N/A N/A 750 7508
Washington N/A NA N/A N/A N/A N/A N/A N/A
Waet Virginia 0 0 0 0 0 0 0 0
Wisconsin 482 37 518 1,037 0 ] 206 206
Wyoming NA NA N/A N/A N/A NA N/A N/A
Totais 12,658 47,458 35,816 95,932 0 1611 45,997 47,608
Percent of Total 13.2% 49.5% 37.3% 100.0% 0% 3.4% 96.6% 100.0%

“Superscript letters apply 10 tables 4a and 4b.

* The “Not Reported” column includes clients in other modalities, including naltrexone programs.
* Figures represent apisodes, not admissions.

¢ Figures are based on provisional year-end expenditure report.

* "Maintenance" category includes all methadone admissions whether detox or maintenance.

* New York's "Maintenance" category does not inciude 2,681 methadone admissions 1o nonfunded programs.

* Figures include only State agency clientele.
¢ Drug client admissions data are estimated.

N/A = information not available

SOURCE: SADAP, FY 1988: Data are included for only those programs “which received some funds administered by the State Drug Agency during the State's Fiscal Year 1988."
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TABLE 4b. Number of drug client treatment admissions by type of environment, type of modality,
and State for fiscal year 1988*
Drug-Free Totals

State Hospital Residential Outpatient Totat Hospital Resldential Outpatient Not Reported Total
Alabama 0 903 2,758 3,662 0 1,131 3289 0 4,390
Alaska 0 275 1,124 1,399 0 275 1,263 0 1.528
Arizona 0 642 4,977 5,619 4 775 5,859 0 8,838
Arkansas 0 1,135 1,519 2,654 0 1,397 1,519 0 2,916
California 0 5516 23,838 29,354 0 7,153 56,105 1,150 64,408¢
Colorado 0 375 2,087 3,332 0 375 3,857 0 4,032
Connecticut 0 1,273 2,161 3434 1,303 1,332 4,058 0 6,691
Delaware 0 124 828 752 0 1,008 768 0 1,776
District of Columbia 0 488 2,888 3,374 248 486 4,430 0 5,173
Florida 17 4123 10,628 14,868 117 6,415 11,610 0 18,142
Georgia 0 1,610 13,039 14,649 1,961 5,138 13,479 0 20,575
Guam 0 0 20 20 ] 0 23 0 23
Hawali 0 181 604 785 0 181 983 0 1,164
Idaho 0 122 1,558 1,680 0 352 1,558 0 1,910
llinois 0 3,883 9,958 13,841 0 14,321 12,211 0 28,532
Indiana 331 1,094 2512 3937 331 3,165 2,711 0 6,207
lowa 0 773 3,755 4,528 0 844 3,869 0 4,713
Kansas 0 948 1,352 2,300 0 1.937 1,362 0 3,289
Kentucky 166 790 2,673 3,629 548 1,401 2,781 0 4,730
Louisiana 0 0 3618 3618 0 1.401 3618 0 5,019
Maine 104 680 1,565 2,339 207 998 1,556 0 2,760
Maryland 0 1,508 13,167 14,675 0 1,508 16,812 0 18,320°
Massachusetts 0 2,979 15,956 18,935 0 10,008 17,804 0 27,812
Michigan ] 5,058 10,284 15,342 0 7,767 11,567 ] 19,334
Minnesota 2725 2,609 2,254 7.588 2,726 2,609 2,294 0 7,628
Mississippi 665 422 1,292 2,379 666 423 1,297 0 2,386
Missouri 0 2,288 3,548 5,836 0 3,197 3916 0 7113
Montana 328 362 1,278 1,968 487 370 1.278 0 2,135
Nebraska 0 457 1,654 2,011 18 559 1,643 0 2,221
Nevada 0 548 668 1216 0 745 868 0 1,613
New Hampshire 0 96 677 773 0 96 677 0 773
New Jersey 0 1,395 5,631 7,026 0 1,763 12,452 0 14,215
New Mexico N/A N/A N/A N/A N/A N/A N/A N/A N/A
New York 0 10,637 57,633 68,270 390 11,427 74,098 0 85,915
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TABLE 4b. {continued)

North Carolina 0 373 3,183 3,566 177 373 3,504 0 4,144
North Dakota N/A N/A 1,703 1,703 N/A N/A 1,703 N/A 1,703
Ohio N/A N/A N/A N/A NA N/A N/A 13,280 13,280
Oklahoma 0 1,200 623 823 172 1,200 794 0 2,166
Oregon ] 758 4,595 5,353 0 1,327 5,267 0 6,594
Pennsylvania 1,223 6,080 14,058 21,361 7,707 8,786 16,078 0 32,571
Puerto Rico 0 2,345 8,541 10,886 0 4,675 10,091 0 14,766'
Rhode Island 0 160 2,019 2,179 513 160 2,761 0 3434
South Carolina 364 136 4,375 4,875 364 1,544 4,453 ] 6,361
South Dakota 0 0 2,548 2,548 s} 305 2,548 0 2,853
Tennessee 5 632 2,922 4,651 1,097 1,628 3,091 0 5818
Texas 0 3,363 6,165 9,533 108 5,218 6,967 0 12,290
Utah 0 855 985 1,810 0 1,126 1,114 0 2,240
Vermont 0 143 1,153 1,206 0 143 1,153 0 1,206
Virgin Islands 7 [+} 0 0 0 28 169 0 197
Virginia NA 690 9,585 10,322 237 1,892 10,305 0 12,534¢
Washington 342 N/A N/A N/A NA NA NA NA N/A
West Virginia 252 418 1,267 2,024 342 415 1,267 0 2,024
Wisconsin NA 2,254 4,935 7.441 734 2,201 5,749 3727 12,501
Wyoming 1,087 N/A N/A N/A N/A NA N/A N/A NA
Totals 7,796 72,606 276,662 357,154 20,454 121,765 358,475 18,157 518,861
Paroant of Total 2.2% 20.4% 77.5% 100.0% 3.8% 23.5% 89.1% 3.5% 100.0%

*Superscript letters apply to tables 4a and 4b.

¢ The “Not Reported” column includes clients in other modalities, including naltrexone programe.
* Figures represent episodes, not admissions.
¢ Figures are based on provisional year-end expenditure repon.

¢ "Maintenance” category includes all methadone admissions whether detox or maintenance.
* New York's “Maintenance” category does not include 2,681 methadone admissions to nonfunded programs.

! Figures include only State agency clientele.
¢ Drug ciient admissions data are estimated.

N/A = Information not available

SOURCE: SADAP, FY 1988. Data are included for only those programs “which received some funds administered by the State Drug Agency during the State's Fiscal Year 1988."



TABLE 5. Number of drug
fiscal year 1988

client treatment admissions by sex and State for

Sex
State Male Female Not Reported Total
Alabama 1,625 2,765 [} 4,390
Alaska 465 1,063 [} 1,528
Arizona 2,588 4,050 [ 6,638
Arkansas 853 2,063 L] 2916
California 25,144 39,264 0 64,408
Colorado 1,206 2,826 0 4,032¢
Connecticut 1,500 4,070 1,022 6,691
Delaware 469 1,307 0 1,776
District of Columbia 1,238 3,835 0 5,173*
Florida 5,239 12,903 [1] 18,142
Georgia 6,356 14,219 ] 20,575
Guam 4 19 [} 23
Hawaii 417 687 0 1,164
Idaho 796 1111 3 1,910
lllinois 6,188 20,344 0 26,532
Indiana 1,432 4775 ] 6,207
lowa 1,482 3,231 o 4713
Kansas 91 2,378 0 3,289
Kentucky 1417 3313 0 4,730
Louisiana 1.461 3,558 [} 5,019
Maine 823 1,937 [} 2,760
Maryland 4,25 14,061 ] 18,320
Massachusetts 8,512 19,300 0 27,812
Michigan 5717 13,617 ] 16,34
Minnesota 2,210 5,416 2 7.628
Migaissippi 648 1,710 28 2,
Missoun 1.931 5,182 [} 713
Montana 679 1,456 /] 2,135
Nebraska 919 1,302 [} 222
Nevada 549 1,064 0 1613
New Hampshire 242 512 19 773
New Jorsey 4,323 9,802 W] 14,215
New Mexico NA N/A NA N/A
New York 35,834 50,081 0 85,915
North Carolina 1,219 2,923 2 144
North Dakota 520 1,183 o 1,703
Ohio 5,008 8,246 26 13,280
Oklahoma 009 1,257 [} 2,166
Oregon 2,700 3,804 0 6,504
Pennsylvania 12,365 20,206 [+] 32,571
Puerto Rico 1,342 13,424 [} 14,766
Rhode !sland 1.216 22218 0 3,434
South Carolina 1.864 4,497 0 6,361
South D: 798 2,055 0 2,853
Tennessee 2,112 3,704 ] 5816
Texas 2791 6,930 2,569 12,290
Utah 671 1,569 (] 2240
Vermont 457 839 0 1,296
Virgin Islands 43 154 [ 197
Virginia 3,709 8,825 o 12,534¢
Washington N/A NA NA N/A
Waest Virginia 1,456 ] 2,024
Wisconsin 2675 9,826 0 12,501
Wyoming NA NA NA N/A
Totals 346,617 168,563 3671 518,851
Percent of Total 66.8% 32.5% 7% 100.0%
* Figures isodes, not admi
* Figures are based on provisional year-end expend report.
© Figures include only State agency dom.b
* Drug client admissions data are
N/A = Information not available
SOURCE: SADAP, FY 1988. Data are included for only those prog “which d some funds admini: d by the State Drug

Agency during the State’s Fiscal Year 1088."
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Forty-four State agencies, the District of Columbia, Guam, Puerto Rico, and the
Virgin Islands provided at least partial information on other drug client
admissions by age. The proportions of client admissions that fell within the age-
range categories requested were as follows:

Age Percent of Admissions
Younger than 18 14.5%
18 to 20 7.1%
21 to 24 14.0%
25 to 34 38.3%
35 to 44 15.0%
45 to 54 2.9%
55 to 64 9%
65 and older 3%
Not reported 7.0%

These percentages should be interpreted with caution because several States
reported admissions by some but not all of the age categories specified.

In comparing total other drug client admissions by age with total alcohol client
admissions, other drug clients tend to be much younger, whereas the alcohol
clients tend to be older (e.g., 21.6 percent of other drug clients are younger than
21 compared with only 8.3 percent of alcohol clients).

With regard to other drug client treatment admissions by age and sex, 42
States, the District of Columbia, Guam, Puerto Rico, and the Virgin Islands
provided at least partial data according to the age categories specified. Several
States encountered problems in reporting client admissions data by age and
sex combined. The increased male ratio with increased age did not appear as
strongly as with alcohol clients. In fact, male other drug client admissions
represented 62.5 percent of those older than 65, whereas male alcohol client
admissions represented 82.7 percent of alcohol admissions older than 65.

With regard to other drug client treatment admissions information by race/
ethnicity, 47 States, the District of Columbia, Guam, Puerto Rico, and the Virgin
Islands provided at least partial data. Among the States reporting data, the
percents of client admissions that fell within the race/ethnicity categories
specified were as follows:

33



Race/Ethnicity Percent of Admissions

White, not of Hispanic origin 52.7%
Black, not of Hispanic origin 25.3%
Hispanic 11.8%
Asian or Pacific Islander 4%
Native American (American Indian,

Alaska Native) 9%
Other 4%
Not Reported 8.4%

A comparison of total other drug client admissions with total alcohol client
admissions in terms of race/ethnicity indicates that other drug clients include a
higher proportion of blacks, Hispanics, and Asians or Pacific Islanders. The
alcohol client admissions include more whites (70.7 percent compared with 52.7
percent among other drug clients) and Native Americans (3.1 percent compared
with .9 percent among other drug clients).

Client Admissions Data by Primary Drug of Abuse

Each State drug (and combined A/D) agency was asked to provide information
on the number of client admissions by the primary drug of abuse. Forty-one
States, the District of Columbia, Guam, Puerto Rico, and the Virgin Islands
provided at least partial data in response to this question (tables 6a and 6b).
The totals indicate that, overall, if alcohol admissions are excluded, cocaine
admissions exceeded heroin admissions as the primary drug of abuse for the
highest number of treatment admissions during FY 1988 with a total of 139,663
admissions. The total of cocaine admissions increased by 49,956 in FY 1988,
an increase of 59 percent compared with FY 1987. Heroin admissions
numbered 116,654 in FY 1988, up 19 percent from FY 1987. The third highest
number of treatment admissions during FY 1988 by primary drug of abuse was
for marijuana/hashish at 60,561 admissions. The fourth, fifth, and sixth highest
primary drugs of abuse related to treatment admissions were, respectively,
amphetamines at 16,491 admissions, other opiates/synthetics (beyond heroin
and nontreatment methadone) at 15,717 admissions, and PCP at 6,401
admissions. Although the national statistics on primary drug of abuse related to
treatment admissions are as noted above, it is important to recognize that there
exists tremendous variance among States as to the primary drug of abuse. For
example, among the 41 States and territories that reported relevant data with
regard to the specific primary drug of abuse (excluding the “Alcohol,” “Other,”
and “Not Reported” categories) the drugs that ranked highest in each State
were as follows:
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TABLE 6a. Number of drug client treatment admissions in State-supported facilities by primary drug of abuse
and State for fiscal year 1988*

Non- Other Other
treatment Opiates/ Sedatives/

State Heroin Methadone Synthetics Barbiturates Tranqullizers Hypnotics Amphetamines Cocaine
Alabama 276 /i 277 50 50 51 43 1,178
Alaska 144 3 56 3 9 8 28 722
Arizona 1,888 20 203 49 86 57 a7t 1,689
Arkansas 40 2 181 33 46 67 295 1,015
California 36,689 84 758 86 204 82 5497 12,825
Colorado 439 4 161 16 48 12 226 1,282
Connecticut 2,923 42 96 7 12 2 6 1,525°
Delaware 327 6 19 4 7 3 54 1,057
District of Columbia 1,191 206 0 52 0 0 259 1,862
Fiorida 925 0 551 81 o2 102 96 11,753
Georgia NA NA N/A /A N/A N/A NA N/A
Guam 11 0 0 0 0 0 0 2
Hawall 397 4 3 4 7 N/A 160 177
ldaho 57 1 39 8 13 15 202 313
Iinois N/A N/A 4432 N/A N/A 280 336 12,5145
Indiana 225 NA 352 NA 801 N/A 703 1,043¢
fowa 378 3 115 75 76 72 374 1,034
Kansas N/A NA N/A N/A NA NA N/A N/A
Kentucky 125 N/A 165 76 155 27 76 427
Louisiana 95 9 249 78 117 81 201 2,231
Maine N/A N/A NA NA N/A N/A N/A N/A
Maryland 6,023 18 300 68 102 48 141 4,313
Massachusstts 14,146 NA 526 N/A 493 192 108 7,785
Michigan 2,685 65 691 50 191 48 205 10,091
Minnesota 206 ] 351 o 0 450 809 2,3508"
Mississippi 14 3 90 63 46 47 36 609
Missouri 721 12 317 79 120 49 451 1,799
Montana 45 NA 84 38 81 N/A 273 411
Nebraska 117 [ 82 26 83 47 136 400
Nevada 358 7 24 8 12 7 192 596
New Hampshire 43 1 10 1 16 1 13 322
New Jorsey 8,014 66 240 134 96 44 382 3,846
New Mexico NA N/A N/A NA NA N/A NA NA
New York 18,212 375 372 170 328 128 245 17,974
North Carotina N/A N/A N/A N/A N/A NA NA N/A
North Dakota N/A N/A N/A N/A N/A N/A N/A N/A
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TABLE 6. (continued)

Ohlo 350 [ 368 128 172 148 180 1,426
Okiahoma 9 5 102 55 91 44 375 416"
Oregon 1,281 13 177 13 29 27 1,660 1,396
Pennsyivania 5,783 86 1,081 262 364 169 1,451 16,811
Puerto Rico 8,687 0 15 1,580 0 0 0 3,198!
Rhode island 1,214 68 114 22 101 29 31 1,277
South Carolina 498 1 174 74 147 66 102 2,020
South Dakota 7 0 21 38 28 18 0 128
Tennesses 58 14 578 74 109 169 88 1,749+
Texas 2,185 19 233 b4l 57 51 1,634 3,383
Utah 419 5 141 50 48 38 205 811
Varmont 19 38 8 9 15 15 43 849
Virgin islands 43 N/A N/A N/A N/A NA N/A 108
Virginia N/A N/A N/A NA N/A NA N/A N/A
Washington NA N/A N/A NA N/A N/A N/A N/A
West Virginia 16 5 138 136 218 45 53 838
Wisconsin 1,488 82 1,813 187 701 200 863 2913
Wyoming NA N/A N/A N/A NA N/A NA NA
Totals 118,854 1,377 15,717 3,967 5,359 2,922 18,491 139,663

* Superscript leftters apply to tables 6a and 6b.

* Alabama's "Other" drug category includes mixed or polydrug abuse where a single primary drug of abuse is not specified.

* Connecticut's "Other' drug category includes 585 drug treatmant admissions where alcohol is the primary drug of abuse.
¢ Uinoie' *Other Oplates/Synthetics” drug category includes all opiates and synthetics; the “Other Sedatives/Hypnotics™ category Includes all sedatives and hypnotics; and the “Other

Hallucinogens" category includes all hallucinogens. . i
¢ lilinoie' *Not Reported” category inciudes client admissions where there is no primary drug of abuse and client admissions where alcohol is the primary drug of abuse.

* Indiana’s "Other Opiates/Synthetics™ category includes non-Rx methadone and other sedalives and hypnotics; the *Tranquilizers” category includes barbiturates; and the “Other*
category includes inhajants and over-the-counter drugs.

' Massachusetts' "Other Sedatives/Hypnotics” category includes barbiturates.

' Minnesata’s "Other Sedatives/Hypnotics® category includes barbiturates.

" Figures are based on estimates.

' Pennsylvania's "Not Reported” category includes collaterals.
+ Figures include only State agency clientele,

* Tennessee's “Other" drug category includes 497 drug treatment admissions where alcohol is the primary drug of abuse.

N/A = Information not available

SOURCE: SADAP, FY 1888. Data are included for only those programs *which received some funds administered by the State Drug Agency during the State’s Fiscal Year 1968."
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TABLE 6b. Number of drug client treatment admissions in State-supported facilities by primary drug of abuse
and State for fiscal year 1988*
Marijuana/ Other Over- Not

State Hashish PCP Hallucinogens Inhaiants The-Counter Other Reported Total
Aiabama 595 a 8 15 N/A a2 882 4,3300
Alaska 528 (] 16 8 0 3 0 1.528
Arizona 1,658 15 61 89 13 437 0 6,638
Arkansas 1,122 12 35 33 10 25 0 2,916
California 4,778 2,000 224 ] a7 140 45 84,408
Colorado 1,246 1 60 28 16 485 8 4,032
Connecticut 437 1 19 N/A 1 598 1,022 6,691
Delaware 215 17 4 0 2 21 40 1,776
District of Columbia 0 1,500 0 0 0 0 103 5173
Florida 4,378 4 50 37 10 63 0 18,142
Georgia NA N/A NA NA N/A N/A 20,575 20,575
Guam 8 0 2 [+} 0 0 0 23
Hawaii 350 N/A 1 7 N/A 1 53 1,164
Idaho 633 0 15 19 2 581 2 1,810
Hiinois 4,702 NA 149 173 N/A 347 3,599 26,532+
Indiana 2414 132 a31 N/A NA 206 [ 6,207°
lowa 2,396 3 97 42 8 40 0 4,713
Kansas NA NA NA N/A N/A N/A 3,289 3,289
Kentucky 700 261 60 14 2 N/A 2,642 4,730
Louisiana 1.7 60 39 2 9 57 0 5,018
Maine N/A NA N/A NA N/A N/A 2,760 2,760
Maryland 4,624 2,286 124 13 30 30 0 18,320
Massachusetts 3,843 N/A 148 NA N/A 571 0 27,812
Michigan 4,213 31 102 21 14 300 627 19,334
Minnescta 2,967 0 259 114 0 122 0 7.628%
Mississippi 501 3 22 16 8 406 432 2,386
Missouri 3,110 239 82 56 1 58 0 7113
Montana 1,078 12 56 27 31 0 2,135
Nebraska 885 2 53 18 4 382 0 2,221
Nevada 282 8 11 5 1 10 92 1,613
New Hampshire 309 0 13 0 3 2 19 773
New Jorsey 988 85 73 g 8 230 0 14,215
New Mexico N/A NA NA NA NA N/A NA N/A
New York 7,049 237 234 31 56 40,309 194 85,915
North Carolina N/A N/A N/A NA N/A N/A 4,144 4,144
North Dakota N/A N/A N/A NA N/A NA 1,703 1,703
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TABLE 6b. (continued)

Ohio 2,876 15 63 72 40 957 6.482 13.250"
Oklahoma 818 88 38 37 4 20 3 2,168
Oregon 1.877 8 39 28 6 50 0 e.sui
Pennsylvania 3658 173 159 60 38 172 3204 32,571

Puerto Rico 2,236 0 0 0 0 1,048 2 14,766
Rhode Isiand 485 4 58 9 17 7 0 3,434
South Carolina 1,927 65 35 64 23 265 0 8,361

South Dakota 492 2 16 47 0 2,054 4 2,853
Tennessee 1,159 3 2 55 8 6841 1,003 5818
Toxas 1,962 10 51 128 9 20 2,577 12,280
Utah 603 5 25 25 10 19 38 2,240
Vermont 308 N/A 7 8 7 83 119 1,208
Virgin islands 45 1 N/A NA N/A N/A 2 197

Virginia WA N/A N/A NA NA N/A 12,534 12,534
Washington NA NA NA NA N/A NA NA NA
West Virginia 554 50 39 84 9 14 32 2,024
Wisconsin 3,625 187 338 82 62 N/A 0 12,501

Wyoming N/A NA NA N/A NA N/A N/A N/A
Totals 80,581 8,401 3,235 1,628 478 51,787 68,391 518,851

« Superscript letters apply 10 tables 8a and 6b.

* Alabama's “Other* drug category Includes mixed or polydrug abuse where a single primary drug of abuse is not specified.
* Connecticut's “Other* drug category includes 585 “rug treatment admissions where aicohot is the primary drug of abuse.

« {llinols' “Other Opiates/Synthetics® drug category includes all opiates and synthetics; the "Other Sedatives/Hypnotics" category includes all sedatives and hypnotics; and the “Other

Hallucinogens” category includes all hallucinogens. . .
¢ lllinois' “Not Reported" category includes client admissions where there is no primary drug of abuse and client admissions where aicohol is the primary drug of abuse.

* Indiana's “Other Opiates/Synthetics" category includes non-Rx methadone and other sedatives and hypnotics; the *Tranquilizers" category includes barbiturates; and the “Other*
category includes inhalants and over-the-counter drugs.
' Massachusetts' "Other Sedatives/Hypnotics® category inciudes barbiturates.

# Minnesota's “Other Sedatives/Hypnotics™ category includes barbiturates.

" Figures are based on estimates.

' Pennsytvania's “Not Reported” category includes collaterals.
! Figures include only State agency clientgle.

* Tennessee's “Other" drug category includes 497 drug treatment admissions where aicohol is the primary drug of abuse.

N/A = Information not available

SOURCE: SADAP, FY 1988. Data are inciuded for only those programs *which received some funds administered by the State Drug Agency during the State's Fiscal Year 1988."



* Marijuana/hashish was the primary drug of abuse related to treatment
admissions within 15 States.

* Cocaine was the primary drug of abuse related to treatment admissions
within 18 States, the District of Columbia, and the Virgin Islands.

*  Heroin was the primary drug of abuse related to treatment admissions
within 8 States, Guam, and Puerto Rico.

¢ No other single drug of abuse was ranked first among treatment
admissions in any State.

A careful review of table 6 demonstrates that different States have very different
drug abuse patterns, at least as related to the primary drug of abuse for client
treatment admissions.

Comparisons of Client Admissions Data for FYs 1985, 1986, 1987, and
1988

Several comparisons were conducted on data provided by those State agencies
that submitted information on other drug client admissions for FYs 1985, 1986,
1987, and 1988. Forty-four States, the District of Columbia, and Puerto Rico
were able to provide some relevant information for all four FYs. The total other
drug client admissions figures for these State agencies rose from 301,283 in FY
1985 to 370,887 in FY 1986, to 433,839 in FY 1987, and to 511,484 in FY 1988
(an increase of 210,201 admissions or more than 69.7 percent during this 3-
year period). However, these data reveal considerable variability across States
in terms of increases and/or decreases in other drug client admissions. The
overall trend of significant increases in the number of other drug client
admissions is confirmed by the fact that most of the States and territories that
report comparable other drug client treatment admissions data also report an
increase in admissions. However, several States have begun to use more
comprehensive reporting systems. Therefore, caution should be exercised in
the interpretation of these data; it is likely that the increased levels of other drug
admissions reported by States may be related not only to increased numbers of
actual other drug clients being admitted to treatment but also to the more
complete reporting now possible through more comprehensive and complete
data systems (e.g., the addition in some States of admissions data on other
drug clients served through the community mental health center service system
whose client admissions were not reported in earlier years).

Another comparison of other drug client treatment admissions during FYs 1985,
1986, 1987, and 1988 focused on the primary drugs of abuse. An analysis was
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conducted on roughly comparable data provided by 40 States, the District of
Columbia, Guam, Puerto Rico, and the Virgin Islands on the top three primary
drugs of abuse other than alcohol (i.e, heroin, cocaine, and marijuana/ hashish).

Number of Admissions

Marijuana/
EY Heroin Cocaine Hashish
1985 89,458 39,696 61,900
1986 84,618 55,040 70,959
1987 97,291 82,321 59,569
1988 114,920 134,734 74,583

These data exhibit considerable variation from year to year, and caution must
be exercised in attempting to extract trend data from only a 3-year period.
However, the increases in client treatment admissions related to cocaine as a
primary drug of abuse are clear and compelling. The data demonstrate an
increase of 15,344 admissions or 38.7 percent from FY 1985 to FY 1986, an
increase of 27,271 admissions or 49.5 percent from FY 1986 to FY 1987, and
an increase of 52,413 or 63.7 percent from FY 1987 to FY 1988. Client
treatment admissions with cocaine as the primary drug of abuse from FY 1985
to FY 1988 increased by 95,038 admissions or 239.4 percent. Over that same
3-year period client admissions related to heroin increased by 28.5 percent,
while admissions related to marijuana/hashish increased by 20.5 percent.

TREATMENT FUNDING AND ADMISSIONS RELATED TO THE FEDERAL
BLOCK GRANT

The following section presents Federal funds by type of primary problem,
Federal funds by number of treatment units, and Federal funds for treatment
admissions by type of primary problem.

Federal Funds by Type of Primary Problem

This section provides information on the amount of Federal Alcohol, Drug, and
Mental Health Services (ADMS) block grant and Alcohol and Drug Treatment
Rehabilitation (ADTR) funds expended during FY 1988 to serve persons with
primary alcohol problems, primary other drug problems, and combined alcohol
and other drug problems. The total level of Federal money expended by 48
States, the District of Columbia, Guam, Puerto Rico, and the Virgin Islands
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during FY 1988 for alcohol and other drug treatment services was
$274,561,870 (table 7). This figure does not include Federal money expended
for services other than treatment (e.g., prevention, training, research). It also
does not include some Federal monies that may have been allocated or even
obligated by the States in FY 1988 but expended during a later fiscal year.

Of the total of $274,561,870 in Federal monies expended by States in FY 1988
the largest share, $111,080,307, was expended to serve persons with primary
other drug problems; $85,662,385 was expended to serve persons with primary
alcohol problems; and $77,819,178 was expended to serve persons with
primary combined alcohol and other drug problems.

Federal Funds by Number of Treatment Units

This section provides information on the number of alcohol and/or other drug
treatment units that received any Federal ADMS block grant or ADTR funds. A
total of 45 States, the District of Columbia, Puerto Rico, and the Virgin Islands
reported that 4,786 separate treatment units received some of these Federal
monies during FY 1988 (table 8). More than half of these treatment units
(2,537) provide services for persons with both alcohol and other drug problems.
A total of 1,296 other treatment units concentrate on serving persons with
primary alcohol problems, and 953 treatment units concentrate on serving
persons with primary drug problems other than alcohol.

Federal Funds for Treatment Admissions by Type of Primary Problem

This section provides information on the specific number of alcohol and/or other
drug treatment admissions supported by Federal monies during FY 1988. The
total number of these treatment admissions reported by 44 States, the District of
Columbia, Guam, Puerto Rico, and the Virgin Islands was 1,164,294 (table 9).
Of this total, 549,081 were alcohol problem admissions; 352,958 were primary
combined alcohol and other drug problem admissions; and 262,255 were
primary other drug problem admissions. It should be noted that due in part to
their treatment philosophy and data reporting systems, some States and
programs did not report treatment admissions in all three categories. Some
States divide all their admissions between primary alcohol problems and
primary other drug problems, whereas other States believe that there is so
much overlap between persons who are dependent on alcohol and other drugs
that they reported all their admissions as combined alcohol and other drug
treatment admissions.
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TABLE 7.

Expenditures of Federal block grant treatment funds by State and
by type of primary problem for fiscal year 1988

Federal Funds by Type of Primary Problem

Combined
Primary Primary Alcohol
State Alcohol Drug Drug Total
Alabama 1,639,358 1,212,318 2,099,398 4,951,074
Alaska NA NA 1,291,400 1,291,400
Anzona 2,072,206 2,707,952 NA 4,780,158
Arkansas 33,703 482,438 1,820,906 2,737,047
Califomia 8,965,000 24,601,000 33,566,000
Colorado 777,208 818,716 1,387,537 3,083,461
Connecticut 955,518 1,237,623 2,464,610 4,657,751
Delaware 563,888 434,448 188,215 1,186,551
District of Columbia 335,064 839,717 483,853 1,658,634
Florida 7,088,048 10,391,416 NA 17,479,464
Georgia 3,927,914 1,862,503 0, 5,790,507
Guam NA NA 50,000 3
Hawaii 78,413 61,563 595,670 735,646
Idaho ] V] 1,325,987 1,325,987
* flinois 3,572,400 4,023,300 4,143,300 11,739,000
Indiana 1,348,451 344,310 1,295,443 2,988,204
iowa 1,554,350 1,554,350 A 3,108,700
Kansas 761,555 994,463 0 1,766,018
Kentucky 3,322,206 830,551 0 4,152,757
Louisiana 1,146,781 1,077,160 3,622,430 5,846,371
Maine NA NA 817,884 817.884
Maryland 1,591,854 4,470,078 NA 6,061,932
Massachusetis NA 862,000 3,487,000 4,349,000
Michigan 10,029,069 3,865,479 NA 13,804,548
Minnesota 3,748,675 1,088,325 NA 4,837,000
Mississippi 750,534 583,748 668,476 2,002,758
Missoud 3,082,783 2,236,929 NA 5319712
Montana 16,571 55,920 1,120,731 1,193,222
Nebraska NA NA 2,140,738 2,140,738
Nevada 722,334 882,853 0 1,605,187
New Hampshire NA 40,728 906,442 947,170°
New Jersey 957,668 4,932,764 1,130,839 7.021,271
New Mexico NA NA
New York 9,521,300 20,404,521 2,215,000 32,140,821
North Carolina 2,269,301 1,240,918 NA 3,510,219
North Dakota 1,104,163 1,104,163
Ohio 3,439,289 7.073,3%63 NA 10,512,652*
Oklahoma NA NA 2,082,426 082,426
Oregon NA NA 4,469,207 4,469,207
Pennsylvania NA NA 11,172,878 11,172,878
Puerto Rico 1,413,160 2,249,160 NA 3,662,320
Rhode Island 636,113 703,220 NA 1,339,333
South Carolina 1,821,518 1,072,605 0 2,894,213
South Dakota 338,187 237.465 0 576,652
Tennessee NA NA 3,342,450 3,342,450
Texas NA NA 12,514,198 12,514,198
Utah 1,571,688 797,458 NA 2,369,146
Vermont NA NA 1,397,779 1,397,779
Virgin Islands 210,079 158,580 0 368,659
Virginia NA NA 6,323,508 6,323,508
Washington 1,738,560 3,050,870 NA 4,789,430
Weet Virginia 734,736 313,028 308,686 1,356,450
Wisconsin 2,525,903 1,186,287 1,848,024 5,560,214
Wyoming NA NA NA NA
Totals 85,662,385 111,080,307 77.819,178 274,561,870

* All units providing treatment services are required to treat persons with all drugs of abuse, including alcohol.
* State agency does not monitor expenditures and client data of combined alcohol and drug lnglmom units,

* Funds are not split between alcohol-only treatment units, drug-only

NA = Information not available

units, and

SOURCE: SADAP FY 1988. Data are included for “only those pmgums that received at Jeast some funds administered by the State

VDrug Agency during the State’s Fiscal Year 1988,
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TABLE 8. Number of alcohol and/or drug treatment units that received
Federal block grant funds by State for fiscal year 1988

Combined
Primary Primary Alcohol
Alcohol Drug Drg
State Problems Problems Totat
Alsbama 22 6 67 95
Alaska o 0 2 2
Arizona 20 18 ii2 156
Arkansas 4 5 16 25
Califomia 635 282 0 217
Colorado 51 6 35 2
Connecticut 18 20 31 69
Delaware 6 3 6 15
District of Columbia 1 5 2 8
Floiida 47 58 N/A 105
Georgia N/A N/A NA NA
Guam N/A N/A N/A NA
Hawaii 1 1 16 18
Waho 0 [} 45 45
Ninois 166 70 34 270
Indiana o [} 34 34
lowa [ 0 30 30
Kansas 2 1 18 21
Kentucky 0 0 132 132
Louisiana o 0 29 29
Maine 0 0 39 a9
Maryland 10 32 N/A 42
Massachusetts 0 7 98 105
Michigan N/A N/A N/A NA
Minnesota 0 0 203 203
esota A ° 50 54
Missoun 0 2 41 43
Montana 1 2 22 25
Nebraska 0 0 118 118
Nevada 4 2 8 14
New Hampshire 0 5 29 34
New Jersey 27 48 10 8s
New Mexico NA N/A N/A NA
New York 60 123 27 210°
North Carolina 23 6 0 29
North Dakota 0 0 1" 1
Otvo 103 151 67 a21*
Oklahoma NA “N/A 31 3
n 32 4 90 126
Pennsylvania 26 21 276 323
Puerto Rico 1" 60 3 74
Rhode Istand 14 9 14 a7
South Carolina 0 0 37 a7
South Dakota 0 ] 25 25
Tennessee 0 0 48
Texas ] 0 101 101
Utah 0 2 62
Vermont 0 0 23 23
Virgin Islanda 2 2 0 4
Virginia N/A N/A a7 87
Washington N/A N/A NA N/A
West Virginia 0 0 70 70
Wisconsin 0 2 320 a2
Wyoming N/A N/A N/A NA
Totals 1,296 953 2,537 4,786
* Number of treatment units that provide sefvices for Primary Drug Probi is an esti d number of units that received Federal funds
during the State Fiscal Year 1988-1989.
* Total inckudes only ADMS itch issi ADTR figures are not yet available.

N/A = information not available

SOURCE: SADAP, FY 1988. Data are not included for “only those programs that received at least some funds administered by the State
AlcoholDrug Agency during the State’s Fiscal Year 1968."
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TABLE 9. Total number of client admissions to alcohol and/or drug
treatment units that received Federal block grant funds by
State and by type of primary problem for fiscal year 1988

Primary Primary Combined

State Alcohol Dng Aicohol/Drug Total
Alabama 6,652 4,390 NA 11,042
Alaska 5,207 689 NA 5,806
Arizona 16,801 6,638 NA 23,520
Arkansas 4,702 2,391 3,057 10,150
California 108,000 64,408 4] 172,408
Colorado 36,237 1,580 22,060 59,877
Conneclicut 2,320 2,116 4,446 8,882
Delaware 3,955 1,647 5,602
District of Columbia 2,992 2, 464 6,202
Florida 59,443 24,645 N/A 84,088
Georgia N/A NA NA N/A
Guam N/A N/A 23 23
Hawaii 700 500 1,801 3,001
ldaho 0 6,828 6,828
Ilinois 50,644 17,776 8,75 77.176
Indiana 5,397 5,397
lowa 18171 4,552 NA 2723
Kansas 166 3,011 0 7477
Kentucky 15,559 5,076 20635
Louisiana 0 o 11,283 11,283
Maine N/A N/A 19,155 19,155
Marytand 2,222 12,253 NA 14,475

0 1,811 22,561 24,372
Michigan N/A NA NA
Minnesota N/A N/A NA N/A
Mississippi 2,819 2,140 NA 4,959
Missoun 7.021 3,660 NA 10,681
Montana 180 87 8675 8,942
Nebraska N/A N/A 21,784 21,784
Nevada 1,043 1,290 2333
New Hampshire Q 155 4,705 4,860
Now Jersey 12,241 10,433 927 23,601
New Mexico N/A 1A NA N/A
New York 18,879 16,302 674 35,855*
North Caroina 19,164 4,144 NA 23,308
North Dakota NA 2,806 2,
Ohio 20,209 13,280 33,489
Oklahoma N/A N/ 4183 4,183
O 21,697 1,373 16,102 39,1724
Pennsytvania 1,200 2,500 64,074 67,774
Puerto Rico 3,068 14,766 7 17.841
Rhode Island 7129 3,434 NA 10,563
South Carolina 25,550 5,997 0 31,547
South Dakota 4,076 2,853 0 6,929
Tennessee N/A NA 12,387 12,387
Texas 10,650 12,290 NA 22,940
Utah 11,450 2,240 NA 13,600
Vermont N/A N/A 5,306 5,306
Virgin Islands 138 197 (] 335
Virginia N/A N/A 61,142 61,142
Washington N/A N/A NA NA
Woeet Virginia 5,528 2,024 5,468 13,020
Wisconsin 39,178 6,771 38,887 84,836
Wyoming N/A NA NA NA
Tolals 549,081 262,255 352,958 1,164,204

¢ Number of client admissions with primary drug probk i8 an esti d ber of admissions during the State fiscal yoar 1988-1969.

* State agency does not monitor oxpcndltums and chent data of combined alcohol and drug treatment units.
* Total includes only ADMS ul ADTR figures are not yet available.
¢ “Primary Alcohol and "Primary Drug™ categories indicate single drug abuse ciients; “Combined AlcohoVDrug™ gory indi i pl

diug abuse clients.
N/A = Information not available

SOURCE: SADAP, FY 1988. Data are included for only those programs “that received at least some funds administered by the State
AlcohoVDrug Agency during the State's Fiscal Year 1988."
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INFORMATION ON TREATMENT COST AND CAPACITY FROM SOURCES
OTHER THAN SADAP DATA COLLECTED FROM STATES

The following information on treatment cost and capacity is organized according
to data source, induding a meeting on drug treatment costs with selected
experts on September 2, 1987, and the National Drug and Alcoholism
Treatment Unit Survey (NDATUS) conducted on October 30, 1987.

Meeting on Drug Treatment Costs With Selected Experts on September 2,
1987

On September 2, 1987, NASADAD, with support from NIAAA and NIDA,
organized and summarized the results from a meeting of State and other
experts “To Develop Reasonable Estimates on Drug Treatment Costs for
Needle Drug Abusers.” Participants in this meeting included representatives
from States (Ms. Jeanne Brinkley, California; Mr. John S. Gustafson, New York;
and Mr. Richard Russo, New Jersey), other national and local organizations
(Mr. Mark Benecivengo of Philadelphia; Mr. David Mactus of Therapeutic
Communities of America; and Mr. Mark Parrino of the Northeast States
Methadone Conference), the Institutes (Mr. Angelo Bardine and Mr. Salvatore di
Menza of NIDA and Mr. David Sanchez of NIAAA), and NASADAD staff (Dr. Bill
Butynski and Dr. Diane Canova).

From the data collected by the various participants and from the discussion at
the meeting it was clear that treatment costs vary considerably due to several
factors, including but not limited to geographical location, modality of treatment,
severity of client problem, site of treatment (e.g., hospital or nonhospital
residential), type of drug dependency, type of staff, and extent of ancillary and
other support services provided.

Following are the “Reasonable national estimates of annual drug abuse
treatment operational costs by environment and modality of treatment for
needle-drug-dependent persons” that were developed by the group on
September 2, 1987:

*  OUTPATIENT METHADONE MAINTENANCE: $3,000/PATIENT
TREATMENT SLOT/YEAR. Services include physical exam, medication,
counseling, blood and urine laboratory testing, and ancillary services.

* OUTPATIENT DRUG-FREE: $2,300/PATIENT TREATMENT SLOT/YEAR.
Services usually include all those mentioned above except for methadone
medication. Because it is usually not possible to successfully treat needle-
drug-dependent persons initially on an outpatient drug-free basis, this

45



environment and modality of treatment should be considered primarily as
followup and aftercare to residential treatment or methadone maintenance
treatment.

* NONHOSPITAL RESIDENTIAL DRUG-FREE:

-$14,600/ADULT CLIENT TREATMENT SLOT/YEAR (APPROXIMATELY
$40/DAY). Services include physical exam, intensive counseling and
therapy, laboratory testing, housing, food, clothing, education, job
placement, and ancillary services.

-$18,000/ADOLESCENT CLIENT TREATMENT SLOT/YEAR. Services
include all those noted above; the higher cost is due primarily to more
intensive education support services.

The other drug treatment costs noted above appeared to be reasonable
national estimates as of September 1987. However, actual costs will vary
across cities and programs due to differences in salaries, cost of living, specific
services components, the age and type of buildings, and related factors. The
experts who developed these figures also developed estimated costs for drug
detoxification, which follow. However, due to several factors, including but not
limited to less reliable data and differences among drugs, the drug experts had
less confidence in the validity of these detox cost estimates.

* OUTPATIENT DETOXIFICATION: $4,000/PATIENT TREATMENT SLOT/
YEAR (APPROXIMATELY $11/DAY)

* NONHOSPITAL INPATIENT RESIDENTIAL DETOXIFICATION:

$31,000/PATIENT TREATMENT SLOT/YEAR (APPROXIMATELY $85/
DAY)

Because the costs noted above were developed as of September 2, 1987, it is
likely that today, approximately 3 years later, actual costs would be 10 to 20
percent higher than those shown.

National Drug and Alcoholism Treatment Unit Survey (NDATUS)
Conducted on October 30, 1987

As stated in the 1987 NDATUS Final Report published in 1989, NDATUS ‘is a
national survey which is designed to measure the location, scope, and
characteristics of drug abuse and alcoholism treatment and prevention facilities,
services, and activities throughout the United States, the District of Columbia,
and the U.S. Territories.” It includes not only public and private not-for-profit
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TABLE 10. Number of drug abuse and combined treatment units, drug
abuse clients in treatment, budgeted capacity, and utilization rate
by State: October 30, 1987

Treatment Clientsin Budgeted Utilization

State Units Treatment Capacity Rate
Alabama a5 a58 1,479 58.0
Alaska 20 328 1,028 319
Adizona 64 3,023 3,803 795
Arkansas 42 842 1176 716
Califomia 615 40,522 48,496 836
Colorado 101 2612 3,769 69.3
Connecticut 99 4,148 4621 89.8
Delaware 10 369 487 758
District of Columbia 19 2,375 2mn 85.7
Flonda 212 9,379 12,022 780
Georgia 57 4,094 4,868 84,1
Hawail 3 536 60.7
idaho 28 690 1.118 61.7
linois 165 7,299 9,318 783
indiana 89 2,857 4,341 65.8
lowa 20 1,130 2,657 425
Kansas 74 1,935 2915 66.4
Kentucky 110 1,769 3,164 559
Louisiana 77 4,264 4,930 86.5
Maine 37 643 1,822 353
Maryland 13 6,219 7,788 799
127 4, 6,855 710

Michigan 200 6,041 11,319 53.4
Minnesota 132 1,556 2,538 61.3
Mississipp 61 1,022 2,863 5.7
Missoun 99 3,436 5,442 63.1
Montana 13 373 424 88.0
Nebraska 103 1,530 2,301 66.5
Nevada 38 854 1,248 68.4
New Hampshire 43 1,189 1.447 822
New 130 10,982 11,468 95.8
New Mexico 29 1,052 1,418 742
New York 345 69,275 70,845 278
North Carolina 82 2,404 3,353 n7y
North Dakota 28 723 , 66.8
Ohio 28 9,190 12,405 749
Oxlahoma 53 1,491 2,700 552
Oregon 81 4,695 49.7
Pennsylvania 333 13,00t 19,493 66.7
Pueno Rico 44 4,449 4,069 109.3
Rhode Island 20 1,381 1,468 928
South Carolina 49 2,296 3,400 67.5
South Dakota 26 145 518 280
Tennesses 54 2611 3,456 755
Texas 242 8,614 12286 701
Utah 41 1,464 1,627 90.0
Vermont 16 416 531 783
Virginia 74 3912 5,252 74.5
Washington 87 4,437 5.951 746
West Virginia 17 202 280 721
Wisconsin "t 2,442 3,745 65.2
Wyoming 21 571 884 646
Totals 5015 . 260,151 328,838 791

NOTE: Excludes units that did not report budgeted capacity for drug abuse clients.
SOURCE: NIDA and NIAAA, 1987 National Drug and Alcoh T Unit Survey.
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facilities (as does SADAP for those programs funded by the State agencies) but
also attempts to include all non-State-funded programs such as all private for-
profit programs. It was conducted as a point prevalence survey based on data
collected as of October 30, 1987.

Table 10 is the NDATUS table that includes information on the “Number of Drug
Abuse and Combined Treatment Units, Drug Abuse Clients in Treatment,
Budgeted Capacity, and Utilization Rate by State: October 30, 1987.” The
overall utilization rate shown is 79.1 percent, ranging from lows of 28.0 percent
in South Dakota and 31.9 percent in Alaska to highs of 109.3 percent in Puerto
Rico and 97.8 percent in New York.

Table 11 is the NDATUS table that presents information on the “Number of
Drug Abuse Treatment Units, Drug Abuse Clients in Treatment, Budgeted
Capacity, and Utilization Rate According to Unit Orientation and Ownership:

TABLE 11. Number of drug abuse treatment units, drug abuse clients in
treatment, budgeted capacity, and utilization rate according to unit
orientation and ownership: October 30, 1987

Unit Ownership

Private Public

Unit Orientation For-Profit Nonprofit State/Local Federal Total

Drug-Only 83 705 266 13 1,067
Units 14,372 87,843 39,202 1,846 143,263
Clients 19,629 93,426 41,844 2,286 157,185
Capacity 732 94.0 93.7 80.8 91.1
Utilization rate

Combined 645 2,595 604 104 3,948
Units 14,498 71,235 24,875 6,280 116,888
Clients 27,621 105,154 30,699 8,179 171,653
Capacity 52.5 67.7 81.0 76.8 68.1
Utilization rate

Total
Units 728 3,300 870 117 5,015
Clients 28,870 159,078 64,077 8,126 260,151
Capacity 47,250 198,580 72,543 10,465 328,838
Utilization rate 61.1 80.1 88.3 77.6 791

NOTE: Excludes data from units that did not report budgeted capacity.

SOURCE: NIDA and NIAAA, 1987 National Drug and Alcoholism Treatment Unit Survey.
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TABLE 12. Number of drug abuse units reporting funding, total funding,
average funding per unit, annual unduplicated client count, and
average funding per client by source of funds: funding for fiscal
year, including October 30, 1987, and clients treated in 12-month
period ending with that date

Average
Total Funding Per Annual
Units Funding Unit Unduplicated Dollars
Funding Source Reporting ($1,0008) ($1,0008) Client Count Per Client
Federal
ADAMHA program support

(other than block grants) 176 11,055 628 32,172 344
Other Federal funds 91 32117 74.5 85942 374
Subtotal 585 43,172 738 109,610 394

StateLocal Government
State (includes ADAMHA

block grants) 2429 345,703 1423 473,899 729
Local (e.g.. city, county) 1,517 62,607 . 13 - 268,135 - . 233
Govemment fees for service 683 72,464 106.1 100,452 71
Subtotal 3,055 480,774 157.4 563,035 854

Other Public
Public weltare {e.g.,

#tle XX, food stamps) 686 55,964 80.7 132,835 416
Pubiic third party (e.g.,

CHAMPUS, Medicaid) 1,239 136,536 110.2 : 292,112 467
Subtotal 1,764 191,900 1088 379,474 506

Private
Donations 1.102 26,874 244 168,327 160
Private third party (e.g.,

Blue Cross/Blue Shield, HMO) 1,739 336,730 1936 280,789 1,199
Chent jees 3,065 153,153 50.0 539,119 284
Subtotal 3.442 516,757 150.1 508,649 863

Other 728 37,384 514 125,906 297
Totals 4,227 1,269,987 300.4 743,982 1,707

NOTE: Based on drug abuse data trom drug-only and combined aicohol and drug abuse treatment units. Excludes data from units that
did not report annual unduplicated number of clents and did not report funding. Due to rounding fo thousands, funds may not
sum to total. Totals and subtotals for units reporiing and annual unduplicated client count may not equal the sum of the values
for the component funding sources as units may report funds from multiple sources. As clients could have been treated at more
than one unit, the annual unduplicated client count column may include some muliple counting of clients.

SOURCE: NIDA and NIAAA, 1987 National Drug and Alcoholism T nt Unit Survey.

October 30, 1987.” The utilization rate ranges from highs of 88.3 percent in
“Public State/Local” units, 80.1 percent in “Private Nonprofit” units, and 77.6
percent in “Public Federal” units to a low of 61.1 percent in “Private For-Profit
units.

Finally, table 12 is the NDATUS table that includes information on the “Number
of Drug Abuse Units Reporting Funding, Total Funding, Average Funding Per
Unit, Annual Unduplicated Client Count, and Average Funding Per Client by
Source of Funds: Funding for Fiscal Year, Including October 30, 1987, and
Clients Treated in 12-Month Period Ending With That Date.” The total average
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funding per client is $1,707. From this table it is not clear as to precisely what
proportion of these clients receive hospital inpatient, residential, or outpatient
services, nor is the length of stay specified. However, another NDATUS table
on the “Number of Drug and Combined Units, Drug Abuse Clients in Treatment,
Budgeted Capacity and Utilization Rate by Unit Location and Treatment
Environment: October 30, 1987” contains the following information, which
indicates that a very high proportion (85.5 percent) of the clients are served on
an outpatient basis:

Type of Service Number of Clients Utilization Rate
Hospital Inpatient 10,579 (4.1%) 57.2%
Residential 27,230 (10.5%) 76.8%
Outpatient 222,342 (85.5%) 80.9%
Total 260,151 79.1%

However, the average length of stay for clients as outpatients or in other
environments is not specified within the NDATUS report.

SUMMARY AND CONCLUSIONS

Data from SADAP indicate that total alcohol and other drug treatment monies
expended during FY 1988 in programs that receive at least some State funds
were more than $1.6 billion. Also, data from NDATUS for the fiscal year
encompassing October 30, 1987, demonstrate that total monies from all
sources for drug abuse treatment (excluding alcohol, but including non-State-
funded programs) exceeded $1.3 billion.

Total other drug client treatment admissions as reported in SADAP for FY 1988
were 518,851; the number of other drug abuse clients in treatment as reported
in NDATUS as of October 30, 1987, was 260,151.

From a meeting of experts convened by NASADAD on September 2, 1987, the
annual estimated cost of drug treatment (excluding detoxification) for needle
users at that time ranged from $2,300 for outpatient drug-free, to $3,000 for
outpatient methadone maintenance, to $14,600 for adult nonhospital residential
drug-free, to $18,000 for adolescent nonhospital residential drug-free.

The above data and lack of data point to the need for more extensive well-
designed data collection studies on the cost, capacity, and utilization of drug
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treatment services. Today, significant information gaps exist. Such data are
required for the administration, Congress, and States to better plan for the
availability, accessibility, and support of expanded alcohol and other drug
dependency treatment services for persons in need of such treatment services.

BIBLIOGRAPHY

Butynski, W. Special Report on Meeting of Selected State Directors and Other
Experts To Develop Reasonable Estimates on Drug Treatment Costs for
Needle Drug Abusers. National Association of State Alcohol and Drug
Abuse Directors, Inc., Washington, DC, September 1987.

Butynski, W., and Canova, D. State Resources and Services Related to
Alcohol and Drug Abuse Problems: Fiscal Year 1987. An Analysis of State
Alcohol and Drug Abuse Profile (SADAP) Data. Washington, DC: National
Association of State Alcohol and Drug Abuse Directors, Inc., August 1988.

Butynski, W.; Canova, D.; and Jensen, S. State Resources and Services
Related to Alcohol and Drug Abuse Problems: Fiscal Year 1988. An
Analysis of State Alcohol and Drug Abuse Profile (SADAP) Data.
Washington, DC: National Association of State Alcohol and Drug Abuse
Directors, Inc., August 1989.

Butynski, W., and Record, N. State Resources and Needs Related to Alcohol
and Drug Services: Fiscal Year 1983. Washington, DC: National
Association of State Alcohol and Drug Abuse Directors, Inc., March 1983.

Butynski, W.; Record, N.; Bruhn, P.; and Canova, D. State Resources and
Servkes Related to Alcohol and Drug Abuse Problems: Fiscal Year 1986.
An Analysis of State Alcohol and Drug Abuse Profile (SADAP) Data.
Washington, DC: National Association of State Alcohol and Drug Abuse
Directors, Inc., May 1987.

Butynski, W.: Record, N.; and Yates, J. State Resources and Services Related
to Alcohol and Drug Abuse Problems. An Analysis of State Alcoholism and
Drug Abuse Profile (SADAP) Data. Washington, DC: National Association
of State Alcohol and Drug Abuse Directors, Inc., April 1984.

Butynski, W.; Record, N.; and Yates, J. State Resources and Services for
Alcohol and Drug Abuse Problems: Fiscal Year 1984. An Analysis of State
Alcohol and Drug Abuse Profile (SADAP) Data, Washington, DC: National
Association of State Alcohol and Drug Abuse Directors, Inc., May 1985.

Butynski, W.; Record, N.; and Yates, J. State Resources and Services Related
to Alcoholism and Drug Abuse Problems: Fiscal Year 1985. An Analysis of
State Alcohol and Drug Abuse Profile (SADAP) Data. Washington, DC:
National Association of State Alcohol and Drug Abuse Directors, Inc., May
1986.

National Institute on Drug Abuse and National Institute on Alcohol Abuse and
Alcoholism. National Drug and Alcoholism Treatment Unit Survey

51



(NDATUS). 1987: Final Report. National Institute on Drug Abuse and
National Institute on Alcohol Abuse and Alcoholism. DHHS Pub. No.
(ADM)89-1626. Rockville, MD: U.S. Department of Health and Human
Services, Public Health Service, Alcohol, Drug Abuse, and Mental Health

Administration, 1989.
AUTHOR

William Butynski, Ph.D.

Executive Director

National Association of State Alcohol and Drug Abuse Directors, Inc.
Suite 520

444 North Capitol Street, N.W.

Washington, DC 20001

52



Do More. . . and Do It Better:
Staff-Related Issues in the Drug
Treatment Field That Affect the
Quality and Effectiveness of Services

John S. Gustafson
INTRODUCTION

Drug treatment programs in the United States are straining to meet two equally
pressing demands: Do more and do it better. The urgency of these
requirements has escalated as a direct result of several dramatic societal
trends, including the spread of acquired immunodeficiency syndrome (AIDS),
the “crack” epidemic, and the increase in homeless persons, mentally ill
chemical abusers, and substance abusers who are parents.

Although much emphasis at the Federal and State levels has been placed on
the expansion of services for individuals with acute needs, there also is
widespread recognition of the need to ensure the quality and effectiveness of
services being provided. The compelling pressure to expand services and
create new treatment slots to accommodate more people has overshadowed
the need to step back and examine (1) the present-day problems faced by
individual drug treatment providers, program administrators, counselors, and
line staff and (2) the challenges presented to the substance abuse field by the
mandate to do more and do it better.

This chapter highlights some prominent and critical staffing issues in the drug
treatment field that affect the quality and effectiveness of services rendered.
This examination touches on the following issues:

1. Program staff recruitment and retention problems

2. The need for credentialing of persons providing substance abuse services
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3. Capital improvement needs as they relate to facility maintenance,
provision of services, and staff morale

4. Dealing with persons with AIDS and human immunodeficiency virus (HIV)
5. Staff training and development

By remaining sensitive to and addressing the needs, problems, and issues
faced by drug treatment program staff, Federal and State policymakers and
service regulators make an important investment in the efficacy of the system.

PROGRAM STAFF RECRUITMENT AND RETENTION PROBLEMS

In recent years, much concern has been expressed over difficulties in recruiting
and retaining substance abuse treatment program personnel. Precise and
current data on the problem at the national level are severely limited. The most
“contemporary” perspective on staffing patterns in the United States is found in
the 1982 National Drug and Alcohol Treatment Utilization Survey (NDATUS)
carried out by the National Institute on Drug Abuse (NIDA) (1982). The survey
showed that there were 3,381 paid staff separations from the reporting drug
abuse treatment units for October 1980 through September 1982. When
viewed against a total full-time paid staff work force of 13,130 the level of staff
turnover becomes apparent. The paid staff categories experiencing the largest
number of separations were counselors, administrative or support staff, and
counselors who were credentialed and/or had a counseling degree. NIDA plans
to include staffing data again in the 1989 NDATUS.

On this subject, it is generally acknowledged by the New York State Division of
Substance Abuse Services and practitioners in the field that unless an effort is
made to improve the salaries and benefits of frontline clinical staff, our
treatment system will deteriorate to where it will be impossible to attract
qualified personnel. Ultimately, client services will suffer. This assessment is
not unlike conclusions reached by other State drug authorities and drug
program personnel.

In cooperation with local service providers, the Division recently carried out a
survey of all its funded treatment programs on this issue (Kott and Watkins
1989). Specifically, the survey was conducted in an effort to (1) determine the
range of current staff salaries for selected critical staff positions (e.g.,
paraprofessional counselors, social workers, and medical doctors), (2) identify
the extent of staff recruitment and retention problems and the causes thereof,
(3) determine the comprehensiveness of fringe benefit packages offered by
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drug treatment programs, and (4) determine the costs to the Division of raising
salaries and fringe benefits to reasonable levels if necessary.

The survey revealed that across the State salaries were unacceptably low. The
most serious recruitment problems experienced by Division-funded treatment
programs lay in the paraprofessional counselor, vocational specialist, bachelor's
degree-level counselor, and social worker positions. By far, the worst retention
problem existed among the paraprofessional counselors where 70 percent of
the programs reported such difficulties. Shortages of qualified candidates,
although apparent for all positions, were particularly acute among the
paraprofessional counselors and social workers. Of the 2,165 full-time
equivalent positions reported by these treatment programs, 276 (13 percent)
were vacant, 109 (5 percent) for more than 6 months.

Reasons for high turnover other than salary structure, cited by treatment
programs and identified below, point out other areas of remediation that need to
be addressed to attract and retain qualified staff:

1. Inadequate fringe benefit packages

2. Reluctance of program job applicants to work with drug abusing
populations

3. Location of drug treatment programs in less desirabie areas

4. Shortage of job candidates with relevant experience and qualifications

5. Fear of AIDS

Conclusions reached by the survey/report indicate that drug programs
traditionally have been at a disadvantage when competing for qualified clinical
staff. The primary factors that put drug programs low on the list of places that
counselors and other clinicians want to work are the negative stereotype of drug
abusers, the location of treatment programs in lower socioeconomic
neighborhoods, and recently, the AIDS epidemic. Perhaps the most negative
aspect of employment in drug programs is the low salaries paid to substance
abuse workers. As a result, the best counselors/clinicians seek jobs elsewhere.
Less qualified staff accept jobs in drug treatment programs, receive experience
and training to improve their skills, and within a year or two leave for jobs in
government or other social service agencies where the salaries are significantly
better.
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These problems are not unique to New York State but mirror a problem of
national scale and significance. Given that staff turnover results in low staff
morale, disruption of services, lack of client progress, untimely termination of
clients, and other management and compliance problems, it is paramount that
local staffing needs to be addressed and remedied.

NEED FOR CREDENTIALING

The pros and cons of developing counselor credentialing systems have
received considerable discussion over the years. In her review of counselor
credentialing issues, Dr. Felice Schulman-Marcus notes that

On one side are those who contend that credentialing will lead to
improved client care, greater professionalism, and eventually third
party payments. On the other side are those. who feel that while there
may be some benefits, these are outweighed by the effort and financial
commitment that would be required to develop and operate such a
system (Schulman-Marcus 1986, p. 1).

The trend in the drug field nationally, however, has been toward the adoption of
credentialing. Certification is the most commonly used method of credentialing
drug counselors because this is viewed as a better method of recognizing the
nontraditional learning and work experience in the field. Many States are
establishing consortiums to standardize aspects of their systems and grant
reciprocity. On a local level, the question of credentialing substance abuse
counselors has received renewed attention with the implementation of a system
for credentialing alcoholism counselors. Many in the drug prevention and
treatment system advocate a comparable system so that they too can receive
the recognition attached to credentialing. These factors have combined to
create an added impetus to define the elements unique to the areas of
substance abuse counseling and to set up a process to measure and recognize
the qualifications of workers in the field.

According to Schulman-Marcus, proponents of credentialing contend there are
several important benefits that support the worth of such systems. They view
credentialing as an effective means to:

1. Ensure a qualified work force that can provide professional services to
clients

2. Increase feelings of professionalism among substance abuse workers,

leading to greater job satisfaction, improved performance, and less staff
turnover
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3. Upgrade the status of the substance abuse field in a society where
credentials are viewed as equivalent to competency

4. Provide recognition to substance abuse workers who have acquired
valuable skills through nontraditional means and work experience

5. Convince third-party payers to provide reimbursement for substance abuse
treatment

6. Increase the career mobility for substance abuse workers by making it
easier for them to enter other human service fields (Schulman-Marcus
1986, p. 4)

In recognition of the complexities of substance abuse and the need for
expertise in the provision of substance abuse services, the Division established
a credentialing advisory board, composed of service provider representatives,
health and mental health professionals, and members of the general public, to
review the subject of credentialing for substance abuse specialists and to
provide recommendations for the development of a credentialing system.
Based on the advisory board’s recommendations, the Division recently
published proposed standards and requirements for the credentialing of
substance abuse specialists who provide direct client services, including
counseling, assessment, referral, and prevention and education. Under the
proposed system, individuals who meet minimum eligibility requirements
(education, experience, character, and competence) would qualify to take the
necessary written and oral exam for the credentialing, which would remain valid
for 3 years. Renewal would be dependent on completion of a minimum number
of education and/or training hours.

Importantly, our proposed credentialing system supports the delivery of services
by former substance abusers and recognizes the contributions they make to the
field. Program graduates are vivid proof that treatment works: through their
personal experience with the perils of drug abuse, they provide a powerful
message, which is demonstrated by the valuable role played by former abusers,
for example, in AIDS outreach efforts to intravenous (IV) drug users, which is
described in New York State’s Five-Year Interagency AIDS Plan:

The subculture of IV drug users has been historically difficult to engage
in education and drug treatment due to a lifestyle outside of the
mainstream of society, distrust of government and fear of arrest for
engaging in illegal behavior. Knowledge, Attitude and Behavior (KAB)
studies involving IVDUs demonstrate the need for outreach conducted
by indigenous counselors who speak the language, know the drug
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culture and can blend in with street activity with minimal disruption.
These ex-addict counselors interact with targeted groups to gain their
trust and provide one-to-one education (New York State 1989, pp. 41-
42).

CAPITAL IMPROVEMENT NEEDS

The poor physical working environment of some drug programs is also a factor
affecting their ability to attract and retain qualified personnel and has serious
and negative consequences on the morale of program staff. It is increasingly
obvious that the infrastructure of the drug treatment system needs to be shored
up, if only to maintain existing services delivery. Many community-based
treatment facilities are in dire need of physical plant renovation. Over the past
decade, increased funding for treatment was used to create additional slots at
the expense of the capital improvement needs of programs. Existing facilities in
many instances are old, are in poor repair, and have large deferred
maintenance needs. Without a significant capital rehabilitation effort-one that
is supported and not hindered by Federal regulation such as that governing the
Alcohol, Drug Abuse, and Mental Health Administration (ADAMHA) block
grant—the treatment system is in danger of further deterioration.

Physical plant problems pose serious challenges to the continued expansion of
this Nation’s treatment capacity. It is evident that additional capacity can only
be built with new capital investment at present sites, together with the
identification of new sites and provision of substance abuse treatment services
at nontraditional locations.

DEALING WITH PERSONS WITH AIDS AND HIV INFECTION

Certainly, AIDS has changed substance abuse treatment programs in very
significant and basic ways. The range of services and personnel required to
meet the needs of the individual in treatment demands that programs offer more
linkages to primary health care, medical treatment, social services, housing,
and other needs. The difficulty of talking with clients about AIDS-related issues
and behavior change means that an enriched counselor-to-client ratio is needed
and that intensive staff training needs to take place. The demand for qualified
staff in an underpaid field where there is already a shortage of personnel further
exacerbates the situation.

The Division has been engaged in several AIDS initiatives related to staff
development needs and issues. This involvement, for example, has included
the development of an AIDS prevention and risk reduction model for treatment
programs known as the “Comprehensive AIDS Risk-Reduction Effort”
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(C.A.R.E.) (Bixler et al. 1987). The model not only stresses the need for
behavior change among drug treatment clients and their sexual partners who
engage in high-risk drug and sexual behavior but also provides a framework for
program administrators to deal with AIDS and substance abuse and its
consequence on the relationship between drug counselors and clients. The
model promotes an administrative policy that recognizes that clients and staff
need the reassurance that, if they come down with AIDS, they will not be
abandoned by their program. Staff education and training also are strong
components of the overall C.A.R.E. approach.

The Division also has been involved with the funding and placement of AIDS
coordinators in community-based treatment programs. Individuals in these
positions are responsible for providing education and training to clients and
staff, initiating AIDS support groups, providing case management services, and
acting as liaisons with appropriate service agencies. The coordinators also
ensure that treatment programs function as community centers for AIDS
prevention and oversee the delivery of crucial risk-reduction information to
affected individuals and their families.

Efforts to control the spread of AIDS and HIV infection have also led to several
innovative and exciting outreach programs that target IV drug users who
typically shun the traditional delivery of services and assistance. One such
effort is the AIDS Prevention Training for Intravenous Drug Abusers Paroled
from Prison (ARRIVE) project developed by Narcotic and Drug Research, Inc.
The primary purposes of this 3-year research and demonstration project,
supported by NIDA, are to develop, implement, and evaluate an AIDS
prevention training program for parolees with histories of IV drug use (Wexler,
personal communication, 1989). The primary goals are as follows:

1. Prevent relapse to IV drug use and associated AIDS risk behaviors
2. Help parolees become productively reintegrated into the community

3. Create a network of trained persons with appropriate life experience who
will be of service to their communities in AIDS prevention

Participants in the project take part in an 8-week, 48-hour, 24-session training
program. Areas covered include defining HIV, AIDS, and AIDS-related
complex; AIDS transmission, prevention, and risk reduction; AIDS, condom use,
and drug paraphernalia: needs of AIDS victims and those at risk; clinical
symptoms of AIDS; issues involved with HIV testing and interpretation of test
results; defining and creating a support group; anxiety and stress reduction
methods; dealing with anger and powerlessness; recognition of and responses
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to depression; approaches to drug relapse prevention; and differentiating
between abstinence and recovery. The ARRIVE training program also offers
participants an opportunity to be tested for HIV (on a free, confidential, and
voluntary basis) as well as job readiness preparation for employment in the
AIDS prevention/outreach field. This program has considerable potential for
assisting a population that is a potentially dangerous AIDS vector.

STAFF TRAINING AND DEVELOPMENT

When you consider the goal of meeting “treatment on demand” as
recommended by the chairman of the Presidential Commission on the Human
Immunodeficiency Virus Epidemic (Watkins 1988) the necessity for
comprehensive staff training and development activities is evident. Among the
recommendations, the chairman notes the following:

A significant increase in trained personnel will be necessary in order to
implement new programs (32,000 individuals will have to be enlisted
into joining the ranks of drug abuse workers). Staff training should be
enhanced through developing new programs at community colleges,
universities, vocational and technical schools offering internships in
existing drug programs, and training of ex-addicts. Federal leadership
is needed in the development of model curricula for training programs
as well as establishing drug abuse prevention, treatment and research
as viable and rewarding professions (Watkins 1988, p. 10).

Training has demonstrable benefit in other areas as well, such as upgrading the
skills and knowledge base of existing drug treatment personnel and providing
workers in allied human service agencies with an understanding of substance
abuse. Training also is a common element in credentialing systems.

In New York State, the Training Institute—under contract to the Division—
provides more than 36 training programs to personnel working with clients who
have substance abuse problems (Narcotic and Drug Research, Inc. 1989).
They address such areas as individual, group, and family counseling; different
treatment populations; chemotherapy issues; general substance abuse issues;
program management; staff and trainer development; and drug abuse
prevention. Importantly, academic credit and/or continuing education units are
available for many of the training programs offered by the Institute.

In terms of long-range plans, the Training Institute is contemplating a training
delivery model based on a systems rather than a generic approach. This
assessment is based on the Institute’s extensive work with AIDS and IV drug
use curriculum development as well as the recognition of the multiplicity of
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needs faced by distinct service provider groups. Curriculums, training courses,
manuals, and related items would therefore be developed and delivered for
specific systems such as methadone maintenance, residential therapeutic
communities, and school-based and community-based prevention programs.

CONCLUSION

In 1988, $2.1 billion from all sources was expended to provide for alcohol and
other drug abuse services (Butynski et al. 1989). Of this amount, State funding
accounted for nearly $910 million, and local funding accounted for $191 million.
The Federal Government, through ADAMHA and Alcohol and Drug Abuse
Treatment and Rehabilitation block grants, contributed almost $355 million.

With the passage of the 1988 Anti-Drug Abuse Act (Public Law 100-690),
Federal responsibilities have increased due to new data collection mandates,
technical assistance requirements, and additional treatment outcome studies. It
is hoped that, as the new provisions of the act are implemented, the Federal
Government, via ADAMHA and NIDA, will again take a position of national
leadership in assisting the States and local communities to expand and improve
drug abuse treatment services.

Generally, new funding for drug abuse treatment is specifically identified for
capacity (“slot”) expansion. Programs’ contractual capacities can continue to be
increased, but unless staffing problems are resolved, additional clients will not
be able to be served. Specific funds must be earmarked to address salary and
fringe benefit increases, training programs, an internship system with colleges
and universities, and maintenance and renovation of deteriorating facilities. We
must “get our house in order” if we are to provide effective, quality services to
those desperately in need of help. Although some States may individually
assess the impact of expanding drug treatment capacity on the workload of
existing program staff and the need to attract and retain additional qualified
personnel, a national perspective on the problem is lacking. This void
represents an excellent opportunity for ADAMHA and NIDA, in conjunction with
the States, to provide the national leadership that is critically needed.
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Outpatient Drug Abuse Treatment
Services, 1988: Results of a National
Survey

Richard H. Price, A. Celeste Burke, Thomas A. D’Aunno,
David M. Klingel, William C. McCaughrin, Jane A. Rafferty,
and Thomas E. Vaughn

INTRODUCTION

The Nation’s system of outpatient treatment for drug abuse is undergoing large
systemic changes that have important implications for the organization and
effectiveness of outpatient drug abuse treatment. Two major changes are of
particular significance: (1) the movement of outpatient drug abuse treatment
services into the mental health sector and the health care system in general
(Drug Abuse Policy Office 1984) and (2) the shift of drug abuse treatment from
Federal to State control (Tims 1984). These changes in the environment
influencing outpatient drug abuse services affect the way in which services are
delivered and may ultimately shape treatment efficiency and effectiveness
(Burke et al. 1983; D’Aunno and Price 1985; Price and D’Aunno 1984).

From a policy perspective, these changes have important implications for the
effectiveness of drug abuse treatment (Hubbard et al. 1983, 1984; Jaffee 1984;
Senay 1983, 1984). For example, a 1984 national survey of drug-free
outpatient treatment addressed the question of the appropriateness of the
community mental health center for the delivery of this treatment (Burke et al.
1983). Jaffee (1984) and Frances (1988) observed that a substantial portion of
drug abuse patients show signs of psychopathology and depression in
particular. Will drug abuse treatment delivered in the mental health system be
more responsive to multiproblem patients with both drug abuse and mental
health problems or will one set of problems receive undue attention at the
expense of the other?

A second set of questions is raised by the passage of the Omnibus

Reconciliation Act of 1981, which dramatically changed the way Federal support
is provided to drug abuse treatment. The act provides that alcohol, drug abuse,
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and mental health block grants be administered by individual States rather than
by the National Institute on Drug Abuse (Tims 1994). In outpatient treatment
programs, this shift to State authority may provide the opportunity for better
coordination of outpatient drug treatment at the State level.

These changes in the drug abuse treatment system and their relationships to
treatment can be understood in the context of a framework that relates the
organizational environment of treatment programs, including funding sources,
licensing authorities, and referral sources, to changes in the treatment
organizations themselves. These organizational changes may in turn affect the
relationship between clients and treatment organizations and ultimately have an
impact on the effectiveness of treatment itself (D’Aunno and Price 1985; Price
and D’Aunno 1994; Friedman and Fulop 1988). This current national survey of
outpatient drug abuse treatment organizations provides an opportunity both to
monitor changes in the treatment system and to examine differences in
outpatient drug abuse treatment services that are associated with differences in
organizational affiliation. These differences include (1) the context of service
delivery, including services provided in hospital settings, mental health settings,
and other human service settings, and (2) differences in treatment modality,
particularly methadone outpatient treatment programs, compared with those in
drug-free outpatient programs.

In 1987 a research team convened a major policy review meeting (Price et al.
1987) that involved experts in the outpatient drug abuse treatment sector
(including authorities on service provision), representatives of the health
insurance industry, and authorities on the treatment system from the public and
private sectors as well as from methadone and drug-free programs. This policy
group was asked to address major questions concerning current and
anticipated changes in the outpatient drug abuse treatment system: changes in
the composition of the client population requiring treatment, problems and
needs in terms of access and availability, and several other critical questions.
Among the client needs identified were increased access to care, higher quality
treatment, relapse prevention, better trained personnel, and concern with the
special needs associated with comorbidity due to AIDS and psychopathology.

This chapter provides an initial response to some of the questions and concerns
raised by this policy group as well as the first opportunity to report the results of
the National Drug Abuse Treatment System Survey (NDATSS). These initial
data contrast services delivered in different organizational settings (hospitals,
mental health centers and other human service organizations, and drug-free
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versus methadone outpatient treatment programs) by addressing the following
questions:

. Who is receiving outpatient drug abuse treatment services, and where are
clients coming from? This information concerns not only the demographic
characteristics of clients but also the nature of drug problems encountered
by clients in the outpatient treatment system. This chapter examines the
sources of referrals to outpatient treatment, because some referral sources
may be heavily represented, whereas other potential referral sources may
refer few clients to the outpatient treatment system.

. What do outpatient treatment services look like? These data focus on a
variety of characteristics of treatment services and how they vary across
major dimensions of the treatment system. This concerns the nature of
staffing in the treatment system and how units vary in terms of the
credentials of their staffs (e.g., professional certification and training and
years of education). This chapter also describes treatment services as the
client progresses through the system, that is, an examination of the client's
career beginning with diagnostic services to an identification of core
treatment services and the availability of special or additional services. At
the end of the clients career, of course, the nature of referral patterns from
outpatient drug abuse treatment to other treatment or aftercare facilities
also are examined in this chapter.

. What are the reported outcomes of treatment? This survey is primarily
descriptive in nature and cannot provide data of the sort obtained in
controlled clinical trials. However, respondents were asked about a range
of treatment outcomes that they believe are being achieved in their
treatment programs. This chapter reports these outcomes and
respondents’ perceptions of the degree to which treatment goals are being
met.

. What efforts are being made to increase the effectiveness or quality of
treatment? Scientific information from clinical trials is one ingredient for
improving the effectiveness of the outpatient drug abuse treatment system.
However, licensing and quality assurance efforts are also under way to
improve the quality of treatment in the outpatient drug abuse sector just as
they are in the health sector in general. Information is reported from a
national sample of treatment programs on licensing as well as quality
improvement efforts and licensing requirements aimed at providing and
maintaining the quality of treatment.
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. What do outpatient drug abuse treatment personnel believe about the
ingredients of effective treatment? Existing beliefs about what constitutes
effective treatment, whether derived from clinical experience, scientific
findings, or the ideological doctrines of various groups, may well affect
clinical practice in the treatment system. For example, Friedman and
Glickman (1987) found some beliefs about effective treatment that were
negatively correlated to treatment effectiveness. This chapter reports
respondents’ beliefs about what makes clients ready for treatment, about
appropriate qualifications of treatment personnel, and about the critical
ingredients of effective treatment.

METHOD
National Sample of Outpatient Drug Abuse Treatment Programs

The Survey Research Center of the Institute for Social Research at the
University of Michigan has developed the sampling frame for NDATSS. The
sampling frame is a composite list of the names, addresses, and telephone
numbers of approximately 8,500 drug abuse treatment programs across the
United States. The frame is a large-scale, first-phase probability sample that
has been compiled from available national lists and State and local directories
and through contacts with local health officials. Each drug treatment program in
the frame has been included with a known probability. Programs are cross-
classified by public/private status, treatment modality (methadone or drug-free),
and organizational affiliation—mental health center, hospital, or other human
service organization.

The national frame was developed through the integration of four separate lists:
(1) a national list of methadone treatment programs, (2) a national list of
hospital-based drug treatment programs, (3) a comprehensive list of drug
treatment programs developed for the 84 primary sampling units (PSUs) of the
Survey Research Center's 1980 national sample design, and (4) a national one-
in-three subsample of program listings from directories supplied to the Survey
Research Center by the 50 states. The four component lists, which have been
integrated to form the national sampling frame for outpatient drug treatment
programs, are described briefly below.

National List of Methadone Treatment Programs. The source of the
computerized national list of methadone treatment programs is the listing
published by the 1984 National Alcohol and Drug Abuse Treatment Program
Inventory (NADATPI) directory, which was supplemented with additional
methadone programs identified through screening of the sample program
listings from the Survey Research Center national list and the one-in-three at-
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large sample of programs from the State directories. Approximately 580
methadone program listings are included.

National List of Hospital-Based Drug Treatment Programs. A national list of
hospital-based, drug-free (nonmethadone) treatment programs was directly
derived from the 1984 NADATPI directory, including approximately 1,020
program listings, each of which was included in the composite national frame
with certainty.

Comprehensive List of Drug Treatment Programs for the PSUs of the
Survey Research Center’s 1980 National Design. To achieve a probability
sample of the Nation’s private drug treatment programs, a two-stage sample
design was used. A primary-stage sample of standard metropolitan statistical
areas (SMSAs) and counties was drawn, followed by a second-stage sampling
of drug treatment programs within selected PSUs. For this design, the chosen
PSUs are the 84 PSUs of the 1980 Survey Research Center national sample.
Within each of the 84 national sample PSUs, surveyors created a complete
listing of all drug treatment programs currently operating within the sample
SMSA or county. All known listing sources were extracted from existing lists;
yellow page listings from telephone service areas were added; and all data
were collated into a single combined list with obvious duplicates removed.
Furthermore, printed listings were mailed to county senior health officers for
review. Cooperation on the part of county health officers and staff was
excellent. At the completion of this process, this list contained approximately
5,200 listings.

National One-In-Three Subsample From State Directory Lists. The center
contacted State officials in each of the 50 states to obtain a current statewide
directory of drug treatment programs. All states but one (Georgia) provided a
directory of current programs. A total of 2,100 programs are included in this list,
and a one-in-three sample of program listings was selected for the national list
frame.

Integrating the Multiple Lists To Form a National Sample Frame of Drug
Treatment Programs. A two-step procedure was used to integrate the multiple
lists into a single, comprehensive national frame for the sampling of outpatient
drug abuse treatment programs. After merging and identifying obvious
duplicates, each program listing was assigned its correct total inclusion
probability based on the separate probabilities of its inclusion on one or more of
the four overlapping lists.

Telephone Screening Procedure. Based on the sampling frame, 2,442
programs were screened by telephone to ascertain their eligibility for the study.

67



Units were considered eligible if (1) they defined themselves as an outpatient
substance abuse treatment unit, (2) the majority of their clients were outpatient
substance abuse clients, and (3) they did not exclusively serve alcohol clients.
Each program was contacted to determine its public/private status, treatment
modality, and organizational affiliation—mental health center, hospital, or other
human service affiliation. These programs were then reassigned to strata in the
sample based on the screening information provided. Based on this screening
information, outpatient drug abuse treatment programs were interviewed as
shown in table 1. (These data are based on all respondents in the national
sample. Weighted data to better reflect national representativeness will be
used in forthcoming reports.)

TABLE 1. Outpatient drug abuse treatment system survey: treatment units
responding by treatment modality and organizational context

Organizational Context

Treatment Mental Health

Modality Center Hospital Other Total
Methadone 17 34 74 125
Drug-Free 134 96 214 444
Total 151 130 238 569

Design and Development of the National Drug Abuse Treatment System
Telephone Survey

The national telephone survey of outpatient drug abuse treatment programs
involved the development and administration of two different interviews.
Typically, one survey was administered to treatment unit directors and the other
to clinical supervisors in the units. For the most part, the director's survey
focused on the relationship of the treatment unit to key actors and organizations
in the treatment organization’s environment. The clinical supervisor's survey
covered topics that concern the actual delivery of treatment services.
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The director’'s survey began with a brief section on unit history and mission
followed by questions on unit funding, licensing and accreditation, treatment
unit data collection on clients, evaluation and client monitoring, collaboration
and competition with other treatment organizations, relationships between the
treatment unit and any parent organization, recent programmatic changes in the
unit, and questions about respondent demographics.

The clinical supervisor's survey began with questions about referral sources to
the treatment unit and organizations to which the unit referred clients, followed
by information about treatment unit staff and staff relations and patterns of
treatment, including information about client assessment, types of services
delivered, special outpatient programs or services, treatment goals, and
perceived treatment outcomes. In addition, clinical supervisors were asked
about client characteristics, both in terms of client demographics and patterns of
substance use. Finally, respondents were asked about their own demographic
characteristics.

Two pretests were used to refine these interviews before the actual field
interview period. The two separate interviews in the survey averaged about 90
minutes each to complete. Respondents seemed to be highly motivated,
expressed interest in the survey, and often took considerable time to calculate
figures or refer to reference materials or reports to enhance the accuracy of
their responses. Overall, the refusal rate was low. The result was that 82
percent of the eligible units agreed to participate. The telephone survey
produced 530 completed pairs of interviews.

RESULTS OF THE 1999 OUTPATIENT DRUG ABUSE TREATMENT
SYSTEM SURVEY

In providing preliminary answers to the five questions introduced earlier, overall
results are sometimes reported for the entire sample. The answers to survey
questions, which often differ sharply depending on whether methadone or drug-
free treatment is being described or whether the outpatient treatment unit is
located in a mental health center, hospital, or some other setting, highlight
differences in treatment practices that emerge when treatment modalities are
contrasted or when treatment in different organizational contexts is compared.

For the purposes of this report, methadone units are defined as those reporting
at least 50 percent of their current outpatient substance abuse treatment clients
as methadone clients. The remaining units are designated as drug-free
treatment units. In assessing differences in clients and treatment patterns
associated with different organizational contexts, the sample is divided into units
delivering services in mental health centers, hospitals, and other organizational
contexts.
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Who Is Receiving Outpatient Drug Abuse Treatment Services, and Where
Are Clients Coming From?

Respondents were asked to estimate the percent of outpatient clients over the
past complete fiscal year with different types of substance abuse problems
(table 2). For the entire sample, an average unit client caseload of
approximately 715 outpatient clients was seen in the last complete fiscal year;
42 percent had alcohol problems as their primary problem, and 53 percent had

drug abuse as their primary problem. Across the entire outpatient drug

TABLE 2. Percent of outpatient substance abuse treatment unit clients
reported to have various drug problems

Organizational Context Mental Health Hospital Other Total
Center Sample
Treatment Modality Meth® DF® Meth DF Meth DF Mean NC
Primary Problem
Alcohol 16.8 52.8 10.9 58.3 8.0 465 416 536
Drug abuse 856 376 934 357 915 467 531 537
Type of Drug Abuse
Heroin 734 75 73.8 5.2 78.0 8.8 23.7 530
Nonprescription methadone 7.2 1.7 10.4 1.0 6.4 1.2 2.7 522
Opiates or synthetics 27.7 9.9 24.9 6.2 18.4 8.6 11.5 522
Barbiturates 9.5 6.7 7.0 7.5 7.3 6.8 71 525
Other sedatives 11.5 8.1 7.1 8.9 8.6 8.7 8.6 523
Cocaine (other than crack) 40.2 208 353 270 329 263 27.1 526
Crack 18.7 11.4 14.4 12.5 13.7 13.9 13.2 509
Amphetamines 11.6 11.9 54 11.0 7.5 114 10.5 527
Quaaludes 4.8 24 1.8 2.2 22 2.7 2.5 516
Over-the-counter drugs 17.7 6.5 5.6 7.9 3.9 7.7 71 517
Inhalants 2.3 2.7 1.3 5.0 1.1 3.2 2.9 523
Tranquilizers 27.0 11.0 18.7 121 18.9 10.2 13.0 519
PCP 35 24 1.8 3.2 2.7 44 3.3 523
Marijuana or hashish 45.1 399 451 37.6 31.1 452 408 532
LSD 3.5 45 1.8 5.6 1.7 5.3 4.4 522
Other hallucinogens 3.3 2.8 1.8 4.1 1.0 2.5 25 516
Multiple drugs 69.8 493 557 535 504 572 541 526
Other 21.2 4.3 8.4 6.1 6.0 4.9 5.8 526

@ Methadone treatment unit with 50 percent or more methadone clients
b Drug-free treatment unit with less than 50 percent methadone clients
° Number of outpatient substance abuse treatment units responding to the item

SOURCE: Price et al. 1988.
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treatment system, respondents reported that 54 percent of their clients had
multiple drug problems. Furthermore, 41 percent of outpatient clients were
reported to have marijuana problems, 27 percent cocaine problems, 24 percent
heroin problems, 13 percent crack abuse problems, and 13 percent tranquilizer
abuse problems.

As might be expected, the types of drug abuse problems reported differed
strikingly when comparing methadone with drug-free programs. Methadone
programs tended to have markedly fewer clients with alcohol as the primary
problem; more heroin problems: more problems with nonprescription
methadone, cocaine, and tranquilizers; but fewer clients with amphetamine or
LSD problems. More clients who tested positive or were diagnosed to have
AIDS were found in hospital treatment settings, and mental health centers
tended to have fewer clients whose primary problem was drug abuse.

Overall, survey data on client demographics (table 3) indicated that two-thirds of
clients being served were male, 11 percent were Hispanic, and 19 percent were
black; 78 percent of the sample was 39 years or younger. Clients in methadone
programs tended to be older, Hispanic or black, or HIV positive or diagnosed to
have AIDS. Furthermore, although 2.5 percent of all clients were estimated to
test positive for HIV across the entire sample, the estimate in methadone
programs was 7 percent versus 1 percent in drug-free programs.

Respondents were asked the extent to which their treatment unit received
referrals from many different sources (table 4). Here again, differences
according to treatment modality and organizational context were striking in
some cases. For example, when comparing the referral patterns of methadone
programs to those of drug-free programs, methadone programs received
markedly more self-referrals or referrals from friends and received far fewer
referrals from human service agencies. This finding, of course, is open to
several interpretations. Either methadone clients are not initially connected to
human service agencies and therefore are not referred to treatment by them or
human service organizations are less likely to know where to refer clients with
opiate addiction problems. This also may suggest the need for more
aggressive outreach by methadone units and a need for increased treatment
capacity. Clearly this is a question open to further research.

Organizational context also plays a role in referral patterns to drug treatment
units. For example, hospitals reported significantly fewer referrals from a range
of human service agencies, including courts, the police, schools, and
departments of social services, and more referrals from physicians.
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What Outpatient Treatment Services Look Like: Staffing, Diagnosis, and
Treatment

On the average, outpatient treatment units tended to be fairly small, with about
13 treatment staff members in methadone units and about 9 in drug-free units.
The educational background of staff in methadone units tended to be
characterized by medical backgrounds, especially registered nurses and
physicians (table 5). Methadone units also tended to have fewer Ph.D.s fewer
master's degree-level staff members, and fewer staff members with substance
abuse treatment certification or training.

TABLE 3. Percent of outpatient substance abuse treatment unit clients by
gender, ethnicity, and age

Organizational Context Mental Health Hospital Other Total
Center Sample

Treatment Modality Meth® DF® Meth DF Meth DF Mean N°
Gender

Males 61.1 68.7 645 68.1 626 659 66.3 542
Females 389 313 355 319 374 341 33.7 542
Ethnicity

American Indian or

Alaska Native 1.1 4.1 04 2.6 0.5 3.8 2.9 530
Asian or Pacific Islander 0.9 0.6 0.3 1.2 1.1 1.3 1.0 530
Hispanic 11.6 76 227 8.8 18.4 9.3 11.0 530

Black (not of Hispanic origin) 20.8 18.5 25.3 14.7 26.8 17.8 19.3 530
White (not of Hispanic origin) 65.7 69.3 51.2 72.9 53.2 67.9 65.9 530

Age
\g(ounger than 20 years 3.7 16.4 4.3 15.3 1.9 19.2 14.3 531
20-29 years 228 340 345 313 314 348 332 531
30-39 years 412 291 421 285 435 261 30.9 531
40-49 years 224 12.7 12.7 14.7 16.5 12.1 13.6 531
50-64 years 6.3 5.9 5.7 7.7 5.7 5.7 6.1 531
65 or older 34 2.1 0.7 2.6 1.1 2.1 2.0 531

@ Methadone treatment unit with 50 percent or more methadone clients
® Drug-free treatment unit with less than 50 percent methadone clients
° Number of outpatient substance abuse treatment units responding to the item

SOURCE: Price et al. 1988.
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TABLE 4. Extent to which the outpatient substance abuse treatment unit
receives referrals from various sources

Organizational Context Mental Health Hospital Other Total
Center Sample
Treatment Modality Meth® DF® Meth DF Meth DF Mean N°

Referral Source
Vocational rehabilitation

centers 1.6 2.0 14 1.6 1.6 1.9 1.8 553
Courts 2.9 3.9 2.3 3.3 2.7 3.9 35 553
Hospitals 25 2.8 3.0 3.1 25 2.7 2.8 553
Private clinics 2.5 2.3 2.1 24 2.3 2.2 23 552
Physicians 24 2.4 2.3 2.8 2.1 2.2 2.3 553
Departments of social services 2.8 29 2.6 24 2.3 29 2.7 550
Mental health agencies 2.9 3.1 21 2.6 2.3 2.7 2.7 5562
Employee assistance programs 1.7 2.4 1.7 2.8 1.9 25 24 552
Police 2.1 2.4 1.4 1.9 1.8 2.1 2.1 553
Schools 1.7 2.7 1.3 2.3 1.5 2.8 24 553
Churches 1.8 1.9 1.3 1.7 14 1.9 1.8 553
Self-referrals 4.2 3.6 4.4 3.6 4.2 34 3.7 552
Friends of clients 3.3 3.1 3.5 3.3 3.6 3.2 3.3 552
Family of clients 3.0 3.3 2.8 3.4 3.1 3.3 3.2 552
Other 1.8 1.8 1.7 2.1 14 2.0 1.9 529

KEY: 1 = no extent, 2 = little extent, 3 = some extent, 4 = great extent, 5 = very great extent

@ Methadone treatment unit with 50 percent or more methadone clients
® Drug-free treatment unit with less than 50 percent methadone clients
° Number of outpatient substance abuse treatment units responding to the item

SOURCE: Price et al. 1988.

As expected, staffing differences can also be observed in units embedded in
different organizational contexts. Mental health centers tended to have the
most highly educated staff members and those with the most months of
substance abuse training. Mental health centers also tended to have fewer ex-
addicts as staff members. Treatment units that are either free-standing or
embedded in human service organizations other than hospitals and mental
health centers tended to have lower levels of educational qualifications among
their staff and more part-time staff.

Diagnostic procedures and client assessment procedures also varied
considerably by modality and organizational context of the unit (table 6). For
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TABLE 5. Description and qualifications of outpatient substance abuse

treatment staff

Organizational Context Mental Health Hospital Other Total
Center Sample
Treatment Modality Meth® DF® Meth DF Meth DF Mean N
Employment Status
All unit's staff
(average number per unit)
Full-time paid staff 13.0 8.6 13.9 8.1 16.6 9.1 10.3 549
Part-time paid staff 2.8 1.7 24 24 4.1 2.6 25 550
Consultants and independent
contractors 1.3 1.8 1.0 1.8 22 2.0 1.9 546
Volunteers 0.1 1.8 0.2 34 0.4 1.7 1.7 549
Educational Background
Treatment staff only
(average percent of staff)
Ph.D. as highest degree 1.8 6.4 3.2 7.3 4.1 6.2 59 547
M.D. or D.O. 16.0 9.5 15.7 9.6 135 6.9 9.7 547
Master's degree 26.9 451 224 389 19.7 334 343 547
Bachelor's degree
(excluding R.N. degree) 119 218 17.2 175 253 278 232 547
R.N. 16.6 3.1 22.9 4.9 13.6 3.1 6.4 547
Fewer than 4 years of college
or associate degree
(excluding R.N. degree) 16.2 10.9 124 15.8 17.3 14.7 14.3 547
High school diploma or less 10.5 3.2 6.2 6.0 6.5 7.9 6.3 547
Percent of Treatment Staff Who
Are Ex-Addicts or Recovering
Alcoholics 94 268 9.6 371 96 338 273 540
Training and Certification
(average percent of staff)
Specialized training in
substance abuse treatment 65.8 77.7 56.4 740 551 718 702 541
Special certification in
substance abuse treatment 20.9  35.6 14.7 487 227 446 37.7 544

@ Methadone treatment unit with 50 percent or more methadone clients

b Drug-free treatment unit with less than 50 percent methadone clients

° Number of outpatient substance abuse treatment units responding to the item

SOURCE: Price et al. 1988.
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example, although severity of drug problems, drug abuse histories, and clients’

perceptions of their problems are almost always assessed, mental health

assessments using DSM-IIl occurred for only 70 percent of clients, and physical
examinations and other medical tests tended to occur for only about half of all

clients.

TABLE 6. Percent of outpatient substance-abuse treatment unit clients

receiving various types of assessment and diagnostic procedures

Organizational Context Mental Health  Hospital Other Total
Center Sample

Treatment Modality Meth® DF® Meth DF Meth DF Mean N°€
Procedure

Evaluate severity of drug

problem 988 966 934 979 974 957 965 548
Obtain drug abuse history 100.0 99.0 988 972 994 994 989 550
Information on client

perception of dependence 99.1 96.6 985 971 937 966 97.3 548
Test specifically for AIDS 16.6 71 23.0 85 236 10.9 12.1 540
Assess client support

networks 909 923 839 945 870 935 919 549
Conduct physical

examinations 888 226 984 482 952 30.3 46.2 549
Conduct medical tests to

assess health status 832 243 928 451 90.9 299 447 545
Assess current or pest mental

health problems 89.1 87.1 817 688 795 641 85.0 548
Use DSM-III® diagnosis 897 876 562 823 454 613 696 541

@ Methadone treatment unit with 50 percent or more methadone clients

® Drug-free treatment unit with less than 50 percent methadone clients

° Number of outpatient substance abuse treatment units responding to the item

¢ Diagnostic and Statistical Manual of Mental Disorders (DSM-IIl). New York: American
Psychiatric Association, 1980

SOURCE: Price et al. 1988.

Methadone programs tended to offer a wider range of medical tests but
significantly fewer mental health assessments using DSM-/Il than drug-free
units. Predictably, mental health units were most likely to use DSM-III
diagnoses, whereas hospitals tended to be oriented toward the provision of
medical tests and physical examinations.
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Outpatient substance abuse treatment units varied substantially in their
treatment goals (table 7). In particular, methadone units, much more than drug-
free units, tended to foster responsible use of drugs, steady employment, and
positive health outcomes. Drug-free units were considerably more oriented to
the goal of abstinence, development of spiritual strength, and client participation
in establishing their own treatment goals.

To assess the range of services provided to outpatient clients, respondents
were asked about the proportion of clients receiving each of a range of possible
treatment services (table 8). Virtually every outpatient unit, regardless of
organizational context or treatment modality, offered individual therapy as the
major treatment modality. Group therapy was almost as universal, with the

TABLE 7. Agreement that various treatment goals are important in outpatient
substance abuse treatment units

Organizational Context Mental Health Hospital Other Total
Center Sample
Treatment Modality Meth® DF® Meth DF Meth DF Mean N°

Treatment Goals
Complete abstinence from

alcohol and drugs 4.6 4.8 49 49 4.7 4.8 4.8 549
Socially responsible use of

alcohol or drugs 1.7 1.9 2.2 1.4 2.2 1.9 1.9 547
Steady employment 4.6 4.5 49 4.4 4.7 4.6 4.6 550
Stable social relationships 4.8 4.7 4.9 4.7 4.8 4.8 4.8 549
Positive physical health 4.7 4.7 4.9 4.7 4.8 4.8 4.8 550

Positive emotional well-being 4.8 4.8 49 4.8 4.9 4.9 49 549
Improved spiritual strength 4.5 4.5 4.4 4.6 4.3 4.6 4.5 549
Meeting legally mandated

requirements for those

with legal problems 4.4 4.6 4.8 4.5 4.7 4.8 4.7 548

KEY: 1 = strongly disagree, 2 = somewhat disagree, 3 = neither agree nor disagree,
4 = somewhat agree, 5 = strongly agree

@ Methadone treatment unit with 50 percent or more methadone clients

® Drug-free treatment unit with less than 50 percent methadone clients
° Number of outpatient substance abuse treatment units responding to the item

SOURCE: Price et al. 1988.
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TABLE 8. Outpatient substance abuse treatment services provided

Organizational Context Mental Health  Hospital Other Total
Center Sample
Treatment Modality Meth® DF®  Meth DF Meth DF  Mean N°
Percent of Units Providing
Individual therapy 1000 985 971 967 973 985 98.0 550
Group therapy 1000 954 824 978 770 980 93.6 550

Percent of Clients Receiving
Education regarding the

addiction process 92.6 90.7 87.3 92.1 88.4 91.9 90.9 549
Medical care 66.5 289 946 446 734 343 447 549
Mental health treatment 67.3 390 490 405 378 311 37.7 548
Treatment for use of

multiple drugs 722 540 568 612 564 647 60.2 537
Employment counseling 35.1 293 594 288 473 354 35.9 548
Financial counseling 36.0 234 481 177 426 308 297 546
Legal counseling 199 151 251 156 234 234 201 546
Driving-while-intoxicated

programs 119 322 106  23.0 119 311 25.6 543
Antabuse 9.7 9.6 35 8.3 2.6 7.3 7.2 549
Naltrexone 0.9 0.6 0.4 1.4 2.1 1.4 1.2 544
Other services 22.4 16.2 193 205 349 234 225 544

@ Methadone treatment unit with 50 percent or more methadone dients
® Drug-free treatment unit with less than 50 percent methadone clients
¢ Number of outpatient substance abuse treatment units responding to the item

SOURCE: Price et al. 1988.

exception of methadone programs in which approximately 80 percent of
programs offered group therapy in nonmental health settings and hospitals.

In addition, a range of other services tended to be offered. Ninety-one percent
of treatment units reported providing education regarding the addiction process.
About 60 percent of outpatient clients received a special treatment for multiple
drug problems, and about 40 percent received medical care. Furthermore,
about a third of outpatient clients were reported to receive mental health
services, employment counseling, and financial counseling services.
Methadone units provided financial and employment counseling to a
significantly greater number of clients than did drug-free units. Finally,
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approximately one-quarter of all outpatient clients received special treatment in
a program for those arrested for driving while intoxicated.

For all units, clients were expected to wait an average of 10 days, but the
waiting period for methadone treatment was approximately 14 days and
approximately 9 days for drug-free treatment. It also should be noted that
respondents for methadone programs were significantly more likely to report
client loads that were too high for available treatment capacity.

Staff activities and knowledge regarding the treatment of AIDS clients and
practices aimed at the prevention of further HIV infection is a critical issue.
Questions were asked about treatment and prevention practices concerning
AIDS (table 9). In general, considerably more was reported being done in
methadone programs by teaching staff how to work with AIDS clients. A higher
level of staff readiness to work with AIDS clients existed, and a wider range of
community-oriented AIDS informational activities was available in methadone
programs than in drug-free programs.

As part of the treatment process, outpatient units may make referrals to other
agencies for other services or treatment (table 10). Methadone programs
reported significantly more referrals to hospitals, departments of social services,
and other outpatient substance abuse treatment units but significantly fewer
referrals to Alcoholics Anonymous (AA) or Narcotics Anonymous (NA) groups.

Reported Outcomes of Treatment

Although the survey cannot provide the kind of information on treatment
outcomes that would be available from controlled clinical trials, respondents
were asked to estimate various outcomes for clients who had ended treatment
in the past complete fiscal year (table 11). These estimates provided some
sense of the functioning of the treatment system and comparative information
among different modalities and/or organizational contexts of treatment. It
should be noted, however, that these outcomes may be interrelated in complex
ways and require different interpretations for different modalities and for clients
with different characteristics.

Overall, respondents reported that 32 percent of clients who ceased treatment
over the past year continued to have substance abuse problems, whereas
approximately 45 percent met their treatment goals. Major reasons for
discontinued treatment were that 24 percent of clients did not comply with the
treatment plan and 19 percent voluntarily left treatment. Interestingly,
approximately 70 percent of all clients had some sort of posttreatment plan
established for them. Why aftercare plans are not a universal feature of
treatment requires further investigation.
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TABLE 9. Extent to which outpatient substance abuse treatment units
engage in various treatment and prevention practices for AIDS

Organizational Context Mental Health Hospital Other Total
Center Sample
Treatment Modality Meth® DF® Meth DF Meth DF Mean N°

Staff Activities and Knowledge
Knowledge to inform clients

about prevention 4.5 4.0 4.6 4.1 4.4 4.0 4.1 548
Special training for teaching
clients about prevention 4.5 3.8 4.3 3.6 43 3.7 3.8 549

Special training about how

to work with AIDS clients 4.1 3.3 4.2 34 4.0 3.2 3.5 548
Special training about risks

of staff acquiring AIDS

from clients 4.4 3.7 4.4 3.8 4.2 3.7 3.8 549
Staff fear of acquiring AIDS
from clients 2.1 1.9 2.0 1.8 21 1.9 1.9 549

Prevention Resources and Activities
Adequate unit funds for
AIDS prevention 2.8 2.1 27 2.0 2.6 2.0 22 544
Enough staff members or
hours to devote to
prevention 2.8 2.2 2.7 24 3.0 23 24 547
Counseling of clients about
risks of transmitting AIDS
through sexual contact 3.9 3.5 3.9 35 4.0 3.5 3.6 547
Counseling of dients about
preventing AIDS transmission
through IV needle use 4.2 3.8 4.0 3.3 4.1 3.5 3.6 547
Counseling of dients about
risks of transmitting AIDS
to unborn children 3.8 3.3 4.0 3.2 3.8 3.3 34 546
Distribution to dients of
written materials about

AIDS prevention 4.2 3.4 4.1 3.0 4.0 3.4 3.5 547
Use of mass media for AIDS
prevention 2.1 1.5 1.8 1.2 2.0 1.6 1.6 545

Staff members who work
specifically on AIDS
prevention 3.1 1.9 3.1 1.7 2.9 1.8 21 545

KEY: 1 = no extent, 2 = little extent, 3 = some extent, 4 = great extent, 5 = very great extent
@ Methadone treatment unit with 50 percent or more methadone clients

® Drug-free treatment unit with less than 50 percent methadone clients
° Number of outpatient substance abuse treatment units responding to the item

SOURCE: Price et al. 1988.
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TABLE 10. Extent to which outpatient substance abuse treatment units
refer clients to other agencies for treatment or other services

Organizational Context Mental Health Hospital Other Total
Center Sample

Treatment Modality Meth® DF® Meth DF Meth DF Mean N°
Referral Destination

Hospitals 2.9 2.8 3.3 2.6 3.0 2.7 2.8 553
Private clinics 2.2 2.1 2.1 2.2 2.3 2.3 2.2 553
Physicians 2.7 24 2.3 2.5 25 25 2.5 553
Vocational rehabilitation

centers 2.8 2.8 3.1 2.5 2.9 2.8 2.8 552
Departments of social services 2.9 2.8 3.3 24 3.0 2.8 2.8 548
Mental health agencies 2.9 2.8 2.6 2.6 29 2.8 2.8 550
Other outpatient substance

abuse treatment units 3.1 24 2.8 23 2.8 23 24 553
Schools 1.9 1.9 2.1 1.8 2.1 2.1 2.0 550
Churches 1.9 1.7 1.7 1.7 1.7 1.9 1.8 552
Self-help groups such as

AA or NA 3.8 44 3.5 4.7 3.9 4.4 43 553

Other groups or organizations 1.9 23 1.9 22 1.8 23 22 533

KEY: 1 = no extent, 2 = little extent, 3 = some extent, 4 = great extent, 5 = very great extent

@ Methadone treatment unit with 50 percent or more methadone clients
® Drug-free treatment unit with less than 50 percent methadone clients
° Number of outpatient substance abuse treatment units responding to the item

SOURCE: Price et al. 1988.

Outcomes were strikingly different for methadone and drug-free programs,
presumably in part because of the different types of client population served by
each type of program. Methadone programs had significantly more clients who
ended treatment with continued use or because they failed to pay or died. Two
reported important outcomes are as follows: (1) Only 26 percent of methadone
clients were reported to have ended treatment because they met their treatment
goals as opposed to 51 percent for drug-free programs; and (2) approximately
50 percent of methadone clients had a posttreatment plan established for them
compared with 75 percent of clients in drug-free programs.
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TABLE 11. Percent of outpatient substance abuse clients who ended
treatment with various outcomes in the past fiscal year*

Organizational Context Mental Health Hospital Other Total
Center Sample

Treatment Modality Meth® DF® Meth DF Meth DF Mean N°
Outcomes

Continued to use drugs or

alcohol 56.3 324 252 248 366 324 32.1 520
Were incarcerated 9.8 8.3 7.7 4.9 9.5 8.1 7.9 530
Died 24 14 24 0.9 2.7 1.3 1.5 536
Failed to comply with

treatment plan 352 256 170 246 202 253 24.4 535
Failed to for treatment 7.9 4.0 3.7 6.0 16.6 4.4 6.2 536
Exhausted insurance coverage 4.7 1.0 1.0 6.5 0.7 1.4 2.2 523
Were free from drug or

alcohol use 151 421 221 45.0 148 433 37.3 535
Other reasons 10.4 71 8.9 8.3 8.6 7.3 7.8 531
Ended treatment involuntarily 30.3 15.0 203 158 26.2 19.6 19.2 535
Met treatment goals 348 46.0 311 58.1 20.9 513 45.4 535
Ended treatment with

individual written plans

for continued care 48.9 69.0 54.4 824 482 748 69.1 540

* For each unit, the timeframe for the question was that unit's most recent complete fiscal year.
For 71 percent of the units, the most recent complete fiscal year ended in 1988; for 29
percent of the units, it ended in 1987.

@ Methadone treatment unit with 50 percent or more methadone clients
b Drug-free treatment unit with less than 50 percent methadone clients
° Number of outpatient substance abuse treatment units responding to the item

SOURCE: Price et al. 1988.

Efforts Being Made To Increase the Effectiveness and Quality of
Treatment

Respondents were asked to describe a variety of efforts aimed at increasing
treatment quality or effectiveness. They also were asked about methods for
monitoring client progress (table 12), licensing arrangements (table 13), types of
followup information collected on clients (table 14), and methods to ensure
quality of the referral process (table 15).
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TABLE 12. Extent to which outpatient substance abuse client progress is
monitored by various sources of information

Organizational ~Context Mental Health Hospital Other Total
Center Sample
Treatment Modality Meth® DF® Meth DF Meth DF Mean N ¢

Source of Information
Client case record or chart 4.3 4.6 4.4 4.6 45 45 45 550

Client self-report 34 3.9 3.5 4.0 3.6 3.7 3.8 549
Urinalysis 3.8 2.8 4.1 2.9 41 3.0 3.2 549
Report of significant others 2.8 3.3 2.6 3.7 2.9 3.2 3.2 548
Therapists evaluation 3.9 4.1 3.9 4.1 3.7 4.0 4.0 548
Report from employer 2.4 2.6 1.9 2.9 2.1 2.6 25 550
Probation officer or legal

records 3.3 3.2 2.5 3.0 2.7 3.2 3.1 549
Record of appointments

broken by the client 34 3.6 3.3 3.6 3.3 3.6 3.5 548
Record of appointments

broken by unit staff 2.5 2.8 2.6 2.6 2.7 2.7 27 540
Other sources 2.1 2.0 1.5 1.9 1.7 1.8 1.8 527

KEY: 1 = no extent, 2 = little extent, 3 = some extent, 4 = great extent, 5 = very great extent

@ Methadone treatment unit with 50 percent or more methadone dients
b Drug-free treatment unit with less than 50 percent methadone clients
° Number of outpatient substance abuse treatment units responding to the item

SOURCE: Price et al. 1988.

As expected, urinalysis was a major method of monitoring treatment in
methadone programs. Methadone programs also reported significantly less
monitoring by means other than urinalysis, including reports by significant
others, therapist evaluations, reports from employers, and other informants. All
of these forms of monitoring treatment were more prevalent in drug-free
programs, and both hospitals and methadone programs tended to obtain
physical health information on followup (table 12). Of course, licensing drug
abuse treatment units is a major strategy to ensure the quality of treatment and,
not surprisingly, methadone programs tended to be more heavily licensed,
particularly a Food and Drug Administration license. They also had a
significantly higher total number of licenses than drug-free programs (table 13).
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TABLE 13. Percent of outpatient substance abuse treatment units licensed or
accredited by various organizations

Organizational Context Mental Health Hospital Other Total
Center Sample
Treatment Modality Meth® DF° Meth DF Meth DF Mean N°

Licensing or Accrediting
Organization
Joint Commission on the
Accreditation of Health care
Organizations 125 17.2 69.0 82.2 6.0 124 27.8 525
Food and Drug Administration 87.5 15.7 93.1 11.2 97.0 9.0 29.3 522
Drug Enforcement

Administration 750 174 931 124 985 105 303 522
State agency or office 100.0 976 966 811 97.0 940 933 526
City or county agency or

Office 375 148 172 169 299 120 168 523
Other organizations 6.3 8.1 17.2 11.2 3.0 8.5 8.6 525

@ Methadone treatment unit with 50 percent or more methadone clients
® Drug-free treatment unit with less than 50 percent methadone clients
° Number of outpatient substance abuse treatment units responding to the item

SOURCE: Price et al. 1988.

What Outpatient Drug Abuse Treatment Personnel Believe About the
Ingredients of Effective Treatment

Whether beliefs about the ingredients of effective treatment are supported by
research findings, they are frequently strongly held. Such beliefs also almost
surely influence major decisions about client treatment, assessment of client
motivation, and hiring decisions for treatment staff. Respondents were asked to
describe the degree to which they endorsed beliefs about the characteristics of
clients and treatment that are associated with more or less effective treatment
(table 16). In general, respondents were much more likely to believe that client
sobriety is essential for effective treatment and that court- or employer-ordered
treatment is less effective. They also were more likely to endorse the belief that
a client’s insight into his or her own condition is important in providing effective
treatment. Furthermore, drug-free treatment program personnel were much
more likely to endorse the AA/NA model as effective than were methadone
program staff.
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TABLE 14. Percent of outpatient substance abuse treatment units that collect
various types of client followup information*

Organizational Context Mental Health Hospital Other Total
Center Sample
Treatment Modality Meth® DF° Meth DF Meth DF Mean N°
Type of Information
Living arrangement 75.0 76.0 78.9 706 708 68.9 716 370
Employment or student status 83.3 813 842 897 875 845 851 370
Health status 83.3 70.7 1000 853 89.6 79.1 81.1 370
Legal probation status 91.7 813 73.7 70.6 79.2 750 76.5 370
Financial status 583 493 579 559 500 493 514 370

Whether client is in
recommended treatment 100.0 82.7 89.5 89.7 95.8 90.5 89.7 370

Drug or alcohol use 917 973 94.7 941 979 973 965 370
Clients evaluation of the

treatment experience 50.0 86.7 78.9 794 833 81.8 814 370
Clients evaluation of the

agency 41.7 720 632 66.2 66.7 74.3 69.7 370
Information to get dropouts

to return to treatment 50.0 68.0 73.7 58.8 70.8 69.6 67.0 370
Other information 16.7 18.1 53 235 6.3 122 144 367

* Among those units (N = 370) that reported collecting any followup information

@ Methadone treatment unit with 50 percent or more methadone clients
® Drug-free treatment unit with less than 50 percent methadone clients
° Number of outpatient substance abuse treatment units responding to the item

SOURCE: Price et al. 1988.

Questions about hiring policies and staff characteristics associated with
effective treatment produced striking findings for the drug-free versus
methadone comparison (table 17). Methadone programs were less likely to
search for staff with previous substance abuse work experience, special training
in substance abuse treatment, or a history of substance abuse and more likely
to hire staff who were not certified or had less clinical experience than drug-free
programs. interestingly, methadone programs were also much less likely than
drug-free programs to endorse the idea that ex-addicts can be effective
treatment staff.
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TABLE 15. Frequency of use by oupatient substance abuse treatment units
of various procedures to ensure quality of the referral process

Organizational Context Mental Health  Hospital Other Total
Center Sample
Treatment Modality Meth® DF® Meth DF Meth DF Mean N©
Procedure
Send a written summary 3.5 3.9 3.8 3.9 3.7 3.7 3.8 550
Send a complete chart 14 1.6 1.6 1.8 1.9 1.7 1.7 550

Case summary by telephone 3.3 3.3 2.8 3.4 29 3.2 3.2 552
Make appointment for client 3.2 3.2 3.4 3.2 3.2 3.1 3.2 548
Make followup call to

receiving agency 3.6 3.7 3.9 37 3.8 3.9 3.8 551
Receive written report from

receiving agency 25 3.2 2.8 3.0 29 3.3 3.1 552
Other procedures 1.6 1.7 1.2 1.7 1.6 1.6 1.6 526

KEY: 1 = never, 2 = rarely, 3 = sometimes, 4 = often, 5 = always

@ Methadone treatment unit with 50 percent or more methadone dients
® Drug-free treatment unit with fess than 50 percent methadone clients
° Number of outpatient substance abuse treatment units responding to the item

SOURCE: Price et al. 1988.

DISCUSSION

The results reported here should be regarded as preliminary, descriptive, and
partial because additional analyses will be needed to clarify their meaning and
estimate their representativeness more precisely. Nevertheless, some answers
to the initially posed questions are emerging.

Who is receiving outpatient drug abuse treatment services, and where are
clients coming from? Overall, treatment units report drug abuse as the primary
problem; however, there are some notable exceptions. Drug-free treatment
programs have at least as many clients whom they describe as having alcohol
abuse as their primary problem. Furthermore, the largest category of drug
abuse problems reported involves multiple drug abuse followed by marijuana,
cocaine, and heroin abuse. it would be useful to compare the prevalence of
various drug problems reported by treatment units with existing epidemiological
data on the prevalence of various drug abuse problems in the general
population. Such comparisons could provide information about which types of
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TABLE 16. Perceived client and treatment characteristics needed for effective
outpatient substance abuse treatment

Organizational Context Mental Health Hospital Other Total
Center Sample
Treatment Modality Meth® DF® Meth DF Meth DF Mean N°

Importance of Client
Characteristics*®

Maintain sobriety 4.3 4.6 4.5 4.8 4.4 4.6 4.6 546
Acknowledge self as substance

abuser 4.5 4.5 4.6 4.5 4.4 4.5 4.5 546
Accept personal responsibility

for recovery 4.6 4.7 4.6 4.7 4.5 4.6 4.7 546
Learn new skills for dealing

with problems and stress 4.4 4.6 4.5 4.7 4.6 4.6 4.6 547

Gain insight into the role of

substance abuse in their life 4.1 4.5 4.2 4.6 4.3 4.5 4.5 547
Recognize they will never be

able to use particular

substances again 4.4 4.4 4.4 4.5 4.4 4.4 4.4 545
“Hit bottom” or experience a

crisis related to their substance

abuse problem 2.9 3.1 34 3.3 3.1 3.3 3.2 547

Effectiveness of Treatment
Characteristics”
Mandated
by employer or
legal system 2.7 3.2 2.8 3.4 2.7 3.2 3.1 539
The AA or NA 12-step model 3.8 4.1 34 4.3 34 41 4.0 547

KEY: *1 = not at all important, 2 = little important, 3 = somewhat important, 4 = very important,
5 = extremely important
**1 = no extent, 2 = little extent, 3 = some extent, 4 = great extent, 5 = very great extent

@ Methadone treatment unit with 50 percent or more methadone clients
® Drug-free treatment unit with less than 50 percent methadone clients
° Number of outpatient substance abuse treatment units responding to the item

SOURCE: Price et al. 1988.
drug abuse problems are less likely to receive the attention of the outpatient
treatment sector and, therefore, may be deserving of additional efforts to

increase client access. The population in outpatient drug treatment is reported
to be predominantly male and young. Black clients and older clients are
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TABLE 17. Agreement with statements about hiring policies and staff
characteristics pertaining to effective substance abuse treatment

Organizational Context Mental Health Hospital Other Total
Center Sample
Treatment Modality Meth® DF® Meth DF Meth DF Mean N°
Hiring Requirements
Professional degree 3.9 4.3 4.2 41 3.9 4.1 4.1 548
Work experience in a
substance abuse agency 4.0 4.4 4.0 4.6 41 4.2 4.3 549
Specialized training in
substance abuse field 4.3 4.6 3.9 4.7 3.9 4.4 4.4 548
Personal history of substance
abuse problems 2.1 25 2.0 2.8 2.0 2.7 2.5 549
Certification as a substance
abuse counselor 3.4 3.5 3.0 3.9 3.3 3.8 3.6 548
Clinical supervision
experience during training 4.5 4.6 4.5 4.8 43 4.6 4.6 549
Staff Characteristics
Ex-addicts or recovering staff
are more effective with
clients 2.6 3.1 2.6 3.3 2.6 3.2 31 549
Staff with professional degrees
are more effective 3.4 3.4 35 3.3 35 3.2 33 547
Recovering staff deal better
with client denial and
resistance 2.7 3.0 2.6 2.9 2.6 2.9 29 548
Staff with professional degrees
can be more objective 3.3 3.4 3.6 3.2 3.3 3.1 3.3 549

KEY: 1 = strongly disagree, 2 = somewhat disagree, 3 = neither agree nor disagree,
4 = somewhat agree, 5 = strongly agree

@ Methadone treatment unit with 50 percent or more methadone clients
® Drug-free treatment unit with less than 50 percent methadone clients
¢ Number of outpatient substance abuse treatment units responding to the item

SOURCE: Price et al. 1988.

overrepresented in methadone programs. Again, comparison of these data with
epidemiological data could provide useful information about population groups
with lower access or opportunity for treatment.

87



Clearly, self-referral and the courts are major avenues to treatment in the
outpatient sector, but they play very different roles for methadone and drug-free
programs. Our data suggest that courts are the dominant referral source in the
drug-free treatment sector, whereas self-referral remains the dominant source
for methadone programs. The predominance of court referrals invites questions
about the comparative effectiveness of mandated versus voluntary treatment. It
is interesting to note that respondents did not believe that mandated court
referral was associated with more effective treatment. Similarly, the high rate of
self-referrals in the methadone sector raises questions about the role of other
human service agencies in referring clients for methadone treatment. Are
methadone clients less well connected to the human service system? If so,
then more rigorous outreach efforts by methadone programs may be indicated.

What do outpatient treatment services look like? Clearly, masters- and
bachelor's-level educational backgrounds dominate in the outpatient treatment
sector, particularly in drug-free programs. Although methadone programs have
relatively more medical staff, drug-free programs show a very high proportion of
treatment staff who are recovering persons. Because recovering addicts
represent such a large proportion of outpatient treatment staff, it would be of
interest to discover the degree to which these treatment staff have special
training or certification for outpatient treatment and/or other special
qualifications that make them especially well suited for the treatment role.
Methadone programs also have substantially lower proportions of staff with
special training or certification for substance abuse treatment. It is possible that
methadone programs view the higher proportion of medical staff as appropriate
for the type of treatment delivered in these settings and, therefore, see less
need for staff with special training or certification.

How are clients assessed in outpatient drug treatment programs? Diagnostic
and assessment services differ by modality, with physical exams more common
in the methadone programs and mental health assessments more common in
drug-free programs; the question remains whether physical needs are being
adequately assessed in drug-free programs. Mental health needs may be
adequately assessed in methadone programs but much less frequently result in
a DSM-IIl diagnosis unless the program is in a mental health setting.

What form do treatment goals and services take in outpatient treatment?
Although treatment goals in the outpatient drug treatment sector take a variety
of different forms, clearly responsible use is not a widely embraced treatment
goal in the outpatient treatment system. The two treatment services that are
almost universally available are individual and group therapy. However, the
relatively low incidence of reported availability of such special services as
employment ftraining, financial counseling, legal services, and other
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“habilitation”-oriented services may be cause for concern. New needs such as
services concerned with AIDS are more likely to appear in methadone treatment
than in drug-free programs, but special staff and additional funds for AIDS-
related services are reported to be a need in all outpatient programs.

What are the reported outcomes of treatment? It seems clear that drug-free
programs report more favorable outcomes, but it is not clear whether these
more favorable outcomes are due to important differences in the populations
under treatment or to other factors. For example, because remaining in
treatment in methadone maintenance programs is a key indicator of treatment
success, those who left methadone maintenance programs and whose
outcomes are estimated in the survey may be expected to have less favorable
reported outcomes, In addition, it would be interesting to compare these
reported outcomes with the types of outcomes reported in actual controlled
treatment trials. Further analyses will be conducted to identify program
characteristics associated with more favorable treatment outcomes.

What efforts are being made to increase the effectiveness or quality of
treatment? The enhancement of treatment quality is an emerging concern in
the outpatient treatment sector, and efforts to influence quality through
licensing, for example, are widespread. Methadone programs are much more
heavily involved with licensing and certification arrangements. Other efforts
associated with treatment quality enhancement such as client followup are less
widespread; indeed, only about two-thirds of all treatment units report any
followup efforts at all. In light of the renewed emphasis on improving treatment
quality and effectiveness, these findings may raise concerns about the degree
to which requirements for quality assurance or client followup exist or are
enforced.

What do outpatient drug abuse treatment personnel believe about the
ingredients of effective treatment? Outpatient programs have their own views of
which aspects of treatment are important for effectiveness. Client sobriety tops
the list as a major criterion for effective treatment. Interestingly, there is
considerably more skepticism about the idea that clients must “hit bottom” or
must engage in mandated treatment for treatment to be effective. Beliefs about
the qualifications for staff effectiveness also are fairly well defined in the
outpatient treatment system, with a strong endorsement of work experience and
specialized training as preferred criteria for selecting treatment staff. There is
considerably more skepticism about the value of personal experience with
substance abuse as a qualification for treatment staff effectiveness,

These data provide an initial and preliminary portrait of the clients, treatment
practices, outcomes, and ideas about what is needed for treatment
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effectiveness in the outpatient drug abuse treatment system. They raise
several policy questions concerning access to the outpatient treatment system,
qualifications for treatment staff effectiveness, the adequacy of client
assessment and diagnosis, the availability of needed treatment services, and
what might be viewed as an adequate outcome of outpatient treatment. As part
of a longitudinal research effort, combined with epidemiological and treatment
outcome data, these findings may help to point to new initiatives to enhance
treatment effectiveness and access to treatment in the outpatient drug abuse
treatment system.
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Treatment Outcomes for Drug Abuse
Clients
Frank M. Tims, Bennett W. Fletcher, and Robert L. Hubbard

INTRODUCTION

The available evidence from treatment outcome studies shows that drug abuse
treatment works for significant numbers of clients who enter treatment.
Whether treatment for drug abuse is effective is a separate question or rather a
sequence of questions. It does not “work” as well as we would like; for a
significant number of clients it does not work at all, and there is little information
to explain why. Moreover, drug abusers currently entering treatment appear to
be more problematic, especially in terms of client psychopathology (De Leon
1989). Because many addicts return to drug use after treatment, some would
argue that treatment is not effective. Data published by Simpson and
colleagues (1982) indicate that 21 percent of Drug Abuse Reporting Program
(DARP) clients continued daily use of illicit opioids over the long term. A
smaller percentage (18 percent) ceased daily opioid use but manifested other
problems (e.g., chipping, heavy nonopioid use, heavy alcohol use, long-term
incarceration). That such a large percentage had poor outcomes or that relapse
rates are high should not be construed as an indictment of treatment but rather
a reflection of the chronicity of drug dependence in conjunction with imperfect
treatments. This chapter briefly but systematically explores the evolution and
role of treatment outcome research in evaluating treatment.

Evaluation of treatment for biobehavioral disorders involves multiple criteria,
some of which are paramount. Cessation or reduction of illicit drug use is a
central criterion, and there are many studies that are encouraging in this regard.
It is also important to assess the clients social functioning. The early studies of
methadone maintenance by Dole and Nyswander (1976) and Gearing and
associates (1975) reflected the awareness that the client had to learn to live
and function in a complex world and that such variables as cessation of
criminality and involvement in a socially productive lifestyle were important.
Depending on the type of treatment and its implicit or explicit model of the
disease or disorder, a variety of outcome measures may be of particular
interest. In addition to drug use, such “core measures” of outcome as
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employment and criminality frequently have been used. Also of interest are
other social adjustment measures, comorbidity, and use of alcohol and
marijuana (Anglin et al. 1989; Rounsaville et al. 1982; Simpson et al. 1979).

EARLY STUDIES

Studies of outcomes for opioid addicts treated in the Federal facility at
Lexington, Kentucky, proved disappointing because almost all usually returned
to opioid use and were classified as readdicted. O’'Donnell (1969) realized that
such an approach did not properly take into account the episodic nature of drug
abuse, in which periods of abstinence are interspersed with periods of drug use.
Thus, he developed the approach of measuring outcomes in terms of “average
number of days using narcotics” rather than an all-or-nothing approach in which
addicts were defined as either abstinent or readdicted. O’Donnell’s invaluable
approach contributed greatly to the evolution of treatment outcome research
methodology. It is especially evident in the work of McGlothlin and colleagues
(1977) and Ball and coworkers (1983) and is reflected in the prevailing
approaches to current studies.

The opioid epidemic of the 1960s occasioned the development of a national
system of community-based facilities. Under the Narcotic Addict Rehabilitation
Act (NARA) of 1966 (Public Law 89-793) Federal financial support was made
available for treatment of drug abusers in institutional settings and in the
community. During this same period, State programs such as the New York
State civil commitment program (under the Narcotic Addict Control
Commission) and the California Civil Addict Program were providing treatment
in special institutional facilities set aside for that purpose. The Federal effort
grew rapidly and, with it, the need to develop systematic information on the
effectiveness of treatment. At the time this system was being established,
evidence for the general effectiveness of treatment for alcohol and drug abuse
and mental health disorders was lacking. Claims were made for the success of
many programs, particularly therapeutic communities (TCs), but no systematic
body of evaluative data on entire treatment populations existed.

During the establishment of the system of community-based facilities under
Federal sponsorship, the DARP national data system was established under
contract between the National Institute of Mental Health and Texas Christian
University. During the years 1969-74, information was collected on 44,000
clients across 52 treatment programs at admission, during treatment, and at
discharge. The DARP treatment population was sampled for the first national
followup study that assessed treatment effectiveness on the basis of first-year
posttreatment outcomes and provided the earliest evidence of the general
effectiveness of community-based treatment (Sells et al. 1978). Additional

94



studies based on the DARP population were conducted over succeeding
periods, up to 12 years after admission.

NATURALISTIC VS. CONTROLLED STUDIES

A major methodological dilemma grows out of the inherent limitations on
inference in studies in which experimental controls are impractical,
inappropriate, or impossible. The evaluative study of treatment process and
outcome in diverse sets of programs must necessarily make inferences
regarding treatment effects and make these inferences based on the behavior
of samples that normally self-select in some way. Such studies often have had
to rely on comparisons with other “untreated” or “minimally treated” groups or on
statistical controls to assess “treatment effects” in evaluations of existing
treatment programs. The normative pressures on evaluation researchers to use
approximations of true experimental designs are considerable. The well-known
effort of Bale and colleagues (1980) at the Palo Alto Veterans Administration
(VA) Hospital points up the basic problem of imposing a controlled trial design
on studies of existing treatment programs in which more than one modality is
concerned. Subjects were heroin addicts who entered a 5-day detoxification
program; agreed to be randomly assigned to methadone maintenance, a short-
term TC, or a long-term TC; and were barred from entering one of the other
programs for 30 days if they left the treatment to which they were assigned. A
large percentage of those assigned to TC treatment dropped out of those
programs and either enrolled in a non-VA methadone program or waited 30
days and enrolled in a VA methadone program. This is a clear example of the
difficulty of ignoring the voluntary element in treatment choice, which plays a
major role in the process of seeking and obtaining treatment. A treatment
assignment that frustrates the client's treatment-seeking behavior conceivably
may introduce additional, unmeasured variance into the study.

Woody and colleagues’ (1983) psychotherapy study provides an example of
how a controlled study might work. In that study, randomization took place in a
single modality (methadone maintenance), and subjects were not denied their
treatment of choice. For most large evaluations of treatment, a more
naturalistic approach has been necessary. Researchers have had to rely on
comparative or quasi-experimental designs and accept the resulting inferential
limitations.

STUDIES REVIEWED
There are many interesting and potentially useful studies of treatment outcome

available; this chapter focuses only on selected works to sketch major themes
and highlight significant issues and findings. Of particular interest are selected
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studies that have made unique substantive or methodological contributions to
the development of knowledge regarding treatment effectiveness and a series
of large-scale, multiprogram studies of treatment outcome. In addition, the Drug
Abuse Treatment Outcome Study (DATOS), a major new research effort that
will constitute the National Institute on Drug Abuse’s (NIDA) next large-scale
evaluation of current drug abuse treatment, will be described. Without intending
to neglect other important studies, this chapter focuses primarily on six bodies
of research, which represent major investments by NIDA and provide findings of
special significance in understanding treatment effectiveness in and across
major modalities. Because of the large volume of data presented in each of the
completed studies, it is not possible to present all data of interest in this chapter.
Many readers will wish to consult the publications cited for more detailed
understanding of the research. These six studies are depicted in table 1.

The McGilothlin and De Leon studies and the DARP research by Sells and
Simpson make an impressive case for effectiveness, and each also illuminates
major research issues and makes important methodological contributions. The
Methadone Research Project conducted by Ball and associates has provided
valuable information on differential outcomes across programs and methadone
dose-related outcomes and will provide a wealth of new findings as it is
analyzed further. The DARP research, which has contributed major
improvements in methodology, was the first national study to systematically
investigate treatment effectiveness and to extend the followup period far
beyond the index treatment episode. The Treatment Outcome Prospective
Study (TOPS) research by Hubbard and associates (1989) built on the
foundation of the DARP research, provided valuable findings regarding
heterogeneous and complex drug abuse patterns and outcomes for a national
sample, and further developed the methodology. DATOS will be the next
national treatment outcome study, taking advantage of the sophistication in
knowledge that has evolved from research, including that shown in table 1. In
particular, the plans for DATOS include taking into account major currently
prevailing drug abuse patterns, psychopathology, the concept of client
impairment as it relates to treatment needs and potential for favorable
outcomes, and change measures as they relate to the treatment process.

California Civil Addict Program

One of NIDA’s early studies of treatment outcome was the evaluation of the
California Civil Addict Program (CAP). Under CAP, addicted felons had their
sentences set aside on condition that they be civilly committed to inpatient
treatment and supervised parole for a total of 7 years. This “parole with a long
tail” had consequences for drug use, namely, that those found to be using
narcotics faced a return to inpatient treatment in the Prison Hospital at Corona.
This study used an interesting design, comparing outcomes over time for a
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TABLE 1. Key evaluative studies

of treatment outcome

Study investigator Description Sample Modality
Evaluation of California McGilothlin and Evaluation of civil commitments to 1974-76: Followup of 949 admissions to Inpatient,
Civil Addict Program Anglin treatment under CAP from CAP from 1962-64 and 1970 intensive
(CAP) 1962-1964 parole
supervision
Evaluation of 1970-71 and De Leon Evaluation of TC admissions with 400 dropouts and 125 graduates from 2 TC
1974 admissions to status at 2 and 5 years after cohorts
Phoenix House treatment
Drug Abuse Reporting Sells and Longitudinal cohort evaluation of 1969-73: Intake data on 43,943 MM, TC,
Program (DARP) Simpson 1969-74 admissions to publicly funded admissions from 52 agencies OPDF, DT,
treatment, with followup interviews 10
at6 and 12 years 1975-79: 6-year followup of 4,627
clients
1982-83: 12-year followup of 490
clients
Treatment Outcome Hubbard et al. Longitudinal cohort study of 1979-81: Intake data on 11,750 MM, OPDF,
Prospective Study 1979-81 admissions 1o publicly funded admissions from 41 agencies TC,DT
(TOPS) treatment, with followup interviews at
3 months and 1, 2, and 3 to 5 years 1981-82: 3-month followup of 1,223
clients; 1-year foliowup of 2,383
clients; 2-year followup of 807
clients
Methadone Research Ball Longitudinal study of individuals in 1985-86: Interview of 633 male clients MM
Project methadone treatment, with followup in 6 programs
interviews 1 year after initial interview
Drug Abuse Treatment NIDA/RTH Longitudinal cohort evaluation research Planned: 20,000 admissions in 50 MM, OPDF,
Outcome Study (DATOS) of individuals admitted to treatment, with programs, with 4,500 followups CD,TC

followup interviews 3 and 12 months after
leaving treatment

KEY: MM = Methadone maintenance, TC = Therapeutic community, OPDF = Outpatient drug-free, DT = Detox, IO = Intake only, CD = Chemical dependency



group of addicts committed to the program in 1964 with a group of addicts
committed during 1962-63 who, due to procedural errors, were released on
writs of habeas corpus. The released addicts constituted an “untreated”
comparison group that did not participate in CAP. Those who went through the
program had substantially better outcomes on all criteria—narcotics use,
employment, and criminality—during the period of supervision than did the “writ”’
or comparison group.

Figure 1 shows a comparison of these two groups over time on the criterion of
average percentage of nonincarcerated days using narcotics. Both groups had
immediate dedines in narcotic use upon entering the program. This
improvement persisted for the group staying in the program, whereas the writ
group returned to drug use at a significantly higher rate. Beginning in 1970,
when methadone maintenance became available in California, both groups
showed marked improvement on the narcotics use measure, but the committed
group continued to do better. The better performance of the treatment group is
attributed in large part to the continued supervision with sanctions as well as to
treatment.

CAP was especially important because it demonstrated the potential value of
treatment with parole supervision in reducing overall narcotics use and provided
an example of how historical events can be used imaginatively to develop valid
comparison groups for assessing treatment. McGlothlin and Anglin were able
to capitalize on events in other investigations as well, including their studies of
the impact of local decisions to discontinue public methadone programs in
Bakersfield and San Diego (McGlothlin and Anglin 1981; Anglin and McGlothlin
1984).

Phoenix House Study

The De Leon (1984) study of admissions to Phoenix House, a TC in New York
City, was important for several reasons. Research shows that most persons
entering a TC do not stay to complete treatment, but it is also known from other
research and anecdotal reports that many of those not staying the full course of
treatment improved (Collier and Hijazi 1974). De Leon’s approach was to follow
up and interview a sample of 400 dropouts and 125 graduates from Phoenix
House. The followup was at 2 years postadmission for a cohort entering
treatment in 1974 and 5 years for those entering in 1970-71. For the 1974
cohort, De Leon extensively tested new admissions and retested them 4
months later using a battery of personality tests and depression and anxiety
scales. He noted marked improvement at retest. He also retested them at
followup and found the improvement to be stable. Among De Leon’s findings
were:
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In terms of a composite score based on drug use, employment, and
criminality, the graduates tended to have highly favorable outcomes. The
dropouts showed improvement, too, but to a lesser degree overall.
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¢« A time-in-treatment effect was observed, with better outcomes for those in
longer tenure groups.

*  Although outcomes on multiple criteria were found to be good, the
reduction in drug use was striking. In the 1970-71 admissions cohort, any
opioid use at followup had declined to 3.6 percent of the graduates and
24.8 percent of the dropouts. For the 1974 cohort, the comparable figures
were 0 percent for graduates and 23 percent for dropouts.

* Among the 1974 cohort, outcomes for primary nonopioid abusers reflected
improvement but were not as encouraging as those for opioid abusers.
Primary alcohol abusers did worse, with 50 percent of the graduates in this
group returning to daily alcohol use.

Drug Abuse Reporting Program

The DARP research, which became available in the mid- to late-1970s
established treatment effectiveness on the basis of followup research. The
DARP research was based on a population of 44,000 clients admitted to drug
abuse treatment among 52 programs during 1969-74. The clients were
classified into three admission cohorts. Five DARP index treatment
classifications were developed: outpatient detoxification, methadone
maintenance, therapeutic community, and drug-free outpatient; a fifth group
labeled “Intake Only,” persons who were interviewed and scheduled for
treatment but who did not subsequently show up at the program, was used as a
comparison group.

The DARP samples, consisting largely of opioid addicts, were interviewed at
admission and during treatment and followed up subsequently in the community
to assess outcome (Simpson and Sells 1982). The DARP research, which is
widely published, made an enormous contribution to knowledge about
treatment outcome. Due to space limitations, it is possible to highlight only a
few of them here.

* The effectiveness of treatment was established empirically. Drug use for
the followup sample declined dramatically pretreatment to posttreatment
and continued to diminish over years 2 and 3 posttreatment.

*  Comparative effectiveness was assessed. Three major modalities—
methadone maintenance, TC, and drug-free outpatient—each were found
to be effective, whereas detoxification alone was considerably less
effective. As figure 2 shows, using very strict criteria or more lenient
criteria, the pattern holds for opioid addicts, with dramatic improvement
during the first year after treatment.
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The time-in-treatment effect is another well-known finding from the DARP
research. Clients who stayed in treatment less than 90 days did no better

60
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FIGURE 2. Drug use and crime in year 1 post-DARP
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than detoxification clients, but for those who stayed more than 90 days,
improvement was directly related to length of stay (figure 3).
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FIGURE 3. Outcomes by time in treatment—no drug use and no crime in
year 1 post-DARP
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The DARP contribution was both substantive and methodological. As outcome
was considered in the context of many outcome patterns, it became evident that
first-year outcomes, although important, did not tell the full story. Several
approaches were ftried in classifying outcomes, and the most useful proved to
be a set of longitudinal composite measures that took into account both the
achievement of abstinence from illicit opioids—the primary objective of
treatment—and freedom from other problems such as heavy use of alcohol,
heavy nonopioid use, and long-term incarceration. The long-term pattern
shown in figure 4 is a composite of several DARP samples over a 12-year
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FIGURE 4. Outcomes over time
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period. It shows the improvement previously noted in years 1 through 3
posttreatment and outcomes at year 6 postadmission; most of the clients had
ceased daily opioid use. These outcomes tended to be stable. By year 10,
two-thirds of the addicts had stopped daily opioid use and maintained that
status through year 12.

Treatment Outcome Prospective Study

TOPS differed from DARP in several important ways. It took place at a later
point in the evolution of our national treatment system, and at a point where
drug abuse patterns were more diverse. Like DARP, it used a design with three
admission cohorts and intake samples at participating programs and attempted
to capture the major modalities among those programs. Neither DARP nor
TOPS has ever claimed to have samples representative of the universe of
programs, nor were the resources necessary for such representativeness
available.

What they did have were programs with geographic dispersion and the major
modalities available for study at that time. Although DARP had fewer programs
to draw from, TOPS had the luxury of sampling programs recommended as
better programs by single-state agencies. This is a reasonable approach to the
study of treatment, but it may well account for some of the better outcomes
among the opioid addicts in TOPS.

Like DARP, the TOPS followup was constrained by the available mechanisms
and resources. The DARP followup was under a series of grants and used a
retrospective interview with an activities chart to reconstruct events and periods
of drug use over time. TOPS followed up two cohorts (1979 and 1980
admissions) under a contract and interviewed clients at 3 months and 1 year
posttreatment.

The TOPS data showed many different abuse patterns. It was not unusual for
clients to report as many as four different regular drugs of abuse. Pretreatment
and postreatment comparisons showed general improvement, although the
data contain some puzzles. For example, TOPS opioid clients have a much
greater tendency to get arrested and incarcerated after treatment than DARP
clients. Table 2 shows some comparisons between the DARP and TOPS data
sets, using the same criteria for identifying those addicted to opioids at
admission, that is, daily or near-daily use of opioids. Because the DARP
sample is dominated by opioid addicts, their numbers are much larger; the
TOPS sample had only 50 drug-free outpatient clients who met the criteria of
daily opioid use at admission. Also, because the published DARP data used
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TABLE 2. Pretreatment and posttreatment outcome measures for opioid addicts admitted to DARP and
TOPS (black and white male clients only)?

DARP Admissions (1969-72) TOPS Admissions (1979-80)
MM Res DF DF OP MM Res DF DF OP
N =895 N =582 N =256 N =285 N =166 N =50
Outcomes Pre  Post Pre  Post Pre  Post Pre  Post Pre  Post Pre  Post
Drug Use
% daily opioids 100 36 100 39 100 44 100 20 100 22 100 24
% any opioids 100 56 100 58 100 64 100 61 100 53 100 66
% any cocaine 57 52 50 44 49 42
% any marijuana 46 58 56 62 52 69 76 69 72 74 Al 65
% other nonopioid® use 54 41 60 40 54 45 53 42 55 45 62 54
% heavy drinking® 21 38 20 38 21 38 30 28 38 34 38 27
Treatment
% reentering treatment 49 38 53 32 48 33 66 51 67 35 51 28
Criminality
% any arrests 88 27 95 33 87 34 34 36 76 53 65 50
% any jail/prison 50 28 62 33 51 34 k] 37 77 60 53 54
Employment
% 6+ months 33 57 20 61 24 52 45 38 32 29 52 50

* In DARP, pretreatment drug use is in the 2 months before admission. In TOPS, pretreatment drug use is in the 3 months before admission. In both studies, ali
postireatment measures are for the year following treatment.

® in DARP, cocaine use is included as "other nonopioid use.” Cocaine use for TOPS clients is not included in the "other nonopioid” category.

< Heavy drinking" for DARP: Average daily consumption is equivalent to more than 4 ounces of 80-proof alcohol.



here are only for black and white males, these preliminary comparisons were
limited further by excluding females from the TOPS data.

The apparently better outcomes in terms of daily opioid use are dramatic.
Whereas 36 to 44 percent of DARP clients returned to daily opioid use during
the first year, only 20 to 24 percent of the TOPS clients did so. The figures for
any opioid use are almost identical, about 60 percent for each sample. The
difference in daily use may be a function of greater diversity in drug abuse
patterns or of learning to substitute alcohol and nonopioids for opioids.

DARP clients showed somewhat greater reductions than TOPS clients in use of
nonopioids. The percentage of DARP clients using marijuana and drinking
heavily tended to increase, a pattern opposite of that observed in TOPS.
Among TOPS daily opioid clients, the reductions in percent using cocaine were
small.

There are differences in other outcome measures for opioid addicts. Arrests of
TOPS clients seem to be greater than DARP clients. The contrast in
employment also is striking. For DARP clients employment improved
dramatically across all modalities; TOPS clients, whose employment

levels were generally higher than those of DARP clients at intake, either failed
to improve or worsened on this measure. Economic conditions in the United
States during the followup period for TOPS may explain partially the failure of
TOPS clients to improve in the area of employment (Hubbard et al. 1989).

Outcomes for clients remaining in treatment at least 90 days are depicted in
figure 5 for two TOPS subgroups: regular cocaine users (at least once weekly)
and regular users of drugs in a category labeled “sedatives, hypnotics, and
tranquilizers.”

Regular Cocaine Users. Attempts to develop meaningful classifications by
drugs of special interest other than opioids were frustrated by the drug abuse
patterns present in the sample. To the extent that the sample could not be
characterized as opioid addicts, it tended to comprise “former addicts” (i.e.,
primary opioid abusers transferring from jail or other programs) and polydrug
abusers. The number of TOPS clients who were using cocaine at least once a
week (but not using opioids daily at that time) during the 3-month pretreatment
baseline period was relatively small, and they showed a tendency to use
numerous other drugs. After treatment, there was some reduction in cocaine
use, nonopioid use, and heavy drinking for TC and drug-free outpatient clients.
For all three modalities, pretreatment to posttreatment employment essentially
did not change.
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Sedative, Amphetamine, and Tranquilizer Users. A category of regular (at
least weakly) “psychotherapeutic nonopioid” users (i.e., sedative-hypnotics,
amphetamines, and tranquilizers but excluding hallucinogens), excluding daily
opioid or cocaine users, was examined. Outcomes for this group were mixed,
with decreases in some drug use and increases in others. Pretreatment and
posttreatment employment for drug-free residential and drug-free outpatient
programs essentially were unchanged, although more than half of the clients in
these modalities were employed.

The TOPS pattern suggests that although treatment can bring about positive
and significant changes in clients, there is much room for improvement. Instead
of focusing on an immediate isolated problem, more attention needs to be given
to overall improvement and specialized services, especially daily marijuana use,
heavy drinking, criminality, and employment.

Northeast Methadone Research Project

A recent noteworthy study that is not national in scope is the Methadone
Research Project conducted by Ball and associates (1999) in the northeastern
United States. This study focused on six methadone maintenance programs in
Baltimore, Philadelphia, and New York City. Much of this database is still being
analyzed, but several interesting papers have resulted.

Among the most interesting findings are the large degree of variability in
outcomes among the six programs and the role of methadone dosage in
reducing intravenous (V) drug use. Ball and colleagues found that programs
had IV drug use rates ranging from 10 to 57 percent. Further analysis of the
data revealed that methadone dosage accounted for half of the explained
variance in current IV drug use (Ball et al. 1999).

Drug Abuse Treatment Outcome Study

The next major national treatment followup study will be DATOS, which is being
conducted under the general direction of the authors. Among the major
features of DATOS are:

* A sample of 50 programs with major modalities, including detoxification,
methadone maintenance, therapeutic community, drug-free outpatient, and
chemical dependency units. The sampling approach emphasizes capturing
the types of programs most commonly used in treating drug abusers in the
United States and includes publicly funded as well as private, for-profit
clinics.
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* Use of sampling frame based on a national survey of programs recently
conducted by the University of Michigan’s Institute for Social Research,
with indepth organization and clinical information available on program
selected.

* Intake sample of 20,000 and followup sample of 4,500 from two 1-year
admission cohorts.

* Use of the Addiction Severity Index and a structured diagnostic interview to
assess problem severity and psychopathology.

* Followup sample stratified by drug abuse (opioids, cocaine, other
polydrug), modality, and impairment measures. A key feature of the study
will be conceptualization and measurement of the underlying dimension of
impairment, which at this time is expected to use a composite of substance
dependence, psychiatric severity, and deficits in social functioning.

* Emphasis on the process of treatment and client change measures during
treatment.

° Interviews at admission and at treatment intervals, treatment termination
reports, and followup interviews at 3 months and 12 months
posttermination.

CONCLUSIONS

Although drug abuse treatment has been shown to be effective and the long-
term course of recovery appears encouraging for those entering treatment, the
evaluation of drug abuse treatment continues to be beset by numerous
problems. With the exception of some types of psychopathology, attempts to
isolate prognostic variables generally have not been successful. This may be
due partially to not having asked the right questions and partially to the
complexity of the presenting problems of drug abuse. Future evaluative
research must attempt to capture critical client variables that have scientific,
clinical, and policy relevance such as degree of impairment. Ultimately,
evaluative research must address questions of client-treatment matching, which
requires that the treatment process be characterized and measured in ways that
allow generalizability about what takes place in treatment of drug abusers—
what services are received, what processes are activated, and what changes
result. This requires not only careful conceptualization and measurement of
client and treatment variables but also sampling programs that represent
prevailing models of treatment. Nothing is gained by proving that poorly run
programs do not accomplish what is expected of well-run programs.
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Outcome studies must sample treatment populations that reasonably represent
contemporary drug abuse patterns. Just as the shift from opioid addiction to
multiple drug abuse was seen in the DARP and TOPS research, DATOS must
focus on the major drug abuse problems of 1990—cocaine, opioids, and
polydrug abuse—among various socioeconomic groups and impairment levels.
Generalizability must be improved by conducting studies on populations of
special interest such as adolescents and women of childbearing age.

The valuable lessons learned from the growing body of treatment outcome
studies will aid in the development of outcome studies that use a variety of
perspectives and timeframes—what happens at intake and during treatment
and posttreatment, both with respect to immediate outcomes and longer term
patterns. Natural history studies of nonopioid abuse, especially cocaine abuse,
are needed to understand treatment outcomes in a longer term context.
Development of a systematic, well-integrated body of treatment outcome
research will result in an enhanced understanding of drug abuse, its treatment,
and its course with or without treatment. Such knowledge should be developed
and disseminated with the express purpose of improving drug abuse treatment.
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Patient Treatment Matching:

A Conceptual and Methodological
Review With Suggestions for
Future Research

A. Thomas McLellan and Arthur I. Alterman

INTRODUCTION

The idea of matching patients and treatments is not a new one and has become
even more attractive over the past decade for several reasons. First, the
number of treatment programs has increased rapidly over the past decade with
the expanded availability of employee assistance programs, mandated
insurance benefits for drug dependence, and the increased emergence of
private treatment centers for addicted individuals. A second factor is the
increasing pressure throughout the health care field to reduce the costs of
treatment by limiting the length of stay in hospitals or rehabilitation facilities.
This pressure has increased the variety of rehabilitation modalities available,
such as outpatient and/or partial hospital programs. This is a rather big change,
because in the not too distant past, the great majority of treatments in the
substance abuse field relied almost exclusively on the inpatient modality. Third,
the recent wave of cocaine abuse has led to increases in the number and
variety of treatment approaches within the substance abuse field. Formerly
alcohol-only programs now admit patients with alcohol and/or cocaine
problems.

These recent developments have added political and financial pressure to the
already earnest efforts of clinicians and treatment researchers to find patient-
treatment or patient-program combinations that would provide optimum
recovery and potential cost savings. However, it must be admitted that the idea
of “matching” has been as methodologically elusive to researchers as it has
been conceptually attractive to clinicians. Virtually every treatment evaluation
study has concluded with the speculation that, given the “right” combination of
variables, patients could be matched to the most appropriate treatments.
Similarly, virtually every clinician shares the belief that certain types of
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treatments are “best” for certain kinds of patients. Despite the methodological
speculations and clinical impressions, there have been very few matching
studies attempted (approximately 15 at this writing) and very little evidence thus
far that a matching strategy can be a practical or worthwhile procedure in most
clinical settings.

The discussions of matching as a desirable clinical concept seldom consider the
conceptual and methodological problems associated with demonstrating the
viability of such a concept. For example, it should be clear that matching is
viable only in a treatment network in which each of the programs is both
different and effective. For example, it is at least conceptually possible for there
to be differential effectiveness in rehabilitation strategies that are as different as
a methadone maintenance program and a drug-free therapeutic community
(TC). In this case, the programs differ in terms of setting (inpatient vs.
outpatient), orientation (medication vs. no medication), structure (strict patient
self-government vs. hour visit to the clinic), and major therapeutic intervention
(group vs. individual counseling). There are therefore many reasons to believe
that these two types of programs could be differentially effective with selected
segments of the patient population. However, in a comparison of two drug
outpatient programs in which one of the programs has more Narcotics
Anonymous (NA) or Cocaine Anonymous (CA) meetings and fewer relapse
prevention meetings than the other, there is less reason to believe that the
programs are conceptually or methodologically different enough to produce a
differential spectrum of outcomes. It is much more likely in this case that the
programs will be attractive to and effective with the same segment of the patient
population. Therefore, on conceptual grounds, they should be expected not to
show a matching effect.

The overall efficacy of a treatment program is also a major issue in any
matching strategy. It will not be possible to demonstrate that a treatment
program is differentially suited to a specific “type” of individual if the program is
generally poorly administered and only minimally effective. If it cannot be
specified that a treatment was delivered in the intended manner, in sufficient
quantity and intensity to effect the desired changes in at least some segment of
the patient population, then conclusions regarding matching hypotheses are
simply not possible.

This chapter first examines conceptual and methodological considerations
associated with the matching strategy and discusses the many methodological
difficulties involved in performing this type of study and in actually
demonstrating a matching effect. This is considered germane to the specific
discussion that follows in that many of the studies that have failed to
demonstrate a relationship between a patient variable and differential treatment
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outcome in two or more different treatments were not designed in a way that the
effect reasonably could have been expected in the first place. This part of the
chapter draws heavily on the prior work and excellent methodological
discussions of Annis (1987), Finney and Moos (1986), Miller and Hester
(1986a), Skinner (1981), Simpson and Sells (1982), and Simpson and
colleagues (1979). Finally, the chapter discusses different types of matching
studies at different points during the course of rehabilitation and suggests
issues and methods that are pertinent for matching studies in the future.

PART |I—METHODOLOGICAL CONSIDERATIONS IN PERFORMING
MATCHING STUDIES

The Concept of Patient-Treatment Matching: What Is a Reasonable
Expectation?

Perhaps the most important consideration in a treatment matching study is a
clear understanding of what a treatment (if it works perfectly) would be expected
to accomplish and of how a treatment (if it works the way it is supposed to)
would accomplish these effects. A comparison of two common treatments may
serve to illustrate the point. The use of naltrexone (Trexan) in the treatment of
opiate dependence is widespread as a blocker of drug-taking behavior. It is
essentially atheoretical in its approach and makes no assumptions regarding
the etiology or complexity of the drug problems under treatment.

This type of atheoretical treatment has a basic and direct set of expectations
regarding the following:

1. Patient selection criteria for the treatment—it should work with any opiate
addict who complies with the dosing regimen.

2. Duration and intensity of treatment necessary to produce the desired
effects—it should work almost immediately; its efficacy has virtually nothing
to do with intermediate changes in the patient or his or her behavior (other
than compliance with the dosing).

3. Requirements for the treatment to take place—it should work in virtually
any setting in which appropriate pharmacologic supervision is available.

4. Criteria for judging if the treatment has been able to do what was
intended—it should reliably reduce opiate use, nothing more.

5. Range of outcome criteria that would reasonably be affected by this
intervention—opiate use alone; there are (should be) no expectations that
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this medication alone will provide the patient with “insight,” reduce “denial,”
or assist with the social/leconomic/emotional adjustment of the recovering
patient (although these may be subsequent effects of the extended drug-
free status produced by the medication).

6. Duration of benefits—it should lose its effectiveness almost immediately
following cessation of dosing, unless other behavior change-oriented
interventions accompany the medication.

In contrast, some treatments in the substance abuse field that are based on
theoretical assumptions about the “underlying” causes of substance
dependence work indirectly to effect change and are not immediate in their
effects. Good examples are found in the widely used varieties of
psychotherapy (group and individual; dynamic and behavioral) for the treatment
of alcohol dependence. These treatments are theory driven, assuming that a
primary (if not the only) reason for the excessive drinking is an underlying
emotional problem in the patient, which functions to provide motivation for the
“stress reduction/affect relieving” properties of the alcohol. That is, the
treatment is based on the theory that emotionally troubled individuals have
learned that their problems could be ameliorated by alcohol and that this quickly
became habit-forming. The expectations regarding the effects of psychotherapy
on alcohol dependence are necessarily indirect. That is, if the patient is
emotionally troubled and if the psychotherapy can reduce these problems, then
the patient should have less motivation to drink, and this should result in lower
levels of drinking following treatment.

It should be dear that this type of theory-driven treatment has fundamentally
different expectations regarding the following:

1. Patient selection criteria for the treatment—it should only work with
alcoholics who have emotional problems.

2. Duration and intensity of treatment necessary to produce the desired
effects—it should only work with those patients (assuming again that they
are “appropriate” to start with) who have had enough of the treatment to
correct the target problem, that is, the underlying emotional discomfort.

3. Requirements for the treatment to take place—it should only work where
appropriate facilities and trained staff have employed the prescribed
amount and intensity of treatment in the manner that it is intended to be
delivered; obviously, these requirements will be different but equally.
relevant for various types of psychotherapies.
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4. Criteria for judging if the treatment has been able to do what was
intended—it should reduce emotional problems but should not be expected
to reduce alcohol use (this would be, at best, an indirect effect).

5. Range of outcome criteria that would reasonably be affected by this
intervention—if an underlying emotional problem is the central problem that
has been manifest as alcoholism, then the reduction of that problem should
have positive effects on other areas, for example, family and social
relations, employment opportunities, and general psychological adjustment.

6. Duration of benefits—it should continue its effectiveness following
completion of treatment because it is conceived as a relatively enduring
behavioral change.

Although this comparison is by design extreme for the purposes of illustration,
there are many other treatment contrasts within the substance abuse field that
offer similar levels of disparity with regard to the expectations associated with
them. Examples include methadone maintenance and TC treatments, aversion
therapies, skills-training, acupuncture, and relapse prevention.

At What Level is the Matching Expected?

Many studies have examined different treatment settings or intensities
(inpatient, outpatient, day-hospital, partial hospital) for evidence of differential
patient outcomes. Other studies have examined different modalities of
treatment (controlled drinking, drug-free abstinence, antagonist-assisted
abstinence), whereas the majority of studies have looked at treatment programs
(a particular combination of setting and modality) as the unit of analysis. Very
few studies have examined the more subtle treatment elements or ingredients
within programs (group therapy, education, social work services, etc.) that
would be associated with actual patient-treatment matching.

It should be clear that different types of patient variables will be important in
matching at each of these levels, and unless the level of measurement is
appropriate to the level of matching desired, it can restrict the interpretation of
the results. Perhaps the best example of this problem is seen in the series of
studies by McLellan and colleagues (1982, 1983a, 1983b). In these studies,
“treatments” were six existing treatment programs from two different treatment
settings (inpatient and outpatient). The inpatient treatments were all from the
TC orientation with at least nominally the same abstinence treatment philosophy
and the same general staffing guidelines. Furthermore, no attempt was made
to measure the extent to which the “ingredients” of treatment (such as individual
counseling, group therapy, education, recreation, medications, social work
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services, patient governance, etc.) were offered or received during the
treatment process. Therefore, although these investigators did find very clear
evidence of patient-setting matches and more modest evidence of some
patient-program matches, the gross level of measurement did not permit
evidence for patient-treatment matches.

The failure to measure the actual treatment ingredients provided in this study
can produce at least two errors of interpretation. First, it is possible for an
investigator in a matching study to conclude that a setting is “matched” to a
patient when, in fact, it was the particular combination of treatment ingredients
within the program that was responsible for the positive outcome. A replication
study with the same setting and similar patient sample might result in poor
outcomes if there were changes in the ingredients of treatment. Second, it
would be possible (in fact, likely) for a patient-program matching study to find no
evidence of differential outcomes across a variety of patient subtypes in two
treatment programs (perhaps even within the same modality) and to conclude
that there was no evidence of patient-treatment matching. If the actual
treatments (the nature and duration of the ingredients delivered to the patients)
were not measured, this type of conclusion would go well beyond the level of
data available.

What Kind of Treatment Is Delivered? How Much of It? How Long and
How Well?

The problems raised above illustrate that different levels of conclusions are
possible with more refined levels of measurement, particularly in the case of
treatment process. It will not be possible to demonstrate that a treatment
program is differentially suited to a specific type of individual if the program is
poorly run and cannot effect intended changes with any segment of its
population. If it cannot be specified that a treatment was delivered in the
intended manner by adequately trained individuals and in sufficient quantity and
intensity to effect the desired change in a majority of patients, then conclusions
regarding matching hypotheses are not possible.

Other Methodological Problems

There are several types of design and analysis problems that can place
limitations on the value of conclusions drawn from matching studies. The major
problems are discussed briefly below, but more complete and detailed
discussions of design and analysis issues pertinent to the matching

issue have been presented by Skinner (1981), Simpson and Sells (1982)
Simpson and the TCU-DARP group (1979) and Longabough (1986).
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Adequate Sample Sizes. Because the matching effects that have been
observed account for less than 10 percent of outcome variability, it is necessary
to employ sample sizes that permit enough statistical power to detect a
matching effect. Many published matching studies have not had sample sizes
adequate to detect a matching effect even in an appropriate design.

Closely related to this is the need for significant variability across the variables
measured. It is not statistically possible to detect an important relationship
between a pretreatment measure and an outcome criterion if there is only a
small amount of variability within the samples on that pretreatment measure.
This has been particularly important with respect to the drug use severity
measure because it is often the most homogeneous of all background variables
in a treatment population.

Prospective vs. Post Hoc Analyses. Very few studies have prospectively
tested specific matching variables that were posited to be related to outcome
based on prior work or on a relevant theory. Results from these prospective
studies hold greater conceptual validity than those derived from a large-scale
post hoc analysis of a collection of potential predictors. It should be clear that
post hoc analyses, especially those in which a large number of items are
examined, run the risk of simply uncovering an isolated or spurious relationship.
Furthermore, simple correlations between sets of predictors and an outcome
variable do not provide important information regarding the relationships among
predictor variables.

Differentiation or Prediction. Perhaps the most common misinterpretation of
results occurs in post hoc studies in which poor performance patients (based on
some valid criterion) are found to be significantly different from good
performance patients on pretreatment or demographic variable x. Results such
as these often were extrapolated to the conclusion that patients with variable x
should not be treated in the particular treatment modality. Depending on the
variability in the population and the number of subjects used, it is possible for
many variables to be “significantly different” among different segments of the
population. However, these variables may not be meaningfully associated with
the outcome criterion in a predictive sense. This may happen because variable
x accounts for only a small part of the total variation in outcome or because
variable x is closely related to another variable (which may or may not have
been included in the analyses) that is itself predictive of outcome. Truly reliable
and valid estimates of prediction or of matching require multivariate analyses
that can take into consideration these complex relationships and adjust the
estimates appropriately.
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PART II—AN EXAMINATION OF MATCHING ISSUES AT SEVERAL LEVELS

The results of this review suggest that the most potential for advancement will
come from the analysis of more discrete and better defined stages of the
rehabilitation process, that is, from the process of treatment selection, through
the provision of specific treatment elements during rehabilitation, to the services
offered in the posttreatment environment. Just as each of these stages of the
rehabilitation process has a different context in which it takes place and a
different set of goals for the patient, the clinical possibilities for patient-treatment
matching and the potential for matching research also will be different among
these stages. Therefore, the remaining portion of this chapter examines the
potential for matching research in each of four areas that coincide with the
typical context in which treatment is provided. In each of these parts, there is
critical commentary regarding the matching research done to date, and there
are suggestions for future methods to be applied and examples of specific types
of studies that could be performed.

Matching Before the Treatment Starts: Program-Patient Matching

Because the nature of a treatment program (including its location, cost, referral
network, charter, and preferred modalities) will determine in large part the types
of patients who present for treatment, the sample of patients evaluated at a
specific treatment program will not even be representative of the total
population of treatment-seeking individuals. This is important in that
conclusions from these results often are discussed in terms of what they mean
to “the treatment community” or to “the substance abuse field.”

Of course, treatment programs have recognized and used patient self-selection
in their marketing strategies and their clinical attempts to “. . . develop programs
tailored to the individual needs of the patient . . . .” This marketing process of
solicited self-selection is sensible in that it is not likely that the effects of even
conceptually identical and comparably applied treatments would be similar for
both a sample of older, lower socioeconomic, chronic alcoholic males treated in
a Veterans Administration hospital and a sample of adolescent, middle-class
girls at a private facility who were referred to treatment early in the course of
their substance abuse careers.

This means that a form of matching takes place before the initiation of treatment
through the process of specialization and the selective marketing and referral
for “seemingly appropriate” patients. This has spawned the development of
“special programs” for “special populations” such as adolescents, Native
Americans, women, abused women, adult children of alcoholics, homeless
men, and many others. This is by far the most extensive and possibly the most
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relevant of all the matching work done in this country, yet little more than
descriptive information is available on this level of effort.

The research that has been done in this area has attempted to determine if
differential outcomes are seen among these groups treated in the same
program. Although this is technically a true matching design, the issue is
important and clearly related to the larger matching issue. To date, the meager
amount of research that has been completed has found no clear indication that
these group designations are associated with different outcomes among those
patients who have entered treatment. However, it is clear that members of
these groups do not enter available “mainstream” treatments in proportions that
are representative of the substance abuse problems within those groups. For
this reason, the major efforts in this area related to program-patient matching
have been in the development of tailored programs designed and operated by
and for selected special population groups. The goal of this effort has been to
attract more substance-abusing individuals from these groups into treatment.
Although there has been a marked increase in the number of these programs
available, it is not yet clear whether proportionally more members of these
groups have been attracted into treatments or whether higher proportions of
special populations enter special programs than enter traditional programs.
Furthermore, although these programs have generally offered attractions that
are specially suited to their target populations (e.g., child care for women’s
programs and special access for handicapped programs), it is not clear whether
or to what extent the treatments provided within these programs differ from
more “mainstream” types of treatments and/or whether they are associated with
differential outcomes.

Research Opportunities at This Level. Studies could be carried out to
address the following questions for programs designed with special populations
in mind:

1. Do the patients with the “right” patient profile stay longer, show more
improvement, and remain improved longer than patients with the “wrong”
profile?

2. Is greater demographic and socioeconomic homogeneity among patients
associated with better retention in a specific treatment, that is, how much
and what types of diversity can a patient population tolerate and still
maintain cohesiveness? This is relevant to the increasing amount of
cocaine and alcohol use found in patients presenting for treatment at
traditional alcohol programs: Can these patients be treated with alcohol-
only patients? Are the treatment goals and methods compatible for these
two types of patients? Can women be treated as effectively in mixed male
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and female settings as in specialized women’s facilities? Similar questions
could be asked regarding adolescent and adult substance abusers as well
as other significant subgroups in the total patient population.

3. Do two conceptually and methodologically different treatments (e.g.,
naltrexone vs. relapse prevention) tailored to the same patient profile have
differential effects?

Matching at the Initiation of Treatment: Patient-Setting or Patient-Intensity
Matching

There are at least four levels of treatment intensity or treatment settings that
have been offered to substance-abusing patients and studied with regard to
matching:

1. Advice/self-help

2. Brief interventions (usually fewer than five counselor/therapist
appointments) lasting about a week

3. Outpatient or partial hospitalization
4. Inpatient care (either at a rehabilitation facility or as part of a hospital)

Table 1 describes available results from matching or prediction-of-outcome
studies done to date. The questions that have been asked to date regarding
these treatment levels have been principally economic in origin. What patient
factors predict favorable outcomes in these treatment settings? Is one of these
treatment intensities significantly better than another for randomly selected
groups of patients? Not all pertinent studies are represented in the table, just
those that are more carefully conceived and controlled. Blanks indicate the
absence of a representative study or conclusion. Other, very useful tabular
presentations of similar data include those of Longabough (1986) and Annis
(1987).

Although there are several points of interest in this table, one methodologically
significant point is that the patient factors that are predictive of treatment
outcome at a reduced level of treatment intensity (e.g., none or brief treatment)
usually continue to be predictive even at more structured or intensive levels of
treatment. Thus, as can be seen, social and economic factors (i.e., social
supports) have been reliably associated with posttreatment outcome in studies
at all levels of treatment intensity. This is important in matching studies that
examine two or more levels of treatment intensity (e.g., outpatient drug-free
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TABLE 1. A proposed hierarchy of treatment interventions and their known outcome predictors

Treatment Intensity Patient Treatment Representative
Level Characteristic Characteristic Publications?

Faciors suggesting improvement without any treatment
Low alcohol dependence (ADS) Vaillant 1983;
High social supports Not applicable Elal-Lawrence et al.
(married, job) 1087

Factors suggesting improvement with only brief treatment
Low ADS Informative/instructional Sanchez-Craig 1984;
High social supports Controlled drinking goal Miller 1985; Heather 1986;

Factors suggesting improvement within traditional outpatient programs?

Ltow ADS
High social supports
Low psychiatric prob. severity

Faclors suggesting improvement within traditional inpatient programs?
All of the above predictors pius:

Mid to high ADS

Mid to high social supports
L.ow to mid psychiatric severity
Not - ASP

Factors suggesting maintained improvement following treatment
Low ADS

High social supports
Low to mid psychiatric severity

Anonymous, confidential

Length of stay
Type of discharge

Length of stay
Type of discharge
Program “climate”

Attend AA
Relocation
Structured aftercare

Orford et al. 1976

Armor et al, 1976;

Finney et al. 1981a, 1981b;
McLellan et al. 1983a, 1983b;
Rounsaville et al. 1987

Armor et al, 1976;

Finney etal. 1981a;

McLellan et al. 1983a, 1983b;

Lyons 1982; Hesselbrock 1985; Powell
et al. 1986; Woody et al. 198§

Finney and Moos 1981, 1986;
Azrin et al. 1982; Finney et al. 1982;
McLachian 1974; Walker et al, 1983

1Studies are referenced if they pertain to either patient or treatment characteristics.

ZTraditional” treatment programs are recognized as combinations of a variety of methods and ingredients—the active ingredients of these programs are not
presumed at this time. Table 2 illustrates several commonly employed ingredients and the predictor studies pertaining to them.



counseling vs. inpatient relapse prevention). This is an interesting example of a
situation in which random patient assignment might not be the best way to
examine the matching issue. In a situation such as the one described, simply
randomly assigning patients to each of the treatments would ensure variability
(hopefully, equal variability) on the social support measure for patients assigned
to both programs. Subsequent analyses almost certainly would show a
pronounced effect of the social support variable and, depending on the
available number of subjects, overshadow other variables. Not only would
conclusions based on this design not offer useful information (Who of those
among the treatment field does not already realize that those with better social
supports at the time of treatment admission are likely to have better outcomes
at the time of followup?), but also it would not be consistent with the “real world”
in that there is usually not an equal range of variability in the social supports
between inpatient and outpatient populations (i.e., outpatient samples often
have better living and employment situations than inpatient samples). Because
these social support variables are likely to be major influences on treatment
outcome, one solution would be to equate or stratify samples on these variables
during the treatment assignment process.

Research Opportunities at This Level. It seems that there is now enough
conceptual clarity regarding the various levels of treatment structure or intensity
to permit the use of more carefully staged or hierarchical designs. These
staged designs tailor matching hypotheses to the treatment goals and patient
populations appropriate for different levels of treatment structure (no treatment,
brief treatment; outpatient, inpatient). In this way, it seems possible to build on
those conclusions from the past several years that have been replicated and
that make clinical sense. For example, the work of many investigators in the
alcohol treatment field (Sanchez-Craig 1984; Miller and Hester 1986a) indicates
that individuals with less severe and shorter periods of problem drinking, better
social supports, and fewer medical and psychological problems can improve
problems without intensive treatments. Therefore, such studies as the following
are suggested:

1. Studies of matching between different levels of treatment intensity should
attempt to select patients with approximately the same levels of treatment
problems and social supports. For example, in a study of inpatient vs.
outpatient treatment, it would be preferable to include only those patients
who were considered (based on clinical and research data) appropriate for
outpatient care. Results then might permit a better understanding of the
patient factors within the “clinically appropriate” group that are associated
with outcome from each level of treatment intensity.
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2. Existing models of patient assignment to different levels of treatment
intensity (e.g., Hoffman et al. 1987) should be evaluated in a series of
controlled evaluations at various sites and with various segments of the
patient population. Explicit patient assignment models have been
developed based on specified theories offering face-valid ideas for
appropriate levels of care and clear improvement criteria for transferring
patients among these levels. These models offer promising and practical
approaches to an important and expensive problem confronting patients,
treatment providers, and third-party payers. These models may be face-
valid enough to permit clinical adoption and, thus, a wider range of
treatment programs evaluating them.

Matching During the Treatment Process: Patient-Treatment Matching

There is a fairly discrete set of treatment components available to most
substance-abusing patients in treatment, regardless of the modality or setting.
These include the following:

1. Group therapy (usually focused on issues of treatment need and denial)

2. Individual therapy (usually personal counseling regarding relationship
problems and crises)

3. Substance abuse education

4. Self-help groups such as Alcoholics Anonymous (AA), NA, CA—12 steps
(either as part of the treatment or through referral)

5. Social service assistance (referral to home or work placement)

Table 2 presents a series of treatment methods and the patient and treatment
component factors that this review has found to be associated with outcome.
Although there has been at least a moderate amount of work looking at
matching in treatment settings (inpatient vs. outpatient) and among programs,
there has been little matching work done at the treatment component
(medication, therapy, education, etc.) level and even less at the therapist or
counselor technique level. This is potentially important in that the failure to find
evidence of matching between different programs or settings may be due to the
similarity of the therapeutic methods or components employed between
treatment programs and settings. Again, this highlights the need for more
detailed measurement of the treatment process and for examinations to assess
or determine the “active ingredients® of treatment. If these active ingredients
are at the process level and if they are applied comparably across treatment
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TABLE 2. Predictors of improvement in programs using the following components

Treatment Patient Treatment Representative

Component Characteristic Characteristic Publications!

Antidipsotropic medication High social stability Compliance Mayer and Myerson 1971;
Married Azrin et al. 1982; Fuller
Not depressad et al. 1983; Keane et al. 1984

Group therapy? Conceptual level Therapist empathy McLachlan 1974;
High self-image Annis and Chan 1983

Individual therapy? Not antisocial personality Therapist empathy Luborsky et al. 1984; Woody et
-Depression Technique “purity” al. 1984, 1985

Aversion therapy ? Production of Miller 1986; Miller and Hester

aversion response 1986b

Relapse prevention Differential environmental ? Annis 1987; Marlatt and Gordon
risk 1985; Gorski and Miller 1982

Alcohalics Anonymous Authoritarian/religious ? Ogbome and Glaser 1981;
Conforming Brandsma et al. 1980;
Nondepressed Powell et al. 1985

Alcohol education ? ? Kinder et al. 1980

Social skills training ? ?

Botvin et al. 1984

'Studies are referenced if they pertain to either patient or treatment characteristics.
2There are many varieties of therapy, and predictors may not generalize.



settings and programs, then it should not be surprising that there would not be
much evidence of patient-setting or patient-program matching other than at the
grossest levels (e.g., based on levels of social supports, psychiatric severity,
etc.).

Research Opportunities at This Level. Matching research at the program
level is likely to be the area that is most easily addressed by treatment
researchers because it can be done within a single program, thus eliminating
the kinds of methodologic and logistic problems that confront workers who study
matching among programs. Furthermore, this type of matching study may
provide the most practical information to program directors and often can be
completed as part of ongoing quality assurance or program evaluation duties.
The following types of studies could be considered at this level:

1. Random patient assignment methods in controlled experimental trials can
be most profitably used in studies within a treatment program to investigate
the addition of a specific component to treatment as usual. Woody’s study
of psychotherapy as an adjunct to standard counseling (Woody et al. 1983,
1984, 1985) is an example of such an approach that can provide clear data
on the worth of specific treatment components. Virtually all of the standard
treatment components now used in rehabilitation programs (education,
relapse prevention, group therapy, etc.) could be evaluated for their
contribution to outcome against groups having all other aspects of the
treatment except the target component. This type of study could be
implemented across various treatment settings and patient populations.

2. Treatment methods and techniques that have been predictive of favorable
outcome in less structured treatments (e.g., individual therapy,
nonconfrontative approach, and patient participation in treatment goals) are
typically not those used in the more structured treatments (e.g., group
therapy, confrontation, and program-directed goals). There may be a very
good reason for this, but there has not been much research in this area that
supports the differentiation. More research is indicated here.

Matching Following Primary Rehabilitation: The Role of the Posttreatment
Environment

In the past the posttreatment environment of patients was a direct function of
the pretreatment resources of the patient. Most programs have concentrated
on “primary care” (i.e., 28 days of inpatient treatment) and have not had the
resources to develop tailored posttreatment arrangements. Furthermore, the
continued treatment possibilities offered to patients who completed primary care
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generally have been restricted to NA, CA, or AA and possibly a weekly or
monthly continuing care meeting at the primary care site.

Research Opportunities at This Level. Certain research (e.g., Finney et al.
1980; Moos et al. 1982; Finney and Moos 1981) has shown that the effects of
the posttreatment environment can exert profound influence on the magnitude
and duration of benefits shown among treated alcohol abusers. Because of this
work, the ever-reducing length of reimbursed care in primary rehabilitation, and
the financial push toward outpatient treatments, clinical programs have devoted
more time to development of posttreatment “continuing care programs” and
have attempted to bring the families of patients into the continuing treatment
process. With the addition of these available services comes the opportunity
for patient-treatment matching research following the period of primary
rehabilitation.

1. Comparative studies of AA/NA/CA, relapse prevention, individual therapy,
and/or family therapy following completion of primary rehabilitation could be
initiated in a variety of treatment settings and patient populations. Do these
interventions add anything to primary care alone? What types of patients
can benefit differentially from each of these? Ideally, these should be
parametric studies investigating the optimum duration and intensity of
treatments and should include measures of cost-effectiveness.

2. Comparative studies of family treatments (independent of the patient) could
evaluate the contributions of various forms of family education to the
posttreatment adjustment of the patient. For example, during the course of
a patient’'s substance abuse rehabilitation, his or her family could be
assigned to Al-Anon, family therapy, drug education, or individual
counseling. This family/environment focus could help to determine if these
interventions add anything to simple primary care for the affected patient
and if these differentially focused approaches could be matched to specific
types of families. There are studies of this within the alcohol treatment
field, but this type of work has not received appropriate attention within the
drug abuse treatment field.

CONCLUSIONS

The work to date on patient-treatment matching has been productive and has
suggested three conclusions:

1. Patient factors have been more predictive of outcome from treatment

generally and of differential effectiveness of specific treatments than have
treatment process factors. However, techniques for patient measurement
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have shown major development in breadth, reliability, and validity over the
past decade. In contrast, treatment process or methods have been almost
unstudied, and there are no available instruments for reliable and valid
treatment measurement. The broader range of treatments now available
may reveal more potent treatment process factors if provided in an
appropriate manner and for an adequate duration.

Of the patient variables studied, social, economic, and psychiatric factors
have been among the most important predictors of outcome from different
treatment intensities (e.g., inpatient, partial hospitalization, and outpatient).
Specifically, patients with better social and economic supports and fewer
psychiatric problems do well in most treatments and seem to benefit
equally from inpatient or outpatient interventions. Lower socioeconomic
strata patients and those having more serious psychiatric problems do less
well in treatment generally, but they do particularly poorly in outpatient care.
Patient factors such as severity of drug dependence, family history of
substance abuse, and (especially) presence of antisocial personality
disorder have been generally predictive of poorer outcomes from all
treatments but not differentially predictive of response to specific
treatments.

There have been very few studies of matching patients to different
treatment components (e.g., group therapy, individual therapy, medication,
and relapse prevention) within a given level of treatment intensity. There
are at this time no clear predictors of differential outcomes from any of
these components.

Recommendations

The matching work in the coming years gives every indication of potential for

significant, practical advances. To this end, the following recommendations are

offered.

As has been discussed by Annis (1987) and Longabough (1986). there is a

need for more specific focusing on matching questions. Efforts should be made
to study well-specified treatments that have clear therapeutic goals in specified

segments of the patient population (e.g., antidepressant medication vs.

cognitive-behavioral psychotherapy for depression in patients meeting DSM-III-
R criteria for opiate dependence and major depressive disorder). These types
of designs offer a much greater likelihood of providing interpretable results and

a better understanding of the mechanisms responsible for those results.
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One type of research design (e.g., randomized controlled trials) may not always
be appropriate for matching studies at every level of the rehabilitation process.
For example, at the level of referral to the treatment program (primary care) and
of referral to the posttreatment environment (aftercare), it might be reasonable
to consider nonexperimental designs employing a cafeteria approach (Ewing
1977) or a feedback system (Glaser 1980) due to the often extremely high rates
of patient dropout associated with randomized assignment to different levels of
care or different treatment programs (Bale et al. 1980). At the level of assigning
treatment components or treatment providers within the program (the treatment
plan), experimental designs with random patient assignment generally would be
preferable in evaluating the differential efficacy of components with
approximately equal attractiveness and comparable intensity.

There is a need for more innovative interventions and programs designed to
address specific treatment problems in the population (e.g., the psychiatrically il
substance abuser, the antisocial substance abuser, the cocaine- and alcohol-
dependent patient, etc.). Similarly, there is a need to continue evaluation and
patient-treatment matching work with recently developed treatments such as
relapse prevention (Marlatt and Gordon 1985; Gorski and Miller 1982) and
community reinforcement (Azrin et al. 1982). As has been discussed by
Skinner (1981) and others, it is difficult to study the optimum matching of
patients and treatments when there is so little variability in the philosophy,
duration, or basic therapeutic components (e.g., group therapy, education, and
NA/CA/12 steps) of most treatments.

There has been much research in the treatment of substance dependence over
the past two decades, but only recently has any of it translated into truly
innovative modifications of the basic treatment process (Miller and Hester
1986b). In some quarters, the suggestion that new treatments are needed has
been considered defamation of existing methods and philosophies. There is
every reason to feel heartened by the efficacy shown by existing treatments
(McLellan et al. 1982; Miller and Hester 1986b). However, the results of
treatment evaluations and patient-treatment matching studies to date indicate
that no single treatment is effective for all patients; that many patients have
been admitted to inpatient treatments when short-term, less intensive
treatments could have worked; and that many other patients will not accept or
benefit from any of the existing interventions.

Perhaps the clearest need within the area of patient-treatment matching is for
the development of a reliable, valid, practical, and generalizable instrument to
measure the types, amounts, and duration of treatment interventions applied to
a patient during the course of rehabilitation. This is necessary for many
reasons but primarily for training of therapists and evaluation of treatment
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efficacy. If treatments are not applied in a manner consistent with their
philosophy, then it is not reasonable to think that they will work. We rarely know
if even a specific intervention (e.g., group therapy for denial), much less a
multiservice treatment program, is practiced in the manner originally intended.
We do not know the extent to which different individuals in a single treatment
receive the same types, amounts, or durations of treatment components. The
often repeated claim that patient factors account for more outcome variation
than treatment factors may simply be due to the lack of measurement now
available in the treatment domain. The ability to characterize a treatment
intervention or program in the same way that patients are now characterized will
effectively double the current ability to predict outcomes and to optimally assign
(i.e., match) patients to available treatments.

REFERENCES

Annis, H.M. “Effective Treatment for Drug and Alcohol Problems: What Do We
Know?” Invited address presented at the Annual Meeting of the Institute of
Medicine, National Academy of Sciences, Washington, DC, October 21,
1987.

Annis, H.M., and Chan, D. The differential treatment model: Empirical
evidence from a personality typology of adult offenders. Crim Justice Behav
10:159-173, 1983.

Armor, D.J.; Polich, J.M.; and Stambul, A.B. Alcoholism and Treatment. New
York: John Wiley & Sons, 1976.

Azrin, N.H.; Sisson, R.W.; Meyers, Ft.; and Godley, M. Alcoholism treatment by
disulfiram and community reinforcement therapy. J Behav Ther Exp
Psychiatry 13:105-112, 1982.

Bale, R.; Van Stone, W.; and Kuldau, J. Therapeutic communities vs.
methadone maintenance. Arch Gen Psychiary 37:179-198, 1980.

Botvin, G.J.; Baker, E.; Renick, N.L.; Filazzola, A.D.; and Botvin, EM. A
cognitive-behavioral approach to substance abuse prevention. Addict Behav
9:137-148, 1984.

Brandsma, J.M.; Maultsby, M.C.; and Welsh, R.J. The Outparient Treatment of
Alcoholism: A Review and Comparative Study. Baltimore, MD: University
Park Press, 1980.

Elal-Lawrence, G.; Slade, P.D.; and Dewey, M.E. Treatment and follow-up
variables discriminating abstainers, controlled drinkers, and relapsers. J
Stud Alcohol 48:41-47, 1987.

Ewing, J.A. Matching therapy and patients: The cafeteria plan. Br J Addict
72:13-18, 1977.

Finney, J.W., and Moos, R.H. Characteristics and prognoses of alcoholics who
become moderate drinkers and abstainers after treatment. J Stud Alcohol
42:994-1005,1981.

132



Finney, JW., and Moos, R.H. Matching patients with treatments: Conceptual
and methodological issues. J Stud Alcohol 7:122-134, 1986.

Finney, J.W.; Moos, R.H.; and Chan, D.A. Length of stay and program
component effects in the treatment of alcoholism: A comparison of two
techniques for process analyses. J Consult Clin Psychol 49:120-131, 1981a.

Finney, J.W.; Moos, R.H.; and Chan, D.A. The process of recovery from
alcoholism: |I. Comparing alcoholic patients and matched community
controls. J Stud Alcohol 42:363-402, 1981b.

Finney, J.W.; Moos, R.H.; and Mewborn, C.R. Post-treatment experiences and
treatment outcome of alcoholic patients six months and two years after
hospitalization. J Consult Clin Psychol 48:17-29, 1980.

Fuller, R.K.; Roth, H.R.; and Long, S. Compliance with disulfiram treatment of
alcoholism. J Chronic Dis 36:161-170, 1983.

Glaser, F.B. Anybody got a match? Treatment research and the matching
hypothesis. In: Edwards, G., and Grant, M., eds. Alcoholism Treatment in
Transition. London: Crown Helm, 1980.

Gorski, T.T., and Miller, M. Counseling for Relapse Prevention. Independence,
MO: Herald House-Independence Press, 1982.

Heather, N. Change without therapists: The use of self-help manuals by
problem drinkers. In: Miller, W.R., and Heather, N., eds. Treating Addictive
Behaviors: Processes of Change. New York: Plenum Press, 1986. pp.
331-359.

Hesselbrock, V.M.; Meyer, R.E.; and Keener, J.J. Psychopathology in
hospitalized alcoholics. Arch Gen Psychiatry 42:1050-1055, 1985.

Hoffman, N.G.; Ninoueve, F.; Mozey, J.; and Luxemberg, M.G. Comparison of
court-referred DWI arrestees with other outpatients in substance abuse
treatment. J Stud Alcohol 48:591-594, 1987.

Keane, T.M.; Foy, D.W.; Nunn, B.; and Rychtarik, R.G. Spouse contracting to
increase Antabuse compliance in alcoholic veterans. J Clin Psychol 40:340-
344, 1984.

Kinder, B.N.; Pape, N.E.; and Walfish, S. Drug and alcohol education
programs: A review of outcome studies. Int J Addict 15:1035-1054, 1980.
Longabough, R. “The Matching Hypothesis: Theoretical and Empirical Status.”
Paper presented at a meeting of the American Psychological Association,

New York, August 1986.

Luborsky, L.; McLellan, A.T.; Woody, G.E.; O'Brien, C.P.; and Auerbach, A.
Therapist success and its determinants. Arch Gen Psychiatry 81:123-130,
1984.

Lyons, J.P.; Welte, J.; Brown, J.; Sokolow, L.; and Hynes, G. Variation in
alcoholism treatment orientation: Differential impact upon specific
subpopulations. Alcoholism: Clin Exp Res 6:333-343, 1982.

Marlatt, G.A., and Gordon, J.R. Relapse Prevention. New York: Guilford
Press, 1985.

133



Mayer, J., and Myerson, D.J. Outpatient treatment of alcoholics: Effects of
status, stability, and nature of treatment. Q J Stud Alcohol 32:620-627, 1971.

McLachlan, J.F.C. Therapy strategies, personality orientation, and recovery
from alcoholism. Can Psychiatr Assoc J 19:25-30, 1974.

McLellan, A.T.; Luborsky, L.; Woody, G.E.; Druley, K.A.; and O’Brien, C.P.
Predicting response to alcohol and drug abuse treatments: Role of
psychiatric severity. Arch Gen Psychiatry 40:620-625, 1983a.

McLellan, A.T.; Luborsky, L.; Woody, G.E.; O'Brien, C.P.; and Druley, K.A.
Increased effectiveness of substance abuse treatment: A prospective study
of patient-treatment ‘matching.” J Nerv Ment Dis 171(10):597-605, 1983b.

McLellan, A.T.; Woody, G.E.; Luborsky, L.; O'Brien, C.P.; and Druley, K.A. Is
treatment for substance abuse effective? JAMA 247:1423-1427, 1982.

Miller, W.R. Motivation for treatment: A review with special emphasis on
alcoholism. Psychol Bull 98:84-107, 1985.

Miller, W.R. Haunted by the Zeitgeist: Reflections on contrasting treatment
goals and conceptions of alcoholism in Europe and the United States. In:
Babor, T.F., ed. Alcohol and Culture: Comparative Perspectives from
Europe and America. New York: New York Academy of Sciences, 1986.
pp. 27-46.

Miller, W.R., and Hester, R.K. Inpatient alcoholism treatment: Who benefits?
Am Psychol 41:794-805, 1986a.

Miller, W.R., and Hester, R.K. Matching problem drinkers with optimal
treatments. In: Miller, W.R., and Heather, N., eds. Treating Addictive
Behaviors: Processes of Change. New York: Plenum Press, 1986b. pp.
175-203.

Moos, R.H.; Finney, JW.; and Gamble, W. The process of recovery from
alcoholism II: Comparing spouses of alcoholic patients and matched
community controls. J Stud Alcohol 43:666-909, 1982.

Ogborne, A.C., and Glaser, F.B. Characteristics of affiliates of Alcoholics
Anonymous: A review of the literature. J Stud Alcohol 42:661-675, 1981.

Orford, J.; Openheimer, E.; and Edwards, G. Abstinence or control: The
outcome for excessive drinkers two years after consultation. Behav Res
Ther 14:409-418,1976.

Powell, B.J.; Penick, E.C.; Liskow, B.l.; Rice, A.S.; and McKnelly, W. Lithium
compliance in alcoholic males: A six-month follow-up study. Addict Behav
11:135-140,1986.

Powell, B.J.; Penick, E.C.; Read, MR.; and Ludwig, A.M. Comparison of three
outpatient treatment interventions: A twelve-month follow-up of men
alcoholics. J Stud Alcohol 46:309-312, 1985.

Sanchez-Craig, M. Therapist's Manual for Secondary Prevention of Alcohol
Problems: Procedures for Teaching Moderate Drinking and Abstinence.
Toronto: Addiction Research Foundation, 1984.

134



Simpson, D.D.; Savage, L.J.; and Lloyd, M.R. Followup evaluation of treatment
of drug abuse during 1969 to 1972. Arch Gen Psychiatry 36:772-780, 1979.

Simpson, D.D., and Sells, S.B. Evaluation of Drug Abuse Treatment
Effectiveness: Summary of the DARP Followup Research. Medical
Monograph Series. Vol. 1, No. 7. DHHS Pub. No. (ADM)82-1194.

Rockville, MD: Supt. of Docs., U.S. Govt. Print. Off., 1982.

Skinner, H.A. Different strokes for different folks. Differential treatment for
alcohol abuse. In: Meyer, R.F.; Babor, T.F.; Glueck, B.C.; Jaffe, J.H.;
O’Brien, J.E.; and Stabenan, J., eds. Evaluation of the Alcoholic:
Implications for Research, Theory, and Treatment. National Institute on
Alcohol Abuse and Alcoholism Research Monograph 5. DHHS Pub. No.
(ADM)81-1033. Washington, DC: Supt. of Docs., U.S. Govt. Print. Off,,
1981. pp. 349-367.

Vaillant, G.E. Natural History of Male Alcoholism: Causes, Patterns, and Paths
to Recovery. Cambridge: Harvard University Press, 1983.

Walker, R.D.; Donovan, D.M.; Kivlahan, D.R.; and O’Leary, M.R. Length of
stay, neuropsychological performance, and aftercare: Influences on alcohol
treatment outcome. J Consult Clin Psychol 51:900-911, 1983.

Woody, G.E.; Luborsky, L.; McLellan, A.T.; O'Brien, C.P.; Beck, A.T.; Hole, A;
and Herman, |. Psychotherapy for opiate addiction: Does it help? Arch Gen
Psychiatry 40:626-634, 1983.

Woody, G.E.; McLellan, A.T.; Luborsky, L.; and O’Brien, C.P. Psychiatric
severity as a predictor of benefits from psychotherapy. Am J Psychiatry
141(10):1171-1177, 1984.

Woody, G.E.; McLellan, A.T.; Luborsky, L.; and O’Brien, C.P. Sociopathy and
psychotherapy outcome. Arch Gen Psychiatry 42:1081-1086, 1985.

AUTHORS

A. Thomas McLellan, Ph.D.
Scientific Director

Arthur I. Alterman, Ph.D.
Associate Scientific Director

Center for Studies of Addiction

Philadelphia Veterans Affairs Medical Center
University and Woodland Avenues
Philadelphia, PA 19104

135



Client Issues in Drug Abuse Treatment:
Addressing Multiple Drug Abuse

Thomas R. Kosten
ABSTRACT

Multiple drug abuse may involve the whole range of abused drugs, but the most
critical problems exist with cocaine, alcohol, opioids, and benzodiazepines. The
medical and psychosocial consequences of abusing these drugs in various
combinations are often more severe than abusing each drug alone, and specific
combinations of treatment options may be needed for many of these drugs.
These combination treatments may include relapse prevention psychotherapies
targeted toward drug-related cues that are specific to each type of drug as well
as pharmacotherapies targeted toward specific drugs of abuse, such as
naltrexone for opioid abuse and disulfiram for alcohol abuse. Few controlled
clinical trials are available with multiple drug abusers, but successful treatments
using pharmacological adjuncts such as disulfiram and amantadine have been
described with cocaine-abusing or alcoholic methadone-maintained patients.

CONTEXT OF MULTIPLE DRUG ABUSE

Multiple drug abuse has become an increasing problem among opioid and
cocaine abusers, the two major risk groups for infection with acquired
immunodeficiency syndrome (AIDS). The management of multiple drug abuse
is particularly important among the abusers of these two drugs because a key
means for controlling the AIDS epidemic among drug abusers is the successful
treatment of intravenous (IV) drug abuse (Batties and Pickens 1988). Among
those patients who abuse both opioids and cocaine together (“speedballs”), the
IV route of administration is quite common, and the direct relationship to the
spread of AIDS is quite clear. The other two substances that are substantially
abused by opioid and cocaine abusers are alcohol and sedatives, particularly
benzodiazepines. Although alcohol and benzodiazepines are not abused
intravenously in the United States, abuse of these two substances is associated
with complications in the management of both opioid and cocaine abusers.
These complications include difficulties in detoxification as well as in
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maintenance treatments. Other drugs of abuse, such as hallucinogens,
marijuana, and solvents, rarely present major complications in treating cocaine
and opioid abusers. In summary, this chapter focuses on the abused
substances that significantly complicate the treatment of patients at highest risk
of acquiring and spreading AIDS.

EXTENT OF MULTIPLE DRUG USE

For more than 15 years, surveys of opioid abusers applying for treatment have
reported frequent multiple drug abuse, but not until the past few years of the
cocaine abuse epidemic has multiple drug abuse become a major problem
among cocaine abusers. Cocaine abusers in a recent study of 300 treatment-
seeking patients reported multiple drug abuse with alcohol abuse in 70 percent
and sedative abuse in 43 percent (Kosten et al. 1989). In this study, opioid
abusers were specifically excluded. The alcohol abuse rate among these
cocaine abusers was quite interesting in that only 20 percent of the cocaine
abusers were primary alcoholics who had become alcoholic before becoming
cocaine abusers. For the rest of the alcohol abusers, the alcohol was used to
cope with the dysphoria that followed cocaine use (the “crash”) (Gawin and
Ellinwood 1988); and when they abstained from cocaine, they also did not
abuse alcohol. For sedative abuse, the pattern was primarily sporadic use, with
only 11 percent of cocaine abusers reporting weekly use. These findings
suggest that although multiple drug abuse is quite prevalent, for many abusers
treatment of cocaine abuse alone may be sufficient to control the abuse of the
alcohol or sedatives. Thus, the major treatment efforts for these multidrug
abusers can be focused on the relatively easier task of detoxification alone,
rather than on simultaneous maintenance treatments for several abused drugs
(Smith et al. 1975). Unfortunately, the situation with opioid abusers appears
more complex, with concurrent abuse of nonopioid drugs occurring rather
commonly both outside and within treatment programs.

Data on multiple drug abuse were collected in a national collaborative study
conducted in the late 1970s (Gardner 1980). In this study, 96 percent of heroin
addicts also abused alcohol at some time in their lives, and 76 percent abused
alcohol within the 3 months before beginning treatment for heroin addiction.
Sedative (43-percent lifetime rate) and cocaine abuse (50-percent lifetime rate)
also were relatively common among heroin addicts. Current multiple drug
abuse rates were somewhat lower, but among opioid addicts in this survey,
current alcohol abuse was reported by 48 percent, cocaine abuse by 29
percent, and sedative abuse by 23 percent.

The reasons for cocaine and alcohol abuse by heroin addicts appear to be quite
different, and this may affect the design and relative success of treatment
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interventions. Even in this relatively older survey, cocaine was used by 70
percent of those heroin addicts who used cocaine to “improve” the euphoria
from heroin, whereas the much more prevalent use of alcohol was not
particularly associated with “improving” the euphoria. Only 16 percent of heroin
addicts who abused alcohol reported using alcohol to augment the heroin
“high.” These findings suggest that control of heroin abuse in many patients
may directly reduce cocaine abuse, and the reduction in cocaine abuse
reported by several surveys of methadone maintenance programs supports this
assertion (Nurco et al. 1988; Ball et al. 1988). Alcohol abuse may not be
directly reduced by effective treatment of the heroin addiction, however,
because alcohol is not used to alter the effects of heroin in the majority of
heroin addicts. Instead, alcohol abuse may require separate treatment not only
for detoxification but also for maintenance of the abstinent state.
Benzodiazepine abuse in heroin addicts appears to fall in between these two
extreme patterns of abuse, with a little less than half of the heroin addicts
reporting benzodiazepine use to “improve” their euphoria or “boost” their
methadone.

Within treatment programs, multiple drug abuse is a problem for initial retention
of patients and for rehabilitation in those programs with good retention such as
those providing methadone maintenance (Kosten et al. 1987; 1988). Initial
retention is reduced by the need for prolonged multiple detoxifications because
patients tend to leave the hospital or drop out of outpatient detoxification
programs. In programs with better outpatient retention (such as those providing
methadone maintenance), multiple drug abuse undermines efforts at social
rehabilitation. The cocaine-abusing or alcoholic methadone patient will be
unable to have sustained employment or education, and the cocaine abuser
may continue to engage in criminal activity to obtain the drug (Kosten et al.
1987; Stimmel et al. 1988; Rounsaville et al. 1982).

DETOXIFICATION FROM MULTIPLE DRUG ABUSE

Detoxification from multiple drug abuse can often be a complex procedure and
require inpatient treatment. Although inpatient detoxification may not be
required for dependence on such drugs as cocaine or for treatments that do not
require a patient to be drug free, such as initiation of methadone maintenance,
the combination of sedatives, and sometimes alcohol, with opioid or cocaine
dependence may require extended and carefully monitored inpatient treatment
protocols. In particular, if drug-free outpatient therapies such as naltrexone are
being considered for patients with multiple drug dependence on sedatives or
alcohol in addition to opioids, detoxification will probably require inpatient
facilities because of the potential for seizures, organic psychotic states, and
death. Substantial medical interventions may be needed when an alcoholic
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develops delirium tremens (DT) and other problems when clonidine is used in
the detoxification of opioid addicts with covert sedative dependence. This is
because clonidine will mask symptoms of sedative withdrawal but will not
prevent sedative-induced withdrawal seizures (Sellers and Kallant 1976; Sellers
et al. 1981; Hughes and Morse 1985).

The recommended procedure for mixed opioid/sedative dependence is to
sequentially withdraw each of the drugs because withdrawal symptoms from
opioids and sedatives have symptoms in common, and the clinical picture is
difficult to assess if both drugs are withdrawn at the same time (Czechowicz
1980). The sequence is to gradually withdraw the sedative (such as
alprazolam) first, while preventing opioid withdrawal using methadone. Current
practice would suggest that a long-acting benzodiazepine such as clonazepam
be substituted for the abused drug and then the clonazepam be gradually
withdrawn (Patterson 1988; Browne 1978). An alternative may be to use
carbamazepine to substitute for the benzodiazepine because this substitution
has been quite effective for alcohol withdrawal therapy (Butler and Messiha
1986). A future development in this area may be to use a benzodiazepine
antagonist to precipitate withdrawal and thereby greatly shorten the duration of
the withdrawal syndrome, because it can now be quite prolonged, lasting
several weeks. The key issue in using this approach will be the development of
a medication that prevents withdrawal-induced seizures in the presence of the
antagonist. Carbamazepine may meet this requirement but has not yet been
tested. After the sedative detoxification is finished, opioid withdrawal may then
be completed either by tapering the dosage of methadone or by clonidine
substitution (Gold et al. 1978).

For alcohol, the safest technique in combined abuse is to substitute
chlodiazepoxide for the alcohol and gradually decrease the dosage over 5 to 10
days, while maintaining the patient on methadone and then tapering the
methadone. Again, the alternative use of carbamazepine should be considered
(Butler and Messiha 1986). During withdrawal, the clinician must be prepared
to manage “impending DT,” because mortality from untreated DT may be as
high as 15 percent (Sellers and Kallant 1976). The mainstays of treatment are
providing sedation, maintaining fluid and electrolyte balance, preventing
hypoglycemia, and using anticonvulsants, as needed. Following detoxification,
use of disulfiram may be considered, although liver functioning must be
assessed and followed, because alcohol is a liver toxin.

In opioid addicts, the management of combined sedative and alcohol
withdrawal often requires an inpatient setting: for cocaine abusers, outpatient
detoxification from these other two substances may be more feasible. Although
the interruption of binges of cocaine abuse may require hospitalization for some
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patients, cocaine abusers sometimes are treated as outpatients with the use of
adjunctive medications to reduce cocaine-craving and to maintain abstinence
(Kosten 1989). For those cocaine abusers who are also dependent on alcohol
or sedatives, outpatient detoxification from either of these two nonstimulants
might be considered using either carbamazepine or clonazepam given in
tapering dosages over several days to treat alcohol (5 days of tapering) or other
sedatives (10 to 12 days of tapering) (Butler and Messiha 1986; Patterson
1988; Browne 1978). The cocaine would be discontinued abruptly without
needing detoxification. The major issue after stopping cocaine is careful
observation of the patient during the cocaine crash. The risks during a crash
can be substantial because a severe postcocaine depression may precipitate
suicide attempts or be associated with a paranoid psychosis, but this degree of
severity is unusual (Gawin and Ellinwood 1988). Thus, hospitalization may be
required for management of the cocaine abuse independent of other concurrent
drug dependence.

Detoxification from the combination of cocaine and opioid dependence usually
is managed in the outpatient setting. Detoxification from the opioid is needed if
long-term residential or outpatient naltrexone treatment is being considered, but
opioid detoxification is not needed for maintenance on methadone or on the
investigational medication buprenorphine. As indicated above, cocaine
dependence usually does not require inpatient treatment for detoxification, and
the most common treatment for these dually addicted patients is methadone
maintenance. For those entering residential treatment, opioid detoxification
using clonidine alone or clonidine with naltrexone precipitation of withdrawal
might be considered (Gold et al. 1978; Vining et al. 1988). Among those being
detoxified using clonidine, it is important that tricyclic antidepressants—a
treatment for cocaine abuse—not be started until the opioid detoxification is
complete, because the tricyclics may interfere with the withdrawal-suppressing
effects of clonidine.

PSYCHOTHERAPEUTIC APPROACHES FOR MULTIPLE DRUG ABUSERS

The psychotherapeutic approaches for multiple drug abusers are generally not
substantially different from the approaches for abusers of single drugs, although
different treatment models for alcohol and drug abuse have evolved that may
conflict at certain points. A great deal of discussion has been generated about
these conflicts in combined treatment for alcohol- and other drug-dependent
patients, but overall the literature is positive about the merits of combining
approaches (Carroll and Malloy 1977). The distinctions in program staffing and
procedures for treating multiple drug abuse, moreover, may depend on
distinctions that are not directly related to the types of drugs abused. For
example, Wesson and colleagues (1975) have suggested that “streetwise” and
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“non-streetwise” polydrug abusers require different types of treatment
programing. In developing psychotherapies for multiple substance abusers, two
issues need particular consideration: increased comorbid psychopathology and
insistence on complete abstinence from drugs, including alcohol.

Several diagnostic studies have found higher rates of psychopathology among
multiple drug abusers than among abusers of only a single drug. In a large
survey of opioid addicts that we conducted, the alcoholic opioid addicts had
significantly higher rates of affective disorders and personality disorders such as
borderline and antisocial personality (Rounsaville et al. 1982). A similar
analysis of cocaine-abusing opioid addicts found higher rates of depression and
antisocial personality disorder than in opioid addicts who did not abuse cocaine
(Kosten et al. 1986). Specific psychotherapeutic approaches have been
developed for depression, and the resources to provide these professional
services may be more frequently required when treating multiple drug abusers
(Rounsaville et al. 1983). Smith and Wesson (1981) have suggested that these
higher rates of psychopathology in polydrug abusers require more professional
psychological involvement in programs treating these patients.

A second issue in the treatment of multiple drug abusers is controlled alcohol
use among former alcohol abusers. Although complete abstinence from heroin,
cocaine, and sedatives is generally considered the treatment goal, some
serious consideration has been given to controlled drinking among “recovering”
alcoholics and may be considered among alcoholic methadone-maintained
patients (Gerston et al. 1977). This issue of abstinence versus controlled
drinking has been examined in a study by Stimmel and colleagues (1983) in
treating alcoholic methadone-maintained patients. They compared 36 control
patients with 42 patients entering an abstinence-oriented Alcoholics
Anonymous treatment and with 42 entering a controlled-drinking, behavior
modification program. During a 6-week educational period for the two treatment
groups, dropout was quite high (58 percent), making later comparisons difficult.
Furthermore, after 12 additional weeks of treatment, the only significant
difference was in 2-day alcohol consumption, and the abstinence-oriented
group had done worse than the control group. Overall, this study showed no
efficacy for additional psychotherapies aimed at alcoholism among alcoholic
methadone-maintained patients.

Psychotherapeutic approaches for substance abuse may involve self-help,
behavioral, cognitive, interpersonal, or family approaches. Woody and
colleagues (1983) have examined both a cognitive and a psychodynamic form
of therapy for methadone-maintained patients; it does not appear that any
specific changes would be needed to use these therapies with methadone
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patients who were abusing cocaine or alcohol. Family approaches to therapy
have been described for opioid addicts who are treated in either methadone
maintenance or naltrexone programs (Kosten et al. 1987; Stanton et al. 1982)
as well as for cocaine abusers (O’Malley and Kosten 1988). Behavioral
therapies have been described in conjunction with naltrexone treatment for
opioid addicts (Callahan 1980) and can be an important part of residential
treatment programs such as Daytop. Two particular forms of substance abuse
psychotherapy may require some modifications or additions for multiple drugs of
abuse: relapse prevention and interpersonal psychotherapy.

Relapse prevention (RP) therapy may require specific interventions for each of
several drugs abused by a polydrug user because it is based on precipitants
that have been identified as associated with risk of returning to abuse of each
drug (Marlatt and Gordon 1980). These precipitants, which include negative
emotional states, interpersonal conflict, social pressure, and specific drug-
related cues, may be quite different for different drugs of abuse. For example,
in a methadone-maintained patient, the precipitants for his or her using heroin
or cocaine may be closely related to being with particular “friends” and then
“getting high,” whereas the precipitants for that same patient to get intoxicated
with alcohol may be interpersonal tension with his or her spouse. Self-
monitoring is used to identify risk situations for the specific drug, and then
coping strategies are developed using rehearsal of coping behaviors such as
anger management and social skills. RP focuses on ensuring that brief lapses
to drug use or drinking do not become full relapses by reframing a lapse as a
discrete isolated event that is not uncommon in recovery and does not nullify all
progress. Reducing this “abstinence violation effect” by reframing uses
generally the same approach for all drugs of abuse, although in multiple drug
abusers sequential lapses involving each drug must be prevented by carefully
emphasizing the importance of abstinence and not giving “permission” for
experimenting with isolated use of the various abused drugs. Thus, RP has
several areas in which management of the multiple drug abuser may require
some modification and additional emphasis.

Interpersonal psychotherapy (IPT) was first developed as a treatment for
depression and was adapted for opioid addicts and later for cocaine abusers by
Rounsaville and colleagues (1983, 1985). This psychotherapy for substance
abusers is based on the premise that drug abuse is one way in which an
individual attempts to cope with problems in interpersonal functioning. An
exploratory stance is used to focus on interpersonal relationships and on the
impact of drug abuse on these relationships. In helping the patient stop his or
her substance abuse, the important components of treatment include
documenting the adverse effects of the drugs compared with their perceived
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benefits, identifying the thoughts and behaviors that precede drug use, and
developing strategies to deal with drug-related cues and high-risk situations.
Only after attaining abstinence are interpersonal difficulties directly addressed,
including the roles of drug use in these relationships.

A key strategy with IPT is to develop more productive means for achieving the
desired social gratification or tension reduction for which the drug abuse
substitutes. This substitution may differ markedly for various drugs that a
multiple drug abuser may be using. For example, the abuser may be using
cocaine to reduce social isolation and “meet exciting new people” but be
abusing alcohol because the cocaine crash is reduced by the alcohol. Because
only the cocaine, and not the alcohol, is directly related to the social deficit, only
the cocaine abuse will directly benefit from interpersonal therapy. In general,
the interpersonal impact will be somewhat different for abuse of licit drugs such
as alcohol, illicit drugs such as heroin and cocaine, and “doctor-shopping” drugs
such as benzodiazepines. Among heroin addicts, for example, the licit drugs
(such as alcohol) are often used in response to interpersonal tension, whereas
the illicit drugs (such as cocaine) lead to consequences of increased
interpersonal tension, rather than being used in response to tension. In
summary, interpersonal therapy must distinguish the relationship of each
particular drug to the interpersonal setting as either primary association or
secondary to other drug effects and as either a tension reliever or inducer.

MAINTENANCE PHARMACOTHERAPIES FOR MULTIPLE DRUG ABUSERS

Maintenance pharmacotherapies have been developed for opioid dependence,
and to a lesser extent, for alcohol and cocaine dependence, but no specific
maintenance pharmacotherapy has been developed for sedative dependence.
Maintenance pharmacotherapies have developed from somewhat different
rationales for each of the abused drugs: agonists (methadone) or antagonists
(naltrexone) for opioids, aversive agents (disulfiram) for alcohol, and anticraving
agents (desipramine, amantadine) for cocaine. In general, the preferred
approach in using pharmacotherapy for the multiple drug abuser would be to
select a single medication to manage all abused drugs or at least the most
problematic drug of abuse and then use nonpharmacological approaches for
the other abused drugs. The various agents used to treat each abused drug
can be combined for multiple drug abusers; however, this type of polypharmacy
has been assessed systematically only in the combined treatment of
methadone-maintained alcoholic or cocaine-abusing opiate addicts.

The simplest approach for the pharmacotherapy of multiple drug abusers is to

use a single medication that would reduce the abuse of all the drugs involved.
The pharmacological mechanism for such a medication might be quite different
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for its effects on each of the abused drugs, but the net effect would be reduction
in use of all. The closest approximation to such a medication for opioid,
cocaine, and alcohol dependence is naltrexone, a long-acting opioid antagonist
used primarily in the treatment of opioid addicts (Kosten and Kleber 1984).
Recent data have suggested that it may also decrease relapse to alcohol abuse
by preventing “slips” or relatively brief lapses into alcohol use from developing
into full alcoholic relapses (Volpicelli, unpublished manuscript). The efficacy of
naltrexone in reducing cocaine abuse has not been subjected to a placebo-
controlled, randomized clinical trial, but preliminary data have shown
significantly less cocaine abuse in naltrexone- than in methadone-maintained
former opioid addicts (Kosten et al. 1989a). If compliance with naltrexone
treatment can be maintained through nonpharmacological approaches, this may
be a viable pharmacological treatment for some drug abusers who are involved
with any of these three drugs.

Another medication that may be useful for more than one abused drug is
buprenorphine (Lewis 1985). This partial opioid agonist has been shown to
reduce opioid abuse in both outpatient clinical and inpatient experimental
human studies (Mello and Mendelson 1980; Bickel et al. 1988a; Kosten and
Kleber 1988). More recent work has suggested that it may reduce cocaine
abuse among cocaine-abusing opiate addicts (Kosten et al. 1989a, 1989b), but
double-blind, controlled studies comparing 6-month maintenance on
buprenorphine to methadone are not yet available. Buprenorphine may have
much greater potential than naltrexone because of its greater acceptability and
better treatment retention, although no data suggest that buprenorphine shares
naltrexone’s utility for treating alcohol dependence.

The most important maintenance treatment for opioid addicts is methadone
maintenance. Within this treatment modality, several clinical trials have
examined the utility of multiple pharmacotherapies for alcohol and for cocaine
abusers. For alcohol abuse, disulfiram has been examined; and for cocaine
abuse, desipramine and amantadine have been examined in placebo-controlled
trials, although some pilot trials also have been done.

Liebson and colleagues (1973) used disulfiram in six methadone-maintained
patients randomized to receive disulfiram on either a contingent or a
noncontingent plan over a 3-month study period. Four of the six were in a
crossover design. The contingency consisted of getting their daily dose of
methadone only after ingesting the disulfiram. During the contingency alcohol
abuse was significantly less—22 of 128 days drinking, or 17 percent drinking
days for noncontingency, vs. 3 of 274 days, or 1 percent for contingency
periods. During the noncontingency periods, patients would stop taking the
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disulfiram and consume alcohol. A key point of this study was not the efficacy
of disulfiram but the efficacy of the delivery system and of developing an
effective strategy for compliance with disulfiram. With good compliance,
disulfiram can be effectively combined with methadone maintenance for
alcoholic opioid addicts. These investigators replicated this study in 25
methadone patients and found similar encouraging results (Liebson et al. 1978).
A similar small study was reported recently by Bickel and coworkers (1988b). In
this study, disulfiram ingestion was linked to methadone clinic privileges, and
this significantly reduced drinking days and improved laboratory measures of
liver function. Although these small studies do not appear to have been
followed by any larger studies, a major Veterans Administration cooperative
study comparing disulfiram with placebo in 605 alcoholics (not on methadone
maintenance) concluded that disulfiram did lead to significantly fewer drinking
days and that medication compliance was associated with patients remaining
completely abstinent from alcohol (Fuller et al. 1986). The methadone
maintenance field is clearly ripe for a larger study of this use of disulfiram.

The treatment of cocaine-abusing opiate addicts is becoming one of the most
well-researched areas in the treatment of multiple drug abusers. Placebo-
controlled trials are being conducted with desipramine, amantadine, and
buprenorphine, and several other medications, including mazindol and
bromocriptine, have been investigated in pilot studies. The pilot studies with all
five of these agents had been quite promising, but early results from the
placebo-controlled studies have not confirmed the initial hopes for these agents.

In a pilot study of desipramine among 16 methadone-maintained cocaine
abusers, desipramine-treated patients over an 8-week trial had significantly less
cocaine craving and abuse than did untreated patients in the same program
(Kosten et al. 1987c). In a double-blind, placebo-controlled 12-week study by
Arndt and colleagues (1988) and in a similar controlled study (Kosten et al.
1989), however, desipramine was not found to be superior to placebo
treatment. The first 51 patients completing the Arndt study were presented
recently and shown to have very high rates of cocaine-positive urines, with 78
percent of the desipramine and 74 percent of the placebo urines being positive.
An even more discouraging finding was that at the 3- and 6-month followups
after discontinuing medications the desipramine group’s urines were 78 percent
and 80 percent positive for cocaine, whereas the placebo group’s urines were
46 percent and 38 percent positive for cocaine, suggesting that patients on
methadone maintenance treated with desipramine may do less well in the long
run. Twenty-one methadone-maintained, cocaine-abusing patients treated with
desipramine and 18 treated with placebo were analyzed in a double-blind study
of desipramine. Neither craving nor use of cocaine was reduced significantly
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below that of placebo treatment, and abstinence was attained by 55 percent of
the placebo group and only 38 percent of the desipramine group. Thus,
although the initial data were quite encouraging, both controlled studies indicate
the limitations of desipramine for this population of multiple drug abusers.

Similar promising pilot data have been presented for amantadine in 12
methadone-maintained patients, including 3 who remained abstinent for 2
months after treatment (Handelsman et al. 1988). We are currently conducting
a double-blind, placebo-controlled 8-week trial of amantadine in methadone
patients and have compared 20 amantadine-treated patients with 18 placebo
patients (Kosten et al. 1989). Although amantadine reduces cocaine-craving
significantly more than placebo, it does not have a significantly greater impact
on cocaine use. Both amantadine and placebo have been associated with a
reduction in cocaine use of more than 50 percent. A larger sample is being
accumulated in this study, and subsequent analyses will examine various
prognostic stratifications, such as comorbid psychopathology, to detect any
subgroups of patients for whom amantadine may be particularly useful.

Pilot studies using bromocriptine and mazindol in methadone-maintained
patients have demonstrated decreases in craving and use of cocaine (Berger et
al. 1989; Kosten et al. 1988). Bromocriptine has had some limitations in its
acceptability to patients due to side effects of headache, nausea, and vomiting;
whereas mazindol has not demonstrated these problems and methadone
patients have demonstrated good compliance in its use. Because mazindol has
some stimulant properties and is related to amphetamines, there is concern that
it might increase craving and use of cocaine. Although this has been a problem
with the therapeutic use of another stimulant, methylphenidate, there was no
increased craving using mazindol with 15 patients treated for up to 2 months
(Gawin et al. 1985). Controlled clinical trials with this medication therefore
seem indicated.

CLIENT ISSUES IN ADDRESSING MULTIPLE DRUG ABUSE

The treatment of multiple drug abuse clearly depends on the specific
combination of drugs being abused. Controlled studies are available for opioid
and either cocaine or alcohol dependence, and these studies suggest that
pharmacotherapy can be a useful adjunct to treatment. In general, monitoring
of treatment compliance and illicit drug use are essential, including randomized
urine monitoring. The matching of patients to specific types of treatment in this
area has not been considered from a research perspective, but there is a fairly
clear hierarchy in using various treatment options, starting with
nonpharmacological agents and proceeding through single agents in
combination with psychotherapy to multiple agent pharmacotherapy. This
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multiple agent pharmacotherapy might include such combinations as
methadone plus disulfiram for alcoholic opioid addicts, methadone plus
amantadine for cocaine-abusing opioid addicts, or desipramine plus disulfiram
for cocaine-abusing alcoholics. Much more work will need to be done on
specific modifications of available, structured psychotherapies and on
combination pharmacotherapies as the client population increasingly becomes
multiple drug abusers.

REFERENCES

Adams, E.H., and Durrell, J. Cocaine: A growing public health problem. In:
Grabowski, J., ed. Cocaine: Pharmacology, Effects, and Treatment of
Abuse. National Institute on Drug Abuse Research Monograph 50. DHHS
Pub. No. (ADM)87-1326. Washington, DC: Supt. of Docs., US. Govt. Print.
off., 1984. pp. 9-14.

Arndt, |.; Dorozynsky, L.; Woody, G.; McLellan, A.T.; and O’Brien, C.
Desipramine treatment of cocaine abuse in methadone-maintained out-
patients. In: Harris, L.S., ed. Problems of Drug Dependence, 1988:
Proceedings of the 50th Annual Scientific Meeting, The Committee on
Problems of Drug Dependence, Inc. National Institute on Drug Abuse
Research Monograph 90. DHHS Pub. No. (ADM)89-1605. Washington, DC:
Supt. of Docs., U.S. Govt. Print. Off.,, 1989. p. 347.

Ball, J.; Lange, W.; Myers, C.; Friedman, S.; and Brown, B. The effectiveness
of methadone maintenance treatment in reducing intravenous drug use and
needle sharing among heroin addicts at risk for AIDS. In: Harris, L.S., ed.
Problems of Drug Dependence, 1988: Proceedings of the 50th Annual
Scientific Meeting, The Committee on Problems of Drug Dependence, Inc.
National Institute on Drug Abuse Research Monograph 90. DHHS Pub. No.
(ADM)89-1605. Washington, DC: Supt. of Docs., U.S. Govt. Print. Off,,
1988. p. 336.

Battjes, R.J., and Pickens, R. Needle Sharing Among Intravenous Drug
Abusers: National and International Perspectives. Rockville, MD: National
Institute on Drug Abuse, 1988.

Berger, P.; Gawin, F.; and Kosten, T.R. Treatment of cocaine abuse with
mazindol. Lancet 1:283, 1989.

Bickel, W.K.; Knight, W.; and Pangiosonlis, P. Ethanol self-administration in
alcoholic methadone patients: Analysis of drinking patterns and evaluation of
behavioral pharmacological treatment. In: Harris, L.S., ed. Problems of
Drug Dependence, 1987: Proceedings of the 49th Annual Scientific Meeting,
The Committee on Problems of Drug Dependence, Inc. National Institute on
Drug Abuse Research Monograph 81. DHHS Pub. No. (ADM)88-1564.
Washington, DC: Supt. of Docs., U.S. Govt. Print. Off., 1988b. p. 302.

147



Bickel, W.K.; Stitzer, M.L.; Bigelow, G.E.; and Liebson, L.A. A clinical trial of
buprenorphine: Comparison with methadone in the detoxification of heroin
addicts. Clin Pharmacol Ther 43:72-78, 1988a.

Browne, T.R. Drug therapy: Clonazepam. N Engl J Med 299:812-816, 1978.

Butler, D., and Messiha, F. Alcohol withdrawal and carbamazepine. Alcohol
3:113-129, 1986.

Callahan, E.J. The treatment of heroin addiction: Naltrexone alone with
behavior therapy. Am J Drug Alcohol Abuse 7:795-807, 1980.

Carroll, J.F.X., and Malloy, T.E. Combined treatment of alcohol- and drug-
dependent persons: A literature review and evaluation, Am J Drug Alcohol
Abuse 4(3):343-364, 1977.

Chambers, C.D.; Taylor, W.J.R.; and Morrett, A.D. The incidence of cocaine
abuse among methadone maintenance patients. Int J Addict 7:427-441,
1972.

Charuvastra, C.U.; Panell, J.; and Hopper, M. The medical safety of the
combined usage of disulfiram and methadone. Arch Gen Psychiatry 33:391-
394,1976.

Czechowicz, D. Detoxification Treatment Manual. Rockville, MD: National
Institute on Drug Abuse, 1980.

Fuller, R.K.; Branchey, L.; Brightwell, D.R.; Derman, R.M.; Emrick, C.D.; Iber,
F.L.; James, K.E.; Lacoursiere, R.B.; Lee, K.K.; Lowenstam, I.; Maany, I.;
Neiderhiser, D.; Necks, J.J.; and Shaw, S. Disulfiram treatment of
alcoholism: A Veterans Administration cooperative study. JAMA 256:1449-
1455, 1986.

Gardner, S.E., ed. National Drug/Alcohol Collaborative Project: Issues in
Multiple Substance Abuse. Rockville, MD: National Institute on Drug Abuse,
1980.

Gawin, F.H., and Ellinwood, E.H. Cocaine and other stimulants: Actions,
abuse, and treatment. N Engl J Med 318:1173-1182, 1988.

Gawin, F.H., and Kleber, H.D. Cocaine abuse treatment. An open pilot trial
with lithium and desipramine. Arch Gen Psychiatry 41:903-909, 1984.

Gawin, F.; Riordan, C.; and Kleber, H.D. Methylphenidate use in non-ADD
cocaine abusers—a negative study. Am J Drug Alcohol Abuse 11:193-197,
1985.

Gerston, A.; Cohen, M.J.; and Stimmel, B. Alcoholism, heroin dependency, and
methadone maintenance: Alternatives and aids to conventional methods of
therapy. Am J Drug Alcohol Abuse 4(4):517-531,1977.

Gold, M.S.; Redmond, D.E.; and Kleber, H.D. Clonidine blocks acute opiate
withdrawal symptoms. Lancet 2:599-602, 1978.

Handelsman, L.; Bickel, W.; Quesada, T.; and Lowinson, J. Amantadine
treatment of cocaine abuse. In: Harris, L.S., ed. Problems of Drug
Dependence, 1987: Proceedings of the 49th Annual Scientific Meeting, The
Committee on Problems of Drug Dependence, Inc. National Institute on

148



Drug Abuse Research Monograph 81. DHHS Pub. No. (ADM)88-1564.
Washington, DC: Supt. of Docs., U.S. Govt. Print. Off.,, 1988. p. 316.

Hobby, G.L., and Deuschle, K.W. The use of riboflavin as an indicator of
isoniazid ingestion in self-medicated patients. Am Rev Respir Dis 80:415-
423, 1959.

Hubbard, R.L.; Allison, M.; and Bray, R.M. An overview of client characteristics,
treatment services, and during treatment outcomes for outpatient methadone
clinics in the treatment outcome prospective study (TOPS). In: Cooper, J.R;
Altman, F.; and Brown, B.S., eds. Research on the Treatment of Narcotic
Addiction: State of the Art. National Institute on Drug Abuse Treatment
Research Monograph Series. DHHS Pub. No. (ADM)83-1281. Washington,
DC: Supt. of Docs., U.S. Govt. Print. Off., 1983. pp. 714-747.

Hughes, P.L., and Morse, R.M. Use of clonidine in a mixed-drug detoxification
regimen: Possibility of masking of clinical signs of sedative withdrawal.
Mayo Clin Proc 60:47-49, 1985.

Kaul, B., and Davidow, B. Drug abuse patterns of patients on methadone
maintenance treatment in New York City. Am J Drug Alcohol Abuse 8:17-25,
1981.

Kosten, T.R. Pharmacotherapeutic interventions for cocaine abuse: Matching
patients to treatments. J Nerv Ment Dis 177:379-389, 1989.

Kosten, T.R.; Jalali, B.; Steidl, J.H.; and Kleber, H.D. Relationship of marital
structure and interactions to opiate abuse relapse. Am J Drug Alcohol Abuse
13(4):387-399, 1987a.

Kosten, T.R., and Kleber, H.D. Strategies to improve compliance with narcotic
antagonists. Am J Drug Alcohol Abuse 10(2):249-266, 1984.

Kosten, T.R., and Kleber, H.D. Buprenorphine detoxification from opioid
dependence: A pilot study. Life Sci 42:635-641, 1988.

Kosten, T.R.; Kleber, H.D.; and Morgan, C.H. Role of opioid antagonists in
treating intravenous cocaine abuse. Life Sci 44:887-892, 1989a.

Kosten, T.R.; Kleber, H.D.; and Morgan, C.H. Treatment of cocaine abuse with
buprenorphine. Biol Psychiatry 26:637-639, 1989b.

Kosten, T.R.; Morgan, C.H.; and Kleber, H.D. Amantadine and desipramine in
the treatment of cocaine-abusing methadone patients. Proceedings of
American College of Neuropsychopharmacology, 1989. Hawaii, December
1989. p. 152.

Kosten, T.R.; Rounsaville, B.J.; and Foley, S.H. Inpatient versus outpatient
cocaine abuse treatments. In: Harris, L.S., ed. Problems of Drug
Dependence, 1988: Proceedings of the 50th Annual Scientific Meeting, The
Committee on Problems of Drug Dependence, Inc. National Institute on
Drug Abuse Research Monograph 90. DHHS Pub. No. (ADM)89-1605.
Washington, DC: Supt. of Docs., U.S. Govt. Print. Off., 1988.

149



Kosten, T.R.; Rounsaville, B.J.; Gawin, F.H.; and Kleber, H.D. Cocaine abuse
among opioid addicts: Demographic and diagnostic characteristics. Am J
Drug Alcohol Abuse 12:1-16, 1986.

Kosten, T.R.; Rounsaville, B.J.; and Kleber, H.D. A 2.5-year follow-up of
cocaine abuse among opioid addicts: Have our treatments helped? Arch
Gen Psychiatry 44:281-285, 1987b.

Kosten, T.R.; Schumann, B.; and Wright, D. Bromocriptine treatment of cocaine
abuse in patients maintained on methadone. Am J Psychiatry 145:381-382,
1988.

Kosten, T.R.; Schumann, B.; Wright, D.R.; Carney, M.K,; and Gawin, F.H. A
pilot study using desipramine for cocaine-abusing methadone maintenance
patients. J Clin Psychiatry 48(11):442-444, 1987c.

Lewis, J.W. Buprenorphine. Drug Alcohol Depend 14:363-372, 1988.

Liebson, I.A.; Bigelow, G.; and Flamer, R. Alcoholism among methadone
patients: A specific treatment method. Am J Psychiatry 130(4):483-485,
1973.

Liebson, I.LA.; Tommasello, A.; and Bigelow, G.E. A behavioral treatment of
alcoholic methadone patients. Ann Intern Med 89:342-344, 1978.

Marlatt, G.A., and Gordon, J.R. Determinants of relapse: Implications for the
maintenance of behavior change. In: Davidson, P.O., and Davidson, S.M.,
eds. Behavioral Medicine: Changing Health Lifestyles. New York: Brunner/
Mazel, 1980. pp. 410-452.

Mello, N.K., and Mendelson, J.H. Buprenorphine suppresses heroin use by
heroin addicts. Science 207:657-659, 1980.

Nurco, D.N.; Kinlock, T.W.; Hanlon, T.E.; and Ball, J.C. Nonnarcotic drug use
over an addiction career-a study of heroin addicts in Baltimore and New
York City. Comp Psych 29(5):450-459, 1988.

O’'Malley, S.S., and Kosten, T.R. Couples therapy with cocaine abusers. In:
Kaslow, F.W., ed. Couples Therapy in a Family Context. Rockville, MD:
Aspen Publishers, 1988. pp. 121-131.

Patterson, J.F. Alprazolam dependency: Use of clonazepam for withdrawal.
South Med J 81:830-836,1988.

Rounsaville, B.J.; Gawin, F.H.; and Kleber, H.D. Interpersonal psychotherapy
(IPT) adapted for ambulatory cocaine abusers. Am J Drug Alcohol Abuse
11:171-191, 1986.

Rounsaville, B.J.; Glazer, W.; Wilber, C.H.; Weissman, M.M.; and Kleber, H.D.
Short-term interpersonal psychotherapy in methadone-maintained opiate
addicts. Arch Gen Psychiatry 40:629-636, 1983,

Rounsaville, B.J.; Weissman, M.M.; and Kleber, H.D. The significance of
alcoholism in treated opiate addicts. J Nerv Ment Dis 170:479-488, 1982.

Sellers, E.M., and Kallant, H. Alcohol intoxication and withdrawal. N Engl J
Med 294:757-762, 1976.

150



Sellers, E.M.; Naranjo, C.A.; and Peachey, J.E. Drugs to decrease alcohol
consumption. N Engl J Med 305:1255-1261, 1981.

Smith, D.E., and Wesson, D.R. Polydrug abuse: A review of treatment
approaches. In: Lowinson, J.H., and Ruiz, P., eds. Substance Abuse:
Clinical Problems and Perspectives. Baltimore: Wiliams & Wilkins, 1981.
pp. 694-700.

Smith, D.E.; Wesson, D.R.; and Lerner, S.E. Treatment of the polydrug abuser
in San Francisco with discussion of youth and polydrug abuse. In:
Ottenberg, D.J., and Carpey, E.L., eds. Proceedings of the Seventh Annual
Eagleville Conference. Alcohol, Drug Abuse, and Mental Health
Administration. DHEW Pub. No. (ADM)75-227. Washington, DC: Supt. of
Docs., U.S. Govt. Print. Off., 1975. pp. 347-363.

Stanton, M.D.; Todd, T.C.; and associates. The Family Therapy of Drug Abuse
and Addiction. New York: Guilford Press, 1982.

Stimmel, B.; Cohen, M.; Sturiano, V.; Hanbury, R.; Korts, D.; and Jackson, G.
Is treatment for alcoholism effective in persons on methadone maintenance?
Am J Psychiatry 140:862-866, 1983.

Vining, E.; Kosten, T.R.; and Kleber, H.D. Clinical utility of rapid clonidine
naltrexone detoxification for opioid abusers. Br J Addict 63:567-575, 1988.

Volpicelli, J.R. “Naltrexone for Treating Alcohol Dependence, 1988.”
Unpublished manuscript.

Wesson, D.R.; Smith, D.E.; and Lerner, S.E. Streetwise and non-streetwise
polydrug typology: Myth or reality? J Psychedelic Drugs 7:121-143, 1975.

Woody, G.E.; Luborsky, L.; McClellan, A.T.; O'Brien, C.P.; Beck, A.T.; Blaine,
J.; Herman, |.; and Hole, A. Psychotherapy for opiate addicts: Does it help?
Arch Gen Psychiatry 40:639-645, 1983.

ACKNOWLEDGMENT

Support was provided by National Institute on Drug Abuse grants DA-04060,
DA-04505, DA-05626, and DA-00112.

AUTHOR

Thomas Kosten, M.D.

Acting Director

Substance Abuse Treatment Unit
Psychiatry Department

Yale University School of Medicine
27 Sylvan Avenue

New Haven, CT 06511

151



Addressing Psychiatric Comorbidity

George E. Woody, A. Thomas McLellan, Charles P. O’Brien, and
Lester Luborsky

INTRODUCTION

This chapter provides an overview of responses that treatment programs may
consider for patients with substance abuse dependence who have additional
psychiatric disorders. These patients are commonly labeled as having dual
diagnoses, often nicknamed “double trouble.” Such patients can present
difficult management problems, and they usually identify themselves
immediately to treatment staff by demands for attention or other extreme
behaviors. Much time is spent trying to help them, often with few positive
results (McLellan et al. 1963). Many clinicians believe that dual diagnosis
patients are being seen more often now than in years past, and most programs
struggle to find ways to manage them.

IDENTIFYING CAUSALITY

A first step in developing an effective response is to identify the approximate
cause of the psychiatric disorder(s), which can be more complicated than it
appears. For example, many drugs of abuse can cause psychiatric disorders.
The form and duration of these disorders is influenced by the class of drug
being abused, the duration of drug use, and individual sensitivities to drug
effects and whether the patient is experiencing the effects of acute drug
administration or withdrawal.

Disorders Related to Drug Administration

One of the best documented psychiatric disorders induced by drug
administration is depression resulting from alcohol dependence. Mendelson
and Mello (1966) and Mendelson (1964) showed that the administration of
alcohol to alcoholics was perceived as improving one’s mood immediately
following consumption, but the long-term consequence of continued self-
administration was a clearly measurable increase in depressive symptoms.
Accordingly, alcoholics usually have depressive symptoms on admission to
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treatment, but most symptoms disappear with abstinence during the first several
weeks of treatment (Schuckit 1983). Another drug-induced psychiatric disorder
is paranoia secondary to stimulant abuse. A third is aggressive behavior,
hallucinations, and paranoid ideation following phencyclidine abuse. Each of
these substance-induced disorders can develop rapidly, and each usually
disappears within hours or days following discontinuation of drug use.

Disorders Related to Withdrawal

Common psychiatric symptoms that result from drug withdrawal are anxiety and
depression following discontinuation of sedatives, narcotics, or alcohol and
depression following discontinuation of stimulants. As in the case of psychiatric
symptoms that are caused by acute drug administration, symptoms caused by
drug withdrawal usually disappear within a relatively short period.

Residual Drug Effects

In some cases, drug-induced psychiatric disorders seem to remain for extended
periods. Such conditions, often termed “residual drug effects,” were the subject
of a recent National Institute on Drug Abuse (NIDA) technical review meeting
(Spencer, in press). A study by McLellan and colleagues (1979) is especially
pertinent in this regard. These investigators followed a group of patients who
were readmitted for substance abuse treatment to the Coatesville Veterans
Affairs Medical Center at least once every 6 months for 6 years. As suggested
by the history of repeated admissions, these patients were some of the most
refractory and chronic substance abusers treated at that institution during the
years 1972-78, when the study was conducted. All subjects had a psychiatric
interview on admission and were administered the Minnesota Multiphasic
Personality Inventory (MMPI) approximately 2 weeks after hospitalization. This
2-week interval was sufficient for most acute drug effects to have disappeared,
thus minimizing the chances for acute effects to interfere with the MMPI scores
or psychiatric assessments. The patients studied were grouped into three
categories based on the class of drugs that they used: stimulants (mainly
amphetamines at that time; today, cocaine would be the stimulant drug of
choice); depressants (barbiturates, methaqualone, glutethamide,
benzodiazepines); and narcotics (heroin, hydromorphone, methadone).

Demographic variables and MMPI scores were similar for all subjects at their
first admission. Patients differed only in the drugs that they typically abused at
this early stage in their drug-taking career. However, a much different picture
emerged over the period of study. The stimulant group developed significant
increases in schizophrenic-like symptoms, especially paranoia. The sedative
abusers developed increases in depressive symptoms, cognitive impairment,
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and anxiety. The narcotic addicts had elevations in depression and sociopathy
on admission, but unlike the abusers of other drug classes, these symptoms
remained unchanged over the 6-year period.

These psychiatric effects were minimally influenced by acute drug effects or by
drug withdrawal because the evaluations were done at least 2 weeks after
admission. The results were interpreted as indicating that prolonged use of
stimulants can be associated with the emergence of schizophrenic-like
symptoms, that prolonged use of depressants can produce depression, and that
prolonged narcotic administration results in no increase in psychiatric
symptoms. Thus, of these three drug classes, two seemed capable of
producing residual effects. Only narcotics appeared to be free of significant
“psychotoxicity.”

These conclusions must be considered tentative, however, due to
methodological problems. Because the patients were observed only after the
drug use had started, it was impossible to be certain that the effects were due
only to the drug and not to an underlying, nondrug condition that would have
emerged even in the absence of drug abuse. Nevertheless, the tentative
conclusions are intuitively sensible because the apparent residual disorders that
emerged are consistent with psychiatric disorders that can be caused by the
acute effects of each drug class, which logically might become persistent as a
consequence of prolonged dependence.

Many other examples of drug-induced psychiatric disorders could be provided,
and most of these are included in the section entitled “Psychoactive Substance-
Induced Organic Mental Disorders” of the Diagnostic and Statistical Manual,
Third Edition, Revised (American Psychiatric Association 1987). One of the
most common of these is cognitive impairment that is associated with alcohol
dependence.

Problems of Differential Diagnosis

As seen in the above discussion, the etiology of symptoms that are seen in the
psychiatrically ill substance abuser often presents problems of differential
diagnosis, which can be summarized as acute drug effects (agonistic), drug
withdrawal effects (antagonistic), persistent (residual) drug effects, or underlying
(nondrug) conditions.

Of course, these conditions are not mutually exclusive. For example, a patient
can demonstrate psychiatric symptoms that are either acute or result from
withdrawal and, at the same time, have an underlying nondrug condition that, in
turn, may be accentuated by either acute drug effects or by withdrawal.
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Thus, the problems of differential diagnosis can be subtle and may require a
reasonably thorough knowledge of psychopharmacology, psychiatry, and drug
abuse. Accurate identification of the cause of psychiatric symptoms is
important in designing a treatment plan. For example, a specific psychiatric
treatment might be attempted if the therapist or program staff determines that
the patient has either an underlying psychiatric disorder or a psychiatric
condition that is probably a residual drug effect and is persistent and produces
significant impairment. A disorder that is primarily drug-induced and is not a
residual drug effect will usually disappear shortly after drugs are stopped, and
patients with this disorder need no treatment except effective drug-focused
therapy.

NIDA STUDIES ON PSYCHOPATHOLOGY AND ADDICTION

NIDA has had a particular interest in the relationship between psychopathology
and addiction (Blaine and Julius 1977) and, as a consequence, funded a series
of studies on this topic during the late 1970s and early 1980s. These studies
were developed before the cocaine epidemic; thus, their focus was on the types
and frequencies of psychiatric disorders that are seen among opiate addicts.
The patients in these studies, though addicted primarily to opiates, often were
abusing other drugs as well. Most of the diagnostic interviews were done while
patients were stabilized on methadone, thus reducing the chances for including
psychiatric symptoms that were caused by acute drug effects or withdrawal.

Three such studies were done in different locations (New Haven, Philadelphia,
and Boston), and all obtained very similar results. These have been described
in a series of published reports (Khantzian and Treece 1985; Woody et al.
1988; Rounsaville et al. 1982, 1988) and are briefly summarized as follows. All
found that 80 to 85 percent of the methadone patients had a range of
psychiatric disorders in addition to opiate dependence, either currently or in the
past. The most common (occurring in 50 to 60 percent of the patients) were
depressive disorders, usually major depression. Antisocial personality was
found in approximately 20 to 50 percent of each sample, depending on whether
the Research Diagnostic Criteria or the Diagnostic and Statistical Manual, Third
Edition, criteria were used. Alcohol dependence, either current or past, was
found in 15 to 25 percent; anxiety disorders were found in 10 to 20 percent; and
an assortment of other problems, often reflecting disorders of mood (such as
labile personality or bipolar Il disorder), was found in 2 to 10 percent.

The New Haven study also evaluated a group of addicts who were not in
treatment and found the same types of problems as in the treated sample;
however, the out-of-treatment subjects had fewer disorders (Rounsaville and
Kleber 1985). One interpretation of this finding was that coexisting psychiatric
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problems may have contributed to the decision to enter treatment. Thus, these
studies supported the impressions of many clinicians that opiate addicts
commonly have dual diagnoses and gave impetus to studies of combined
treatments for psychiatric disorders and addiction.

OVERVIEW OF TREATMENTS AND ORDER OF APPLICATION FOR DUAL
DIAGNOSIS PATIENTS

Treatments

The treatments that have been used are generally similar to those applied to
psychiatric disorders in nondrug-abusing patients. They include psychotherapy,
pharmacotherapy, behavior therapy, or combinations of one or more of these
modalities. These treatments usually are modified according to the special
needs of the drug-abusing patients. They are delivered or supervised by
psychiatrically trained staff (psychiatrists, psychologists, social workers) and are
combined with a drug-focused therapy that is usually administered by
paraprofessionals. Although substance abuse patients who have little
additional psychopathology often show rapid and significant improvement in
response to counseling by paraprofessionals, the psychiatrically ill substance
abuser may show exacerbated psychopathology (McLellan et al. 1994). These
dual diagnosis patients usually require more sophisticated supervision and
treatments (including pharmacotherapy) than can be applied by
paraprofessionals atone.

Order Effects

An important point pertains to the order of treatment efforts, that is, which
problem should be addressed first—drug use or associated psychiatric
symptoms. In general (exceptions are patients who are suicidal, homicidal, or
schizophrenic), the drug problem must be stabilized first. Furthermore, it must
be continuously monitored concurrent with any additional psychiatric care that is
administered. Psychiatric care alone is often inappropriate, and sequential and
separate treatments (i.e., drug only followed by psychiatric alone) increase the
chances for patient relapse and dropout. It seems best to integrate both
approaches into a treatment package that is delivered continuously.

SPECIFIC TREATMENTS
Psychotherapy
In a psychotherapy study that was done with methadone-maintained opiate

addicts, it was found that additional professional psychotherapy was a useful
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adjunct to paraprofessional drug counseling services for methadone-treated
opiate addicts (Woody et al. 1989). In this study, methadone patients who were
entering a new episode of treatment were randomly assigned to one of three
treatment conditions: drug counseling (DC), counseling plus supportive-
expressive psychotherapy (SE), or counseling plus cognitive-behavioral (CB)
psychotherapy. Patients in all groups made gains, but those receiving the
additional psychotherapies showed more positive changes than those who
received DC alone. The data also showed potentially important interactions
between patients and treatments, which are discussed below.

Psychiatric Severity. The first was that between psychiatric severity and
outcome. Previous studies have shown that a global rating of psychiatric
severity is the best predictor of outcome for both opiate addicts and alcoholics
being treated in a range of outpatient and inpatient programs. This work
showed that patients with few additional psychiatric symptoms (termed “low-
severity” patients) generally did well in all programs. Patients with high
symptom levels generally did poorly, and midseverity patients had intermediate
outcomes that were particularly sensitive to patient/program matches (McLellan
et al. 1983).

Accordingly, the data were examined, looking especially for interactions
between psychiatric severity, outcome, and treatment condition. It was found
that there were few differences in outcome between groups in low-severity
patients among the three treatment conditions. However, high-severity patients
who received psychotherapy showed gains, but little progress was made if they
received drug counseling alone. Midseverity patients showed more gains with
psychotherapy than with counseling alone, but patients in each treatment
condition improved in several areas. The conclusion was that the addition of
psychotherapy altered the traditional relationship between high psychiatric
severity and poor outcome and that the extra treatment gave this group of more
disturbed patients a better chance to benefit from methadone (Woody et al.
1984).

This finding pointed toward a possible cost-effective use of psychotherapy in
which high-severity patients can be identified early in treatment, provided
additional therapy, and, thus, given a better chance to improve. In addition to
providing a better chance for these problematic patients to benefit from
treatment, this plan also could reduce the strain and the time demands that
these patients place on program staff (Woody et al. 1986).

Antisocial Personality Disorder. The second interaction examined was that

between antisocial personality disorder (ASP) and outcome. Many opiate
addicts have ASP, and people with this diagnosis typically do not respond well
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to treatment. However, a literature review indicated that there are probably
many subtypes of ASP and that some patients with this diagnosis may be
“therapy responsive.” With this in mind, we examined those with ASP and
found that approximately half had other Axis | diagnoses—most commonly,
depression. We then examined four groups of patients who received
psychotherapy: (1) those with a diagnosis of opiate dependence only;

(2) those with opiate dependence and depression; (3) those with opiate
dependence, depression, and ASP; and (4) those with opiate dependence and
ASP only.

We found that patients in groups 1 and 2 showed gains in many areas,
especially those in group 2. Patients in group 3 also showed considerable
progress, but not quite as much as those in the first two groups. In contrast,
patients with only opiate dependence and ASP (group 4) showed gains only in
a few measures of drug use, but no significant changes in other areas (Woody
et al. 1985). Thus, this analysis not only confirmed the impression that ASP is a
negative predictor of outcome but also indicated that patients with depression
accompanying their ASP can respond to therapy. One possible explanation is
that those with depression have more capacity to relate to people and events
and to experience such feelings as guilt or loss; another is that depression is a
psychiatric problem that is responsive to psychotherapy and that patients with
ASP and depression responded simply because they happened to have an
associated condition that is amenable to treatment.

Therapist Assignment. The third analysis of patient/therapy interactions
examined outcome according to therapist assignment. Psychotherapy studies
have traditionally examined outcome according to treatment assignment. There
have been attempts to examine the qualities that are associated with successful
outcome, but most studies have paid little attention to examining the interaction
between therapist assignment and outcome within a specific treatment modality.
This study employed 5 SE and 4 CB therapists and 13 counselors, which
provided the opportunity to see if therapist assignment and outcome were
related. From each modality, three therapists and counselors were chosen who
had treated at least seven study patients, and the overall outcomes of these
patients were compared according to therapist assignment.

The data showed that there were significant differences in outcome, as judged
by the average effect size produced by individual therapists. One SE therapist
had a large effect, whereas another had little effect and, in some cases, may
have made patients worse. Similar but less dramatic variability in outcomes
was seen for CB therapists and drug counselors. Variability in outcome
according to therapist assignment also was found by Luborsky and colleagues
(1986) in an analysis of results from other psychotherapy studies and by
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McLellan and coworkers (1988) in a study of outcome according to counselor
assignment. Further analyses indicated that these differences were associated
most strongly with the ability of the therapist to form a “helping relationship” with
the patient and a second but weaker association was that between outcome
and the application of specific techniques (Luborsky et al. 1985).

Throughout all analyses, both the SE and CB therapies generally were
associated with similar amounts of improvement; thus, we found no advantage
for one therapy over the other with this population. The differences in outcome
among SE, CB, and DC patients who were seen at 7 months also were seen at
the 12-month followup, 6 months after therapy ended (Woody et al. 1987).

In brief, our experience with this study showed that the additional therapy could
provide meaningful benefits to opiate-addicted veterans being treated in the

methadone program, particularly those with significant psychiatric symptoms in
addition to the addiction. More detail about the techniques used and the overall
results is available in two recent publications (Woody et al. 1986; Woody 1989).

It is important to emphasize that this work was a combined counseling/
psychotherapy and pharmacotherapy study. All these ingredients were
necessary to achieve the final results. The patients would not have been
available for therapy without the methadone; the concrete services and drug-
focused therapy provided by the counselors helped manage the addiction and
many of the associated social problems; and the psychotherapists provided
additional help for those with the more complicated psychiatric problems.

Pharmacotherapy

This is a potentially important adjunct to drug treatment for dually diagnosed
patients, but several issues must be considered if it is to be used.

First is the choice of drugs. Substance abusers often will attempt to “get high”
on anything that is prescribed; thus, special care must be taken in the choice of
drugs. Some psychotropic drugs that have little abuse potential in other
populations have significant abuse liability in this population. The reasons for
these differences are not always clear but may be attributable to drug
interactions that are seen only among substance-abusing patients simply
because they experiment with drugs. An example is the combined use of
benzodiazepines, such as diazepam or alprazolam, with methadone. This
combination appears to produce a clinically significant “high” that is not obtained
when either drug is used alone (Cappell et al. 1986). Another is the use of
pentazocine tripelennamine (“Ts and Blues”) or of glutethimide combined with
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codeine-containing cough syrups or acetaminophen (Tylenol) with codeine
(“pancakes and syrup,” “combos,” “sets”). In all these cases, the drug
combination is abused to a much greater extent than any single drug that is part
of the combination.

» o«

A second issue is that of compliance. Because substance abusers often do not
follow instructions, attention must be given to compliance with the
recommended dosing schedule, especially during the early stages of
pharmacotherapy. One method that has been used successfully in methadone
programs is to prescribe the ancillary psychotropic medication daily along with
the daily dose of methadone.

One pharmacotherapy that has been tested in this population is doxepin for
depressed methadone-maintained opiate addicts. As of this writing, there are
four studies that show that doxepin can be a useful adjunct for these patients
(Woody and O’Brien 1986). The studies do not suggest that doxepin reduces
illicit drug use but rather that it reduces depression and anxiety and thus
contributes to a better overall treatment result. Other pharmacotherepies that
have been used but not studied are oxazepam for anxiety disorders, which,
unlike diazepam, has a low abuse liability with this population (Griffiths et al.
1984); antipsychotics such as haloperidol for addicts with schizophrenia; and
lithium for addicts with bipolar disorder (Kleber 1988).

An important consideration in adjusting doses of adjunctive psychotherapeutic
medications is that some drugs that are abused or taken therapeutically may
alter the metabolic pathways of other psychotropic agents, for example, the
inhibition of metabolic pathways of certain psychotropic agents that can be
produced by methadone. This has been shown recently with desipramine;
blood levels were doubled when patients were maintained on methadone
(Maany et al. 1989). Thus, the doses of some psychotropic agents that are
necessary to produce clinical effects may be lower in methadone patients.

Behavioral Treatments

Behavioral interventions are used in almost all drug programs to suppress
antisocial behavior. These interventions commonly take the form of rules and
regulations about standards of behavior while in treatment and include
sanctions for those who break the rules. These range from loss of privileges
(such as take-home doses of methadone) to outright suspension from treatment
in the case of infractions that jeopardize the integrity or safety of the program.
Examples are forging prescriptions with the program physician’s name, selling
drugs on the premises, making threats, or fighting. The specific content of the
rules varies among programs, but very few have no rules. Rules are especially
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important because ASP is a common diagnosis among addicts and because
many have developed patterns of antisocial behavior as a consequence of their
addiction. The rules usually are combined with considerable support. The
message to the patient is that staff will try its hardest to help them, but that
certain behaviors will not be tolerated.

AVAILABILITY OF RESOURCES

Necessary components for managing the dually diagnosed substance abuser
include inpatient beds and psychiatrically trained staff members who can
prescribe psychotropic medications. Even under the best circumstances, these
patients occasionally need inpatient treatment, which might be necessary to
detoxify them from a highly dangerous form of addiction such as dependence
on cocaine or sedatives, to protect them from suicidal or homicidal impulses, or
to treat a psychotic episode such as stimulant-induced paranoia or acute
schizophrenia. Most inpatient treatment episodes can be relatively brief (1 to 2
weeks, occasionally even less), but it is sometimes necessary to extend
hospitalization for 3 to 4 weeks.

It is difficult for an outpatient program to assume the responsibility for treating
dually diagnosed patients without knowing that a good inpatient service is
available to support them when symptoms are extremely severe and
unmanageable in an outpatient setting. Similarly, a psychiatrically staffed
outpatient drug treatment program that can prescribe psychotropic medication is
essential for followup after hospital discharge. In many cases, psychiatrically
impaired patients can be treated entirely in the outpatient program by the
combined use of counseling/psychotherapy and pharmacotherapy.

STAFF INPUT AND COORDINATION

As can be seen in the above discussion, the delivery of treatments for dually
diagnosed substance abusers/addicts requires meaningful input and
coordination among professional staff (physicians, nurses, clinical
psychologists, social workers), program management personnel, and
paraprofessional drug counselors. In addition to a decrease in psychiatric
symptoms, effective psychiatric treatments for dually diagnosed patients usually
will produce a reduction in behavioral problems, fewer crises, and an improved
ability of the overall treatment program to provide services to a wider range of
patients. Drug use may also decrease, probably indirectly as a result of the
patients having fewer psychiatric symptoms, which prompt attempts at self-
medication. While delivering these additional treatments, it is important to
remain focused on the drug problems and not be distracted into a singular
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emphasis on treating the additional psychopathology. These treatments are
combined with counseling and other drug-specific therapies, and they are not
meant to substitute for them, although they may serve to further reduce drug
use and produce additional gains in important areas such as employment.

PRACTICAL CONSIDERATIONS IN TREATING DUAL DIAGNOSIS
PATIENTS

This chapter cannot end without commenting about some of the practical issues
that arise in attempting to use the interventions described above. Any attempt
to treat the dually diagnosed substance-abusing patient, especially in most
publicly funded treatment programs, immediately confronts a series of
problems. One of these is the staffing patterns of many drug treatment
programs; another is the availability of resources.

Staffing Patterns

The following advertisement from the Philadelphia Inquirer demonstrates a
potential staffing problem:

Philadelphia Inquirer
Sunday April 10, 1988

COUNSELOR For D/A Prog.
Full Time. No Experience
Necessary. $12,000 Send
resume to: XXX XXXXX XX
Phila. Pa.

It is obvious that programs staffed with people who have the lack of training
reflected in this advertisement are poorly equipped to effectively treat the more
complex dual diagnosis patients. Problems of diagnosis, appropriate treatment
recommendations, and improper responses to symptomatic affects and
behavior are some of the issues that will be likely to arise when minimally
trained staff interacts with the psychiatrically impaired substance abuser.

An additional problem is that many programs have little physician coverage.
Programs often rely on the local community mental health center to provide
psychiatric services, but in many areas these services are marginal at best.
Thus, even if the programmatic staff makes correct diagnoses and treatment
recommendations, no one is readily available to deliver treatment, especially it it
involves psychopharmacology. In some cases, programs have a “drug-free”
philosophy that totally eliminates the possibility of pharmacotherapy, even if
these services are available at a nearby clinic.
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Resource Availability

Many programs have no or very restricted access to inpatient beds that accept
substance-abusing patients with accompanying psychiatric disorders. In
addition, many programs are located in places that are unattractive to nurses,
psychologists, physicians, and other personnel who are necessary to deliver the
appropriate treatment services for dually diagnosed patients. Even if funds are
available to supply the additional staffing, many programs have great difficulty in
recruitment on the basis of location alone. Therefore, it is difficult to discuss
management of dual diagnosis patients without including programmatic issues,
which also are discussed in other chapters of this volume.

SUMMARY

Research studies indicate that addressing psychiatric comorbidity can improve
treatment for selected groups of substance-abusing patients. However, the
chances for implementing the necessary techniques on a large scale are
compromised by the absence of professional input and guidance within
programs. This is especially true in public programs, which treat some of the
most disadvantaged, disturbed, and socially destructive individuals in the entire
mental health system.

One starting point for upgrading the level of knowledge and training of staff
members who work in this large treatment system could be to develop a better
and more authoritative information dissemination network. Such a system
exists in medicine; physicians are expected to read appropriate journals and to
guide their treatment decisions using the data contained in the journals.
Standards of practice and methods for modifying current practice are within the
tradition of reading new facts, studying old ones, and comparing treatment
outcome under different conditions with what is actually being done. No such
general system of information-gathering or -sharing exists, particularly in public
treatment programs. One of the most flagrant examples of this “educational
shortfall” can be found among those methadone programs that adamantly insist
on prescribing no more than 30 to 35 mg/day for all patients, in spite of the
overwhelming evidence that these dose levels generally are inadequate. In
some cases, program directors are unaware of studies that have shown the
relationship between dose and outcome. In other cases, they are aware of the
studies but do not modify their practices accordingly. This example of
inadequate dosing is offered as an example of one situation that could be
improved by adherence to a system of authoritative and systematic information
dissemination.
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Many issues in substance abuse treatment do not lend themselves to
information dissemination as readily as that of methadone dosing. However,
the existence of a general information/education system about substance abuse
treatment, combined with adherence to it among care providers, not only would
provide helpful data for treatment staff but also might stimulate their curiosity
and initiative. These latter qualities, along with additions to existing treatment
resources, may in the long run serve as the best guarantee for improvement
and maintenance of quality care.
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Are There Minimum Conditions
Necessary for Methadone Maintenance

To Reduce Intravenous Drug Use and
AIDS Risk Behaviors?

Anna Rose Childress, A. Thomas McLellan, George E. Woody,
and Charles P. O’Brien

INTRODUCTION

With the rapid spread of acquired immunodeficiency syndrome (AIDS) among
intravenous (IV) drug users, particularly opiate addicts, the need for an effective
and acceptable form of drug abuse treatment is even more important than in
years past. Methadone maintenance has been an inexpensive and well
accepted (by patients, if not society) form of treatment for opiate dependence,
and many have called for a rapid expansion of methadone programs. How this
expansion should occur is far from decided and is often controversial. Should
rehabilitative services (counseling, medical, psychiatric, and vocational
interventions) be eliminated, using the resulting funds to create more treatment
slots in programs offering “methadone alone”? Or would removal of these
rehabilitative services drastically reduce the effectiveness of the pharmacologic
intervention, rendering it nearly useless in the battle against IV drug use and
AIDS? Furthermore, can it be demonstrated that increased rehabilitative
services would actually result in increased treatment effectiveness and,
therefore, be more cost-effective than minimal (methadone only) treatment?
The first part of this chapter reviews the background and available evidence on
these questions, and the second part introduces a recently begun research
study that directly investigates the minimum conditions necessary for
methadone maintenance to be effective in reducing IV drug use and AIDS risk
behaviors.
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BACKGROUND

Do Patients Improve in Methadone Maintenance Treatment?

The early reports of Dole, Nyswander, Cushman, and others established the
safety and pharmacological efficacy of methadone in the treatment of opiate
dependence (Dole and Nyswander 1968; Gearing and Schweitzer 1974; Dole et
al. 1982). Since that time, the clinical efficacy of methadone maintenance has
been evaluated in more than 300 published reports (Hubbard and Marsden
1986; Sells et al. 1979). Although there has been considerable variability in the
methodology and results of these studies, the weight of evidence clearly
indicates that the majority of opiate addicts remain in methadone maintenance
treatment for a significant period (usually a year or more) and show significant
reductions in opiate use, nonopiate use, and illegal activity during their
treatment (Hubbard and Marsden 1986; Sells et al. 1979). Furthermore, it is
equally clear from the body of published work in this area that the majority of
methadone-maintained patients have a longer and more serious history of
substance abuse (as well as other problems) than patients treated in other
modalities—e.g., drug-free outpatient treatment or inpatient therapeutic
community treatment (Hubbard and Marsden 1986; Sells et al. 1979).

What Is the Most Effective Way To Expand Methadone Treatment
Services?

The recent spread of AIDS in the drug-using population has led to the call for
rapid expansion of funded methadone treatment slots. There are two views
about how such an expansion should occur, based largely on different concepts
of the “active ingredients” in methadone maintenance treatment. The first
perspective holds that methadone alone, as a pharmacologic agent that blocks
opiate withdrawal and (through cross-tolerance) opiate euphoria, is the primary
active ingredient in methadone maintenance treatment and the one directly
responsible for patient improvements. Counseling requirements and rules and
regulations currently associated with this modality are viewed as probably
useful but costly, having the unwelcome “side effect” of reducing the total
number of available patient slots. Proponents of this “methadone alone” view
argue for the elimination of a minimum counselor-patient ratio requirement (now
1 to 50) and for further reduction in the number of urine specimens required by
the treatment programs (now 1 per month). With these more liberalized criteria,
it is argued, more potential clients could be given methadone, and in turn, the
risks for continued drug use, crime, and spread of AIDS could be reduced.
Psychiatric, medical, vocational, and other rehabilitative services (already
scarce or nonexistent in most programs) are not viewed as cost-effective.
Adding such services, it is argued, would cost substantially more than
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methadone alone but would not lead to measurably better performance on
factors closely related to AIDS: reduced IV drug use, reduced needle-sharing,
reduced AIDS risk behaviors, reduced incidence of AIDS, and reduced medical
costs associated with AIDS.

The opposing view argues that methadone alone, despite its pharmacologic
value, is not the only active ingredient in methadone maintenance treatment;
without a context of adequate administrative support, counseling, urine
monitoring, and rehabilitative services, methadone alone is very unlikely to lead
to a reduction in drug use and AIDS-related target behaviors. From this
perspective, the poor performance of many ongoing methadone maintenance
programs (even under current counseling and urine guidelines) can be traced to
lack of adequate staffing and administrative and rehabilitative services. Minimal
service programs do not have the resources needed to reduce the proportion of
patients who loiter, divert their methadone, continue use of illicit drugs, and
even “deal drugs” near the program site—making the programs unwelcome in
most communities (Wrangle 1988) and the treatment modality controversial
(Cummings 1979; Newton 1979) even among many substance abuse
professionals. Adding more methadone-only treatment slots, the argument
goes, would only increase community problems and further tarnish the image of
methadone as a treatment modality. Image concerns aside, a feared outcome
of expanded methadone-only treatment could be a dramatic increase in all the
problems outlined above, with little or no beneficial impact on IV drug use, AIDS
risk behaviors, or AIDS. In this view, methadone should be administered under
close counseling supervision, with urine contingencies and a full program of
supportive services, for it to achieve its full value as a tool for reducing drug use
and AIDS risk.

ARE THERE NECESSARY MINIMAL CONDITIONS FOR METHADONE TO
BE EFFECTIVE?

If methadone is the only active ingredient in reducing IV opiate use, then rates
of opiate use among demographically similar patients across different programs
should be similar. Several pieces of clinical evidence now emphatically suggest
that this is not the case. In the course of performing an evaluation of
professional psychotherapy as an adjunct to methadone maintenance (Woody
et al. 1983) we observed several programs and the patients in them. Despite
relatively small differences in demographics, background, or current status
measures among the patient samples from these different programs, we have
seen dramatic differences in such fundamental outcome measures as
proportion of opiate-positive urines, number of visits to the program, and
average methadone dose. An example of the size of these differences is
shown in figure 1, illustrating the proportion of opiate-positive urines for patients
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in two community programs as well as in the Veterans Affairs (VA) program. As
can be seen, these differences are quite large and, because of small
differences seen among the patient samples, suggest that there are basic
programmatic differences that account for the observed performance
differences.
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FIGURE 1. Rates of opiate-positive urines in the Philadelphia VA methadone
maintenance program and two community methadone
maintenance programs over a 6-month (24-week) study period

These observations are similar to those of Ball in his 3-year evaluation of
methadone treatment in six different programs from three eastern cities (Corty
and Ball 1987; Ball et al. 1988). In general, the patients treated in these
programs were quite similar in terms of their demographic characteristics and
treatment problems at the time of admission to methadone maintenance across
the different geographic sites surveyed. In contrast, the data gathered have
revealed striking differences in patient performance, depending on the program.
Rates of current IV drug use ranged from less than 10 percent to more than 50

170



percent (compare Programs A, E, and F, respectively, in figure 2), and rates of
needle-sharing showed a similar pattern. Although all these programs
administered methadone, the effectiveness of this treatment ranged from
impressive to almost nonexistent. The programs differed widely on such
important parameters as dose (one program had an average methadone dose
of 20 to 25 mg, whereas other programs averaged 45 to 50 mg), medical
coverage, use of ancillary psychotropic medications, uniformity of enforcement
of rules, caseloads of counselors, informed psychiatric input into
decisionmaking processes, quality of inservice training, and quality of the
physical facilities. Importantly, several of these program variables showed a
predictive relationship to treatment outcome.
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FIGURE 2. Rates of current IV drug use across six different methadone
maintenance programs, two from each of three U.S. cities

From Ball et al. 1988. Copyright 1988. American Sociological Association
(Washington, DC).

The implications of these data are quite important with regard to the two
previously described views on expanding methadone treatment. Clearly, simply
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administering methadone does not by itself guarantee clinical improvements or
reduced AIDS risk. On the other hand, when necessary minimum conditions
are met, this treatment modality can lead to dramatic and sustained
improvements, many of which (reduced IV drug use, reduced needle-sharing)
are directly related to the spread of AIDS. Thus, identifying the programmatic
factors and the minimal administrative conditions necessary for effective
methadone treatment are crucial steps in improving methadone maintenance
and in helping to contain the AIDS epidemic.

Determining the “Active Ingredients” in Methadone Maintenance

We have recently begun a set of studies designed to help determine the active
ingredients of methadone maintenance treatment. The full design and
procedures for these studies are described elsewhere (McLellan et al., in
preparation). The basic design compares three different levels of methadone
services (minimum, basic, and enhanced methadone maintenance) within each
of two explicitly different types of methadone programs (a hospital-based,
medically oriented program at the Philadelphia VA Medical Center and a nearby
community-based, social service-oriented program) for both newly admitted and
in-treatment samples. Study participants in each program setting are initially
stabilized on a modal dose of 40 to 45 mg methadone and then randomly
assigned to one of three different levels of methadone treatment services
provided and prospectively evaluated over a 6-month period.

Minimum Methadone Maintenance (MMM). This program setting offers
blocking doses of methadone, plus emergency counseling and referral services,
but no regular counseling, no privilege or service contingencies based on urine
results, and no extra services such as family or employment counseling.

Basic Methadone Maintenance (BMM). This level of methadone services
offers blocking doses of methadone, plus regular, supervised counseling and
referral services using weekly urine screens as the basis for contingency
management of the patient, but no extra services such as family or employment
counseling. A central feature of BMM is drug counseling, shown by Woody and
McLellan (Woody et al. 1987; McLellan et al. 1988) to be a particularly
significant aspect of methadone maintenance treatment, with the ability to
markedly enhance or detract from the other aspects of the program (e.g.,
methadone dose, rules and regulations, etc.).

Enhanced Methadone Maintenance (EMM). This program offers blocking
doses of methadone, plus regular, supervised counseling and referral services
using weekly urine screens as the basis for contingency management of the
patient, plus regular additional services, including medical/psychiatric care,
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social work assistance, family therapy, and employment counseling designed to
develop job-seeking and job-holding skills. The selection of extra services,
such as family therapy and employment counseling, was based on the
recognition that most methadone maintenance patients have multiple problems
that, if untreated, can undermine the effectiveness of the pharmacologic
intervention.

The psychiatric problems (Rounsaville et al. 1982; Khantzian and Treece 1985;
Woody et al. 1983), family problems (Stanton 1979; Stanton et al. 1982), and
poor job-seeking skills (Platt and Metzger 1985; Metzger and Platt, in press) of
methadone maintenance patients have been well documented. Regardless of
the original relation between these problems and the opiate addiction, it is clear
that the presence of these additional problems significantly affects the course
and overall results of treatment (Hubbard and Marsden 1986; Sells et al. 1979;
McLellan et al. 1982, 1986). It is therefore possible that a more enhanced and
expensive program, providing effective treatment for the medical, psychiatric,
family, and employment problems of these patients, may be more cost-effective
than the less expensive programs—oparticularly if this enhanced treatment is
significantly more effective in reducing AIDS risk behaviors and more capable of
effecting greater social rehabilitation and productivity with corresponding
reductions in crime, welfare claims, and the utilization of expensive medical
care services.

All patients are evaluated using a battery of instruments at the start of
treatment, at 3 months and at 6 months during treatment, and at 6 months
following their intervention (McLellan et al., in preparation). Additional during-
treatment measures include attendance and dropout rates, health care
utilization, and urine screening records. Major posttreatment outcome
measures include drug use (particularly 1V drug use), employment, crime,
health care utilization, high-risk-for-AIDS behaviors, and the costs of care
delivered to each patient during treatment.

Of all the outcome measures listed above, perhaps one of the most clinically
significant is the number of patients in each treatment level who require
“protective termination” from the project due to an unacceptable level of illicit
drug use. Ethically, we did not want study patients to be at any greater risk for
human immunodeficiency virus exposure than other patients receiving standard
methadone treatment at our clinic. Therefore, we developed a set of
“safeguards” that, if exceeded, result in the patient’s termination from the
treatment project and referral to “treatment as usual’ at the same site. The
safeguards are as follows:
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1. A total of eight opiate-positive urine reports or four opiate-positive urines in
a row during the 24-week intervention.

2. A total of 12 cocaine-positive urines or 6 cocaine-positive urines in a row
during the 24-week intervention. Note: Cocaine use is not always
intravenous, even in these patients, and is considered somewhat less
serious than opiate use—thus, the decision to allow slightly more cocaine
use before requiring termination.

3. Three or more medical or psychiatric emergencies, necessitating inpatient
referral or an intensity of treatment inconsistent with the assigned level of

services.

Termination from the study means, essentially, that the level of methadone
services received by the patient was not sufficient to reduce illicit drug use and
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FIGURE 3. Percent of patients requiring protective termination from three
different levels of methadone services across two different
methadone maintenance programs (Total Philadelphia VA and
Community Program Sample [N = 53))
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to offer protection from AIDS. Although data collection is still in the very early
stages, a striking pattern of results has already begun to emerge. Within both
programs, the number of patients requiring “protective termination” from the
study is by far greatest in the MMM group. As shown in figure 3, more than half
the patients in the MMM group have already required protective termination,
whereas none of the patients in the EMM group has exceeded the described
safeguards. Therefore, the level of services in the MMM intervention failed to
meet the minimum conditions necessary for effective methadone maintenance
for more than half of the patient sample. Most of the terminated patients in the
MMM group met criteria for termination within only 8 to 10 weeks of entry into
the study—during which time they continued to use illicit drugs, usually opiates
and cocaine. Finally, these numbers may underestimate the proportion of
patients eventually requiring termination, because some patients included in
these preliminary data have not yet completed 24 treatment weeks and may yet
require protective termination.

SUMMARY

Although methadone maintenance is a treatment modality with the
demonstrated ability to reduce IV drug use and subsequent AIDS risk,
methadone maintenance programs vary widely in their effectiveness:
Demographically similar patient samples show profound improvements in some
programs and little change in others. This suggests that programmatic factors
rather than patient variables or sheer availability of methadone may be
important active ingredients in effective methadone maintenance. The AIDS
epidemic has led to the demand for increased availability of methadone, with
suggested elimination of counseling, urine contingencies, and other
rehabilitative services in an effort to fund additional “methadone-only” treatment
slots. The data reviewed here, including preliminary results from a study
examining the effectiveness of “minimal” methadone services, suggest that
merely increasing the availability of methadone in the absence of administrative,
counseling, and rehabilitative services may not adequately protect the majority
of patients from continued drug use and the risk of AIDS.
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Reducing lllicit Drug Use Among
Methadone Patients
Maxine L. Stitzer and Kimberly C. Kirby

INTRODUCTION

The reduction or elimination of all illicit drug abuse and control of alcoholic
drinking patterns are important secondary goals of methadone treatment. This
chapter presents a brief overview of the most widespread patterns of
supplemental drug use by methadone patients, including use of cocaine,
benzodiazepines, opiates, and alcohol.

A variety of methods are reviewed that may influence supplemental drug use
among methadone maintenance patients, and the evidence for their efficacy is
discussed. The review starts with two examples of pharmacological methods:
(1) increasing the methadone dose and (2) providing adjunct or alternative
medications. The first intervention is designed primarily to influence continuing
illicit opiate use; the second strategy refers to ancillary pharmacotherapies
designed to have an impact on nonopiate drug use. Next, several
nonpharmacological treatment approaches are discussed that could be
implemented in the methadone clinic with the expectation of influencing
polyabuse patients: (1) Incentive programs that reward abstinence constitute
the most systematically researched approach to controlling polyabuse problems
in the methadone clinic and are covered at some length. (2) Social environment
manipulations designed to limit interactions among active polyabusers and
encourage interaction with abstinent role models are discussed.

(3) Improvements in counseling and psychotherapy, including provision of social
skills training, constitute another area of potential impact on polyabuse
problems. (4) A final section addresses the need for generalization and
maintenance of therapeutic gains and suggests a behavioral approach that
involves contracting with employers and family to discourage drug use and
promote abstinence.

Clearly, the division of treatment methods into these designated areas is

arbitrary; in clinical practice there is an overlapping and mixing of approaches.
It is important, however, to understand the effectiveness of treatment elements
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before systematically addressing the even more difficult tasks of selecting,
combining, timing, and perhaps individualizing treatment elements to best
effect. This chapter focuses on the polyabusing methadone patient who
continues to supplement with both licit and illicit drugs during treatment and
considers how various strategies might influence that particular type of patient.
Based on the present knowledge base, we recommend incorporating the most
systematically evaluated interventions—urinalysis-based incentive programs—
into routine methadone maintenance treatment to improve treatment
effectiveness. With regard to other intervention approaches, this chapter
surveys previous research and identifies additional research needs with an
emphasis on effectiveness with polyabuse patients.

PREVALENCE OF SUPPLEMENTAL DRUG USE

Methadone maintenance has proven efficacy for the treatment of illicit opiate
abuse (Ball et al. 1988a, 1988b; Dole et al. 1968; Gunne 1988; Gunne and
Gronbladh 1984; Newman and Whitehill 1979); it promotes a rapid cessation of
opiate use and related drug-seeking behavior. However, opiate abusers do not
necessarily or even typically confine their self-administration to drugs from the
opiate class. In a recent report from drug treatment facilities in the State of
Maryland, 80 percent of all admissions reported problems with more than one
type of drug (Maryland Department of Health and Mental Hygiene 1989). Ball
and associates (1986) found that 60 percent of methadone treatment
admissions typically used one or more illicit or prescription drugs (excluding
alcohol and marijuana) in addition to opiates. Thus, the methadone treatment
clinic, like all drug abuse treatment facilities today, accepts for treatment a
variety of polysubstance abusers with a range of drug use and abuse patterns,
including but not confined to illicit opiates. Cocaine, benzodiazepines, and
alcohol, the three drugs most commonly abused by methadone patients,
typically are the targets for treatment intervention; continuing illicit opiate use is
also a clinically relevant problem for these patients. Use of both marijuana and
tobacco is widely prevalent among methadone patients, but these drugs rarely
form the target for evaluation or clinical intervention. Prevalence estimates for
abuse of cocaine, benzodiazepines, opiates, and alcohol by methadone
patients are discussed before considering interventions designed to reduce or
eliminate these types of supplemental drug use during treatment.

Cocaine
A rising prevalence of cocaine abuse has been documented recently, and
among methadone treatment patients these rates have reached dramatic

proportions (Black et al. 1987; Kaul and Davidow 1981; Kosten et al. 1987a;
Maryland Department of Health and Mental Hygiene 1989). In a recent, large-
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sample (N = 617) multiclinic survey (Ball et al. 1988a), 60 percent of methadone
treatment admissions reported regular abuse of cocaine with a mean duration of
5.7 years of use. In our Baltimore clinic, we currently find urinalysis evidence of
cocaine abuse in about 50 percent of maintenance patients and in 70 to 80
percent of those applying for admission to a short-stay, 180-day methadone
treatment program. Thus, cocaine is our most serious and prevalent polyabuse
problem.

Benzodiazepines

Although cocaine is relatively new on the scene, benzodiazepines are well
entrenched in the pharmacopeia of methadone patients (Bigelow et al. 1980;
Kleber and Gold 1978; Stitzer et al. 1981; Wiersum 1974; Woody et al. 19753,
1975b). In a survey of methadone clinics in New York and Philadelphia, about
40 percent of patients reported recent benzodiazepine use (lguchi and Giriffiths,
personal communication). Patient self-reports suggest that benzodiazepines
sometimes are used as a self-medication for anxiety but more commonly are
taken in abusive dosages and patterns, often to boost methadone effects
(Preston et al. 1984; Stitzer et al. 1981).

Opiates

Although methadone is quite effective for the treatment of illicit opiate use,
clinicians must be alert to evidence of illicit use that may continue during
treatment in individual patients. Both the prevalence and frequency of illicit
opiate use are generally lower than the rates cited above for cocaine and
benzodiazepines. Thus, for example, Ball and colleagues (1988a) found that
23.4 percent of methadone patients in treatment for .5 to 4.5 years reported an
average frequency of heroin use of 6.3 days per month. lllicit opiate use tends
to be associated with programs that use lower methadone doses (Ball et al.
1988b); this implies that low-dose policies may not be optimal for suppressing
illicit opiate use.

Alcohol

Although alcohol is a licit drug, alcoholism among methadone patients is a
serious concern because it is associated with medical problems, particularly
liver disease (Force and Millar 1974; Hartman et al. 1983; Stimmel et al. 1972);
with early treatment termination (Joseph and Appel 1985; Hunt et al. 1986); and
with elevated mortality risk (Concool et al. 1979; Joseph and Appel 1985; Sells
and Simpson 1987). Numerous studies have surveyed the prevalence of
alcoholic drinking patterns among methadone patients; results vary due to
differences in the definition of what constitutes alcohol abuse. In a recent
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multiclinic survey of methadone treatment admissions (Ball et al. 1988a), 50.7
percent of patients reported regular use of alcohol to intoxication. One study
using Research Diagnostic Criteria found 16-percent current and 36-percent
lifetime rates of alcoholism among a sample of opiate addicts (Rounsaville et al.
1983). Other studies generally have estimated the prevalence of this polyabuse
problem to be between 17 and 30 percent (Bickel et al. 1987).

PHARMACOLOGICAL INTERVENTIONS

The methadone clinic is a convenient place to coordinate specific
pharmacological treatments for a variety of abused drugs, to the extent that
such treatments are available. Thus, the treatment of a given patient can be
pharmacologically tailored to the pattern of substance abuse exhibited
historically and/or after treatment entry. Current pharmacological interventions
for the most widely abused substances are briefly reviewed below.

Methadone Dose Increase

The methadone dose level would be expected to primarily reduce illicit opiate
use, because methadone’s pharmacological effects are specific to the opiate
class. The optimal methadone dosage and even the effective dosage range for
controlling illicit opiate use, however, have been hotly debated and often-
studied topics during the 20-plus years that methadone treatment has been
available. The preponderance of evidence suggests that higher dosage is
associated with less illicit opiate drug use (Hargreaves 1983). Some of these
data come from controlled trials in which patients were randomly assigned to
different methadone dosage levels (Ling et al. 1976; Garbutt and Goldstein
1972), whereas some come from comparisons of patient outcomes across
clinics using different average methadone doses (Ball 1988b; McGlothlin and
Anglin 1981; Siassi et al. 1977). Further, if the methadone dosage is gradually
lowered, the consequence almost invariably is the recurrence of illicit opiate use
(Newman and Whitehill 1979; Senay et al. 1977). The general consensus from
these studies is that doses of 40 mg or less may be associated with noticeably
higher rates of illicit opiate use. However, the research findings concerning
dosage generally pertain to aggregate data from a large number of subjects
stabilized at different methadone doses and thus are less useful as a guide for
determining individual doses.

What constitutes an adequate dosage for a particular individual is not entirely
clear, because individuals metabolize methadone differently and may achieve
very different plasma levels (Horns et al. 1975; Nilsson et al. 1982). Further,
the dosage required to control illicit opiate use may change over time as a
patients drug use history becomes more remote and other factors conducive to
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abstinence change. The clinical symptom that indicates inadequate dosage is
detection of illicit opiates with urinalysis. In this case, raising the methadone
dose is a logical and commonly employed clinical approach. However, the
efficacy of individual dose changes in suppressing illicit drug use has not
received much systematic evaluation. Some of the available data suggest that
dose increases can be effective in suppressing illicit opiate use of individual
maintenance patients but that efficacy is improved if the increase is given
contingent on opiate-free urines rather than noncontingently (Higgins et al.
1986; Stitzer et al. 1985). Thus, it may be more effective to require the patient
to stop using illicit drugs as a condition of receiving the dose increase rather
than to supply the increase as a noncontingent pharmacological intervention.

It is possible that methadone dose increases given either contingently or
noncontingently are also helpful in controlling other types of illicit drug use. For
example, patients who claim they use benzodiazepines to boost methadone
effects might be willing to stop their illicit use if given the chance to obtain
contingent methadone dose increases; however, this idea has not been tested.
Although there is no direct pharmacological interaction between methadone and
cocaine, it is possible that methadone’s mild sedating effects could blunt
cocaine’s acute cardiovascular and subjective effects or relieve in part its
unpleasant side effects (e.g., nervousness, irritability). If this were the case,
dose increases—at least of the noncontingent variety—might be
contraindicated for cocaine abusers.

Adjunct or Alternative Medications

Provision of disulfiram for methadone patients with an alcoholic drinking profile
is a logical extension of a standard alcoholism treatment approach. The
success of this maneuver may depend importantly on the conditions of
implementation, as discussed in a later section. Benzodiazepine antagonists
that have recently been developed ultimately may play a useful role in
controlling benzodiazepine use among methadone patients, but these drugs are
not currently available for this purpose. The development of alternative or
adjunct medications for the treatment of supplemental cocaine abuse is a
current, active area of research. A variety of medications have been tested for
reducing cocaine withdrawal and promoting abstinence (Gawin and Ellinwood
1988; Kleber and Gawin 1986). Several of these medications have appeared
very promising in open ftrials with primary cocaine abusers, but subsequent
double-blind trials produced equivocal results so that the usefulness of these
medications is not yet clear. Few studies to date have examined the
effectiveness of adjunct medication specifically for methadone maintenance
patients with supplemental cocaine abuse (Gawin et al. 1988; Kosten et al.
1987b). Recently, investigators have begun to examine opioid antagonists and
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partial antagonists, particularly buprenorphine, as alternative medications to
treat opiate addiction and simultaneously block cocaine euphoria, therefore
discouraging both opiate and cocaine self-administration (Kosten et al. 1989;
Mello et al. 1989). These treatments also appear promising.

NONPHARMACOLOGICAL METHODS

Even if more and better pharmacological adjuncts are developed for control of
additional illicit drugs, it is likely that behavioral strategies will be needed to
encourage treatment retention, promote compliance with treatment regimens,
and address the broader range of social, behavioral, and psychiatric problems
that drug abusers bring to treatment. Indeed, nonpharmacological (cognitive
and behavioral) interventions have always been an essential element in the
treatment of drug abusers, forming the backbone of therapeutic practice.
Because they are nondrug specific, cognitive and behavioral interventions
provide a more flexible set of treatment tools that are useful in responding to a
range of specific drug abuse patterns.

The methadone clinic has several specific advantages as a site for
implementing and evaluating nonpharmacological interventions designed to
affect polysubstance abuse. The methadone clinic provides intensive, long-
term contact with many polysubstance abusers. Objective urinalysis
assessment of supplemental drug use is built into clinic operations.
Circumstances surrounding the delivery of methadone (e.g., timing, “take-
homes”) as well as other features of clinic operation can be used in incentive
programs designed to influence polysubstance abuse. A take-home privilege
allows the subject to carry a methadone dose away from the clinic and self-
administer it at home the following day, thus freeing the patient from the
necessity of a daily clinic visit. Finally, clinic infrastructure (space and staffing)
can be used to support ancillary services (e.g., educational, vocational) that
may improve the chances of maintaining a drug-free lifestyle. Although there
are many interventions that might have an effect on supplemental drug abuse,
incentive programs implemented at the methadone clinic have received the
most extensive evaluation to date.

Incentives at the Clinic

The idea behind urinalysis-based incentive programs is to enhance the
attractiveness of abstinence by providing some external motivation for stopping
illicit drug use during treatment. In essence, choices are offered in which
abstinence incentives such as receiving take-homes or remaining in treatment
with methadone must compete with the very potent and immediate reinforcing
effects of illicit drugs. Studies primarily have evaluated two very different types
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of incentives for their ability to influence supplemental drug use: negative
incentives, usually involving the threat of treatment termination, and positive
incentives, usually involving methadone take-home privileges. Both
approaches have been effective in influencing supplemental drug abuse
behavior.

Negative Incentives. Treatment termination contracting, the most popular
negative incentive, frequently is used by drug abuse counselors to deal with
patients who persist in supplemental drug use or exhibit other uncooperative
behaviors at the clinic. Typically, a contract is written that specifies cessation of
the offending behavior by a specified date with gradual withdrawal of
methadone treatment as the consequence of failure to meet the terms of the
contract. Because the intervention is widely used, it has been the focus of
some explicit evaluation efforts.

McCarthy and Borders (1985) investigated the effects of a structured treatment
program for methadone patients that used continued access to treatment as an
incentive to promote abstinence from illicit drugs. Sixty-nine subjects were
randomly assigned to either a structured or unstructured treatment group upon
admission to a California methadone program with an average maintenance
dose of 40 mg. Structured treatment patients were told that they needed to be
drug free—other than methadone—for 1 of every 4 months. If they had 4
consecutive “drug use months” during any point in the 1 -year study, they
gradually would be withdrawn from methadone treatment. The unstructured
group had no consequences attached to urine test results. Although urines
were screened for opiates, barbiturates, amphetamines, and cocaine, the study
pertained primarily to the control of illicit opiate abuse, because this is what
study patients were primarily abusing. Considering only those who remained in
treatment for 1 year, the study showed a marked contrast in rates of positive
urine tests between structured and unstructured treatment patients, with about
80 percent of structured treatment patients remaining drug free compared with
less than 50 percent of unstructured patients. This study demonstrated that the
threat of treatment discharge could act as an incentive for improved treatment
outcomes at least among patients whose primary supplemental drug of abuse
was an opiate.

Another evaluation of treatment termination contracting was conducted by
Dolan and colleagues (1985, 1986) at a methadone clinic in Dallas, Texas.
Individualized contingency contracts were developed with 21 patients who did
not respond to other treatment modalities offered by the clinic. Patients were
required to give completely drug-free urines for 1 month or undergo treatment
termination via methadone detoxification. About 50 percent (11) of subjects
fulfiled conditions of the contract and successfully achieved abstinence. Drug
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use for these patients remained suppressed during a 60-day postcontract
followup period. Data published in later papers (Black et al. 1987; Dolan et al.
1986) suggest that cocaine was the primary drug of abuse among these study
patients, with some benzodiazepine abuse as well. Thus, these two studies
show that treatment termination contracting can be effective with methadone
patients who abuse a variety of illicit drugs during treatment.

Positive Incentives. In positive incentive programs, clinic privileges are
offered to poorly performing patients to increase the attractiveness of achieving
and maintaining abstinence from supplemental drugs. A variety of positive
incentives are employed, including dose adjustments (Higgins et al. 1986;
Stitzer et al. 1986) monetary payments (McCaul et al. 1984; Stitzer et al. 1982),
and take-home medication privileges (Iguchi et al. 1988; Magura et al. 1988;
McCaul et al. 1984; Milby et al. 1978; Stitzer et al. 1979, 1982). In a survey
conducted in our laboratory, subjects ranked the methadone take-home
privilege as the most desirable of nine different clinic privileges (Stitzer and
Bigelow 1978). This privilege has subsequently proven to be a most effective
approach for reducing supplemental drug use. Although take-homes are
routinely administered at methadone clinics, patients are generally eligible only
under stringent rules that require lengthy periods of drug-free urines while
engaging in productive activity before the awarding of take-home privileges. In
the studies described below, the take-home privilege is used as an immediate
reward for improved performance of patients who ordinarily would not be
eligible under the typical stringent rules.

The original demonstration of utility for urinalysis-contingent take-homes offered
to poorly performing patients involved 10 patients who primarily abused
diazepam (Stitzer et al. 1982). The study used a within-subject design and
showed a marked improvement in urine test results during the time that take-
homes or money could be earned for delivering benzodiazepine-free urines. As
a group, fewer than 20 percent of the study patients delivered drug-free urines
both before and after the study. During the 3-month take-home incentive
program, benzodiazepine-free urines increased to about 50 percent. This
intermediate level of drug-free urine results reflects marked individual
differences in treatment response; about half the subjects became
benzodiazepine free, while the other half failed to respond to the intervention
and continued using their supplemental benzodiazepine drug.

More recently, we completed a controlled, between-group study to determine
whether the chance to earn take-homes for drug-free urine test results could
improve treatment outcomes when a wider range of supplemental drugs was
targeted and when the evaluation was continued over a more prolonged period
(Stitzer and Iguchi 1989). The subjects were 54 recently admitted methadone
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maintenance patients. About 33 percent used cocaine exclusively: 35 percent
used benzodiazepines alone; 17 percent used both; and 15 percent used
opiates or nothing. The high overall prevalence of supplemental use reflects
the fact that our clinic specifically selects patients with polyabuse problems who
have difficulty getting into treatment elsewhere. Patients randomly assigned to
an earned take-home condition had to give 2 consecutive weeks of totally drug-
free urines before the first take-home was authorized. They could ultimately
receive as many as three take-homes per week after 6 consecutive weeks of
drug-free urines. Also, these take-homes could be lost if evidence of relapse to
supplemental drug use was detected. The number of take-homes received by
subjects assigned to the chance take-home group was determined in a monthly
drawing held independently for each study patient. Examination of individual
subject performance revealed a clear treatment effect. Within the earned take-
home group, 11 of 26 (42 percent) subjects met the criteria for improvement
compared with 3 of 28 (11 percent) subjects who received take-homes on a
chance basis. Thus, there was a 30-percent improvement in treatment
response rate when subjects had to earn take-homes rather than being on the
take-home dole. Within the group of treatment responders, the number of
consecutive drug-free urines was seen as an indication of continuous
abstinence time. The median abstinence time during baseline for treatment
responders was less than 2 weeks, whereas during the earned take-home
program this increased to about 8 weeks. Further, among the treatment
responders, 6 of 11 (55 percent) were abstinent at the end of the 6-month trial:
1 was abstinent at his study termination point (incarcerated in study week 12);
and 4 relapsed during the study.

The results of this study are consistent with another report by Magura and
colleagues (1988), who implemented a urinalysis-based take-home earning
program via contingency contracting with individual problem patients rather than
by initiating a clinic-wide program. Thirty-four percent of patients receiving
contracts responded by giving 1 month of totally drug-free urines. However,
results were not well sustained over time when new contracts were negotiated.
This suggests the need for longer term contracts to avoid the disruptive
influence of contract terminations and renewals. The study also found that
cocaine abusers were less likely to respond to treatment contracts than were
patients abusing other types of drugs. This was not the case in our study, in
which treatment responders were about equally divided between cocaine and
benzodiazepine abusers.

Combined Negative and Positive Incentives: Disulfiram Compliance.
Occasionally contingency programs combine the features of positive and
negative reinforcement to gain control over supplemental drug use among
methadone patients. An interesting example of this approach is a disulfiram
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compliance program that was implemented with alcohol-abusing methadone
maintenance clients (Liebson et al. 1978). Study patients generally were
treatment failures from other methadone clinics who had long histories of
alcoholic drinking and associated behavior problems. Although disulfiram is an
effective medication for preventing ingestion of alcohol, noncompliance with the
disulfiram administration regimen is a common problem. Control subjects in this
study had disulfiram prescribed for home use, and experimental subjects were
required to participate in a monitored disulfiram program, ingesting disulfiram
daily at the clinic before their methadone. With this arrangement, the ingestion
of disulfiram was immediately followed by the presentation of the methadone
dose; refusal to ingest the disulfiram would have resulted in withholding the
methadone dose for that day. Thus, the positive incentive was the immediate
presentation of the methadone dose, whereas the negative incentive was
withholding of the dose with the implied eventual consequence of terminating
methadone treatment. Experimental subjects reliably ingested their disulfiram
under this arrangement, but the control subjects rarely took their medication.
The experimental intervention had a marked positive effect on measures of
drinking and on antisocial behavior. For example, experimental subjects spent
an average of 2 percent of days drinking compared with 21 percent for control
subjects. Monitored ingestion of disulfiram at the methadone clinic is now
standard practice to control alcoholic drinking, with the pressure of treatment
termination probably used at times to obtain cooperation with the program.

Combined Incentives To Improve Efficacy. It is possible that the efficacy of
incentive programs could be improved by combining positive and negative
incentives because a combined incentive might enhance the potency or
salience of consequences attached to drug use versus abstinence. A study
conducted in our laboratory (Iguchi et al. 1988) addressed this question by
examining the separate and combined effects of a positive methadone take-
home incentive and a negative treatment termination incentive. Two groups of
patients matched on baseline polydrug abuse patterns were involved; both
could earn take-home incentives during the study for giving totally drug-free
urines, but a randomly assigned one-half of subjects also received methadone
dose reductions leading to eventual treatment termination if they continued to
give drug-positive urine samples, Interestingly, these two programs produced
an identical number of successful cases, with half of the patients in each group
giving drug-free urines during an 18-week evaluation period. This study failed
to support the idea that a more potent incentive combining positive and
negative reinforcement would yield better results. Instead, the study suggested
that an incentive program incorporating only positive reinforcers may be as
effective for producing behavior change in methadone patients as an incentive
package incorporating both positive reinforcement and aversive control
elements.
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Choice of Positive or Negative Incentives. Although both positive and
negative incentives can be effective in curtailing supplemental drug use and
improving treatment effectiveness, each approach has advantages and
disadvantages that should be carefully considered before implementing
treatment incentive strategies. For example, the widespread use of treatment
termination contracting in clinic settings may be due to an advantage that this
approach has over positive incentive procedures. Unlike positive incentive
procedures, treatment termination contracting allows clinic staff to remove
difficult patients from their caseload-an advantage for clinic staff, not for the
patient. For the patient, treatment termination contracting has a substantial and
potentially deadly disadvantage: If it is not successful, the procedure results in
treatment termination and almost certain return to intravenous drug use with its
associated risk of exposure to HIV infection. As such, treatment termination
contracting should not necessarily be advocated, especially not as the
intervention of first choice.

The disadvantages associated with treatment termination contracting do not
necessarily imply that all aversive procedures should be avoided. Negative
incentive procedures can be very effective in producing immediate and long-
lasting behavior change, provided they are implemented carefully and
appropriately. In general, it is important for effective behavior suppression that
the consequences are sufficiently aversive and are introduced reliably and
quickly following occurrence of the undesirable behavior (e.g., the uncertainty
and delay of criminal justice punishment is often cited as a reason for poor
deterrence efficacy). It is possible that ethically acceptable negative incentive
procedures could be devised for use with methadone patients that produce
desirable effects on client outcomes. An example of an untested but potentially
useful negative intervention might involve delaying receipt of the daily
methadone dose (i.e., rescheduling medication time for later in the day) as a
consequence of drug-positive urine tests. Further research regarding negative
incentive programs is needed to develop a better understanding of the impact of
these procedures and their effectiveness with particular problem areas and
client types.

Recommendation for Use of Positive Incentives. It appears that success
rates of commonly used positive and negative incentive procedures are similar,
particularly when the positive incentive is the methadone take-home privilege
and the negative incentive is treatment termination contracting. One other
study that directly compared a positive incentive (dose increase for drug-free
urines) with a negative incentive (dose decrease for drug-positive urines) also
showed identical success rates for the two procedures and thus supports the
conclusion of similar efficacy (Stitzer et al. 1986). In this case, we strongly
advocate the use of positive incentive programs over treatment termination
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contracting. Procedures that reward success have the advantage of
effectiveness without the disadvantage of expelling patients into situations
where they are potentially at greater risk, and positive procedures are not more
costly or significantly more time consuming to implement compared with
negative incentive programs. Urine testing is mandated and budgeted at all
methadone clinics, so the most expensive aspect of the procedure is already in
place. Studies have shown that urine monitoring alone has little therapeutic
value (Goldstein et al. 1977; Havassy and Hall 1981) so the additional time
required to implement a urinalysis-based incentive program is necessary. The
addition of positive incentive procedures can make urine testing a more
valuable activity and integrate testing into the therapeutic process. An
additional benefit is that these programs ensure that counselors are at least
aware of which patients are using supplemental drugs, which may prompt them
to design systematic interventions beyond the urine-based incentive program.

Limitations of Urinalysis Incentive Programs. Urinalysis-contingent take-
home incentives share two limitations with most other drug abuse treatment
strategies. First, although they can be effective in reducing the supplemental
drug use of one-third to one-half of patients, they are not effective for all
patients. Second, even when they are effective, reductions in supplemental
drug use are not always permanent. These limitations are not unique to
contingent-incentive procedures and should not seriously discredit urinalysis-
based incentives as a therapeutic technique; however, they should cause
concern and lead to ways to improve and/or add to this technology. For
example, allowing clients to specify which privilege they wish to work for might
increase the number of patients who respond to incentive programs by taking
into account individual differences in reinforcer preferences. Incorporating into
treatment outside sources of motivation such as families, employers, or criminal
justice monitors may lead to more abstinence attempts and/or longer periods of
sustained abstinence. Allowing clients to occasionally choose new privileges or
earn additional ones may be beneficial in improving maintenance. Other types
of interventions that also may improve outcomes on supplemental drug use,
either independently or in combination with incentive programs, are discussed
below.

Social Environment Manipulations

This section presents several strategies designed to limit the interaction among
actively abusing individuals and increase interaction with nonabusers who can
serve as models and encourage abstinence.

Controlled Methadone Medication Times. The methadone clinic at its best is

a therapeutic environment that discourages supplemental drug use.
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Unfortunately, it also can serve to bring together individuals with similar drug
abuse problems. Observation and questioning of methadone patients can
reveal groups of patients who tend to arrive for medication at similar times and
carry their social interactions out of the clinic to a regular meeting place. This
type of socially supportive peer group can be beneficial unless it contains one
or more members who are sliding into increased supplemental use and
encouraging friends to accompany them. If these groups can be identified,
members who are experiencing difficulty in recovery could be separated
temporarily from the group and targeted for more intensive supportive therapy.
On a practical level, this generally means scheduling patients for a medication
time different from that of their regular social group. Although clinics
occasionally use this technique to deal with clients who have behavior
problems, it is not known to have undergone systematic evaluation as a method
for discouraging supplemental drug use. Nonetheless, it may be an effective
procedure in some situations with potentially positive effects on the patient who
is segregated and the remainder of the group. In addition, this procedure can
be combined with urinalysis-based incentive procedures by requiring some
criterion of drug-free urines before allowing clients to return to a preferred
medication time.

Participation in Self-Help Groups. The inclusion of Narcotics Anonymous
(NA), Cocaine Anonymous, or Alcoholics Anonymous groups within the
methadone clinic may confer significant benefits related to interaction with an
abstinence-oriented peer group, including access to successful abstinent role
models, modeling of productive alternative activities to drug use, and social
encouragement of abstinence. Some clinics that sponsor NA meetings have
reported this to be a successful strategy (Fram and Marmo 1988). There
traditionally had been some reluctance on the part of established 12-step
groups to include methadone patients, but this prejudice recently has been
changing (Gordis, this volume). Systematic evaluation of the beneficial effects
of participation in a 12-step program for methadone patients would be useful.

Residence Relocation. Residence relocation is a more extreme example of an
intervention that changes the amount of social contact with active abusers.
Maddux and Desmond (1982) reported on the results of naturally occurring
residence relocation of drug abusers who had previously been treated at the
Public Health Service Hospital in Fort Worth, Texas. They collected information
on 248 San Antonio addicts through treatment records, law enforcement and
correctional agencies, personal interviews, and urine tests. During times of
relocation, subjects engaged in less drug use than when they were in their
hometown of San Antonio. For example, subjects who relocated

(N = 171) were abstinent 54 percent of the time during residence relocation
compared with 12 percent of the time when in San Antonio. Although
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permanent removal from an environment that supports the patient's drug use
may not always be practical, it is worth exploring as a promising strategy for
some abusers. More research on residence relocation would be useful to
understand the factors that determine better outcomes and to develop
innovative relocation programs.

Improved Psychotherapeutic and Counseling Methods

The interaction between patient and counselor is an essential component of
drug abuse treatment, and there is little doubt that treatment retention and
patient outcomes in a variety of domains can differ as a function of counselor
characteristics and/or counseling content. Somewhat less certain are the
characteristics of a counselor's background and training or the specific
elements of a counselor's behavior that may be relevant to improved treatment
of drug abuse patients in general and reduction of ongoing illicit drug use in
particular. This section considers some of the dimensions of counseling
behavior and counseling content that might be relevant. Another study (Hall
1983) also reviewed the roles of counselor training and experience as
determinants of drug abuse treatment outcomes.

Domains of Good Counseling. The domains relevant to good counseling or
psychotherapy are often described in somewhat global terms rather than in
terms of concrete behaviors that counselors might be trained to perform. For
example, a particularly careful study by Luborsky and colleagues (1985)
identified four factors that were positively related to client outcomes during a
controlled comparison of psychotherapy versus standard drug abuse
counseling: (1) the therapist’'s personal adjustment, (2) the therapists interest
in helping the patient, (3) the extent to which the therapist established a positive
helping alliance with the patient, and (4) the extent to which a therapist adhered
to manual-guided treatment techniques. Overall, the data from this study
supported the notion that the therapist’s ability to develop a positive, warm,
supportive patient-therapist relationship, as well as the skill level of the therapist
in implementing specific treatment techniques, may be important determinants
of treatment outcome.

To improve the performance of therapists or counselors, it is advantageous to
define these domains in more concrete behavioral terms. For example, Miller
(1985) reviewed several studies that showed improved treatment retention rates
when counselors sent letters or made telephone calls to clients who missed
appointments. Such concrete behaviors are likely to be interpreted as showing
concern, interest, and support on the part of the counselor. Other influential
counselor behaviors may be more complex. McLellan and colleagues (1988)
documented the widely held belief that individual therapists differ in
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effectiveness as measured by the treatment outcomes of their clients. In this
case, between-counselor differences appeared to be associated with, although
not necessarily caused by, the organizational and treatment planning ability of
the therapists. The differential use of effective treatment elements such as
contingency contracting is another potential source of between-counselor
variability in treatment outcomes.

Caseload Size. Another factor that may be relevant to patient outcome and
that should be considered in efforts to improve counseling is the amount and/or
intensity of contact between patient and therapist. In this regard, the tendency
of methadone clinics to increase counselor caseloads in response to funding
constraints is of concern. Caseload size has a logical if not demonstrated
inverse relationship to treatment outcomes simply because less effort and
attention per patient can be devoted by counselors with larger caseloads.
Experimental information about the effect of caseload size on patient outcomes
would be valuable for developing rational policies on this issue.

Professional Psychotherapy. Psychotherapy represents a specialized form of
nonpharmacological intervention that differs from drug abuse counseling
primarily in its focus on the broader range of psychiatric symptoms that are
prominent among drug abusers. Alleviation of psychiatric symptoms may have
a beneficial effect on illicit drug use. Woody and colleagues (1983, 1984)
investigated the effects of psychotherapy delivered to drug abusers by highly
trained professional therapists. The study showed that psychotherapy patients
tended to reduce their methadone doses during the trial more than counseling
control patients and receive fewer prescriptions for psychotropic medications.
Psychotherapy patients also showed greater improvement on addiction severity
index measures of drug use, employment, and psychiatric problems, with the
best results seen in those patients who started the study with mid- to high-
severity ratings on psychiatric problems. With regard to urinalysis data on illicit
drug use, psychotherapy patients overall showed lower rates of opiate-positive
test results during the trial than did drug counseling patients. This is notable
because these patients also had lower methadone doses. Unfortunately,
however, the study did not indicate whether psychotherapy could be expected
to specifically benefit polydrug patients who abuse benzodiazepines, an
analysis that was obscured by clinic prescription practices, or cocaine, which
was apparently not in prominent use at the time the study was conducted.

Relapse Prevention Skills Training. Another specialized form of therapy that
could be especially beneficial to drug abusers involves training drug abusers in
the social skills necessary to function effectively as a nondrug abuser.
Programs have been developed to train drug abusers in relapse prevention
skills (Hawkins et al. 1986; McAuliffe and Ch’ien 1986; Zackon et al. 1985) and
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in skills necessary for finding and obtaining employment (Hall et al. 1981 a,
1981b; Platt and Metzger 1985). These programs are generally successful in
teaching the targeted skills. Relapse prevention, but not employment, programs
have received some controlled evaluation concerning their impact on drug use.

Programs designed to bolster drug-free support systems and to specifically
teach drug abusers how to handle problematic situations that might lead to
relapse have recently received considerable attention. Evaluations have been
conducted with two relapse prevention programs to determine their impact on
drug abuse, although differences in the test populations preclude any
meaningful comparison of the efficacy of the two programs. Hawkins and
colleagues (1986, 1989) delivered relapse prevention and social network
development skills training to therapeutic community patients before their
reentry into the pretreatment natural environment. The program was effective in
enhancing interpersonal and problemsolving skills, as assessed in
posttreatment role-play tests (Hawkins et al. 1986). However, there was little
evidence of treatment effects on relapse rates or on the extent or type of
posttreatment drug use, including use of opiates, cocaine, and alcohol; the one
exception was reported marijuana use among skills training versus control
treatment subjects (Hawkins et al. 1989).

A second trial conducted by McAuliffe and colleagues (1985) evaluated an
aftercare treatment package called Recovery Training and Self-Help that
combined skills training with participation in self-help groups after formal
treatment ended. The package was administered to opiate abusers drawn from
a variety of program types (methadone, drug-free, detoxification, and residential
treatment) in the United States and China. Preliminary outcome evaluation
during a 1-year followup found significantly more good outcomes (abstinent or
using opiates less than once a month) among experimental than among control
group subjects, with a 15 to 17 percent improvement in abstinence rates. The
diversity of study populations makes it difficult to draw conclusions about impact
on any particular group such as methadone patients, and there is no
assessment of treatment impact on nonopiate illicit drug use, including cocaine.

Summary. Overall, the research cited suggests that more emphasis be placed
on identifying the important aspects of counselor behavior, developing methods
for training therapists to incorporate them, and determining how any
improvement in the counseling interaction or counseling content influences
specific treatment outcomes, including supplemental drug abuse.
Psychotherapy continues to be a promising adjunctive treatment, particularly for
psychiatrically disturbed patients. Relapse prevention skills training also is an
appealing therapeutic approach from a conceptual point of view, although there
are few convincing data to support its effectiveness in actually preventing
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relapse to a variety of illicit drugs. It is possible that skills training could be
useful in combination with other motivationally based treatments that enhance
environmental supports for abstinence.

Contingency Contracting Outside the Clinic

Researchers experienced in contingency-based procedures have long
emphasized the need to actively arrange for maintenance of any treatment
gains that are made during the intensive early phases of treatment intervention
(Baer 1982; Kirby and Bickel 1988; Marholin and Seigel 1976; Marholin et al.
1976; Stokes and Baer 1977). One dominant theme has been the importance
of ensuring that treatment gains continue to receive support in the social
environment in which the patient lives during treatment or to which the patient
returns after treatment. Although this approach has stimulated very little
systematic investigation with respect to methadone treatment, it has received
some attention in the treatment of impaired health care professionals (Crowley
1984) and more extensive evaluation in the treatment of chronic alcoholics
(Azrin 1976; Azrin et al. 1982; Hunt and Azrin 1973; Miller 1985).

Employment Contracting. Under some circumstances, employers can be
involved with treatment to monitor drug-abusing employees and deliver
appropriate consequences. For example, partial loss of job privileges such as
wages or vacation time might be arranged as a consequence of drug
intoxication detected at the worksite. Other positive incentives such as
increased vacation time, monetary bonuses, or reduced health care costs also
could be offered based on improvements in work attendance (poor attendance
being one of the most frequent signs of drug or alcohol abuse) or good
cooperation with treatment. If the employer is unaware of the drug abuse
problem and cannot be directly involved with treatment, it may be possible to
use employer notification as an aversive consequence of poor treatment
performance.

Such a program was developed by Crowley (1984) and coworkers to treat
medical practitioners who were abusing opiates or cocaine. At the start of
treatment, each patient provided the therapist with a signed letter to their
licensing board or employer describing the drug abuse problem and voluntarily
relinquishing the license or job because of continued drug abuse. The patient
agreed via a written contract that the letter would be mailed by the therapist if
drug use was detected during routine frequent urine monitoring. Thus, the
license-loss contract functioned to change a likely negative consequence of
long-term continued drug use to an immediate aversive consequence of drug
use relapse. Outcome evaluation based on 17 patients revealed that the
potential loss of a professional license did not totally prevent relapse but did
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appear to greatly reduce the frequency and severity of relapse incidents and
result in generally favorable outcomes among those who stayed with the
program.

Community Reinforcement. A comprehensive community reinforcement
approach was developed and implemented by Hunt and Azrin (1973) to support
the abstinence of alcoholic individuals who had recently completed inpatient
detoxification. The program may serve as a prototype for a comprehensive
environmental contingency management program with drug-free patients. The
evaluation study was conducted in a small, sparsely populated midwestern
region and involved reconstructing the social environment of chronic alcoholics
to ensure that the environment supported sobriety and did not support alcoholic
drinking. Job placement was an important aspect of the program; job-finding
activities were supported by a Job Club networking program (Azrin and Besalel
1980); and an acceptable job was found for all experimental patients before
they left the hospital. Patients who were married underwent behavioral family
counseling; the spouse was trained explicitly to provide reinforcement to the
patient for maintaining sobriety and to withhold marital benefits (e.g., attention,
shared finances, meal preparation, sexual relations) when the patient drank.
For patients who were not married, surrogate families were identified (and when
necessary, formed), and similar contingencies were arranged. An alcohol-free
social club was developed where clients were encouraged to invite friends as
guests and to participate in social interactions with other members. Access to
the club was restricted whenever a patient was found to be drinking. The
community reinforcement program resulted in substantial improvements in
sobriety, employment, and other socially desirable behaviors compared with a
matched control group who received standard hospital services. A community
reinforcement approach could be applied to methadone patients who have
successfully stopped supplemental drug use to explicitly arrange an
environment in which the patients drug-abstinent behavior would receive
continued support.

SUMMARY/DISCUSSION

Polysubstance abuse among methadone patients may be amenable to several
intervention approaches that might be expected to promote and maintain
abstinence from supplemental drug use during methadone treatment. At this
time, incentive programs at the methadone clinic are the one type of
intervention that has demonstrated efficacy for reducing supplemental drug
abuse. The studies reviewed suggest that urinalysis-based incentives can
improve treatment outcome for individual methadone maintenance patients and
thus are a clinically useful treatment tool that can be readily implemented at the
methadone clinic. As such, we recommend that incentive programs be
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incorporated whenever possible into individual treatment plans or clinic-wide
operations. Even if effects are not always permanent, incentive programs can
be instrumental in initiating periods of abstinence among chronic polydrug
abusers and in increasing aggregate drug-free time in cases in which there is a
poor prognosis for permanent abstinence. An interesting observation from the
studies reviewed is that the particular features of the incentive program
employed may be less important than that some type of structured program is
implemented. In particular, both positive incentive programs involving take-
homes and negative incentive programs involving the threat of treatment
termination have been shown to promote abstinence among some treatment
patients. To the extent that success rates are similar, the use of positive rather
than negative incentive programs is advocated because these avoid the
problem of poor outcomes and increased risk exposures that may be
associated with treatment termination.

A variety of other interventions have also been reviewed that might be expected
to affect polydrug abuse. Some are related to the social environment that
supports or discourages abstinence (e.g., dissociation from drug-using friends,
participation in self-help groups, contingency contracting with family and
employers, contact with more effective therapists). Other interventions are
specifically designed to address the multiple problems of drug abusers (i.e.,
vocational and skills training deficits, psychiatric comorbidity). There is general
consensus within the drug treatment community that a comprehensive
treatment package that includes these types of interventions would be valuable,
and perhaps necessary, in obtaining long-lasting behavior changes in polydrug-
abusing patients. There is less consensus on what the optimal intensity,
duration, and timing of interventions should be or what criteria should be used in
choosing particular interventions to match individual patient needs. Most of
these more comprehensive interventions are untested at the present time with
regard to their efficacy in improving treatment outcome for polysubstance
abusers. Clearly, more research is needed to determine the conditions under
which various behavioral and environmental interventions can be effective tools
in the treatment of polysubstance-abusing methadone patients.
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Improving Client Compliance

in Outpatient Treatment:
Counselor-Targeted Interventions
Mary E. McCaul and Dace S. Svikis

INTRODUCTION

Although abstinence-oriented outpatient treatment programs account for the
majority of treatment slots (U.S. Department of Health and Human Services
1987, 1989) treatment participation and associated outcome in these programs
traditionally have been problematic, with the majority of patients dropping out of
treatment before completion (Hubbard et al. 1964; Polich et al. 1979; Simpson
and Sells 1982). This chapter (1) highlights the need for more effective
strategies to enhance client compliance in abstinence-oriented outpatient
treatment programs, (2) briefly reviews some variables that have been
previously studied in efforts to enhance client participation and retention, and
(3) explores the feasibility and effectiveness of interventions that target the
counselor rather than the client for improving client outcome.

PATIENT PARTICIPATION AND RETENTION: THE PROBLEM

There has been increasing recognition of the prevalence and therapeutic
importance of other drug use by clients in treatment programs that have
traditionally served a primarily alcohol-dependent population (Senay 1984).
Estimates of other drug use by these clients have ranged from one-fifth to
nearly two-thirds of program admissions (Hawkins et al. 1985; Morrissey 1981;
Sokolow et al. 1981). In a study comparing pretreatment and posttreatment
drug use, Sokolow and colleagues (1981) characterized self-reported drug use
by 1,340 patients enrolled in 17 publicly funded alcoholism programs in New
York. In the 30 days preadmission, 46 percent of clients reported use of at
least one drug in addition to alcohol, with 20 percent reporting use of two or
more substances. Although reported drug use decreased postdischarge,
approximately 30 percent of clients still reported use of at least one drug (not
alcohol) in a 30-day period several months posttreatment, and 10 percent
reported use of two or more substances. In a more recent study, 48 percent of
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alcoholic soldiers in Army treatment facilities reported regular use of other
drugs, and 17 percent reported daily drug use (Hawkins et al. 1985). Schuckit
and Bogard (1986) characterized the drug use status of consecutive admissions
into a Veterans Administration alcohol treatment program and found that 9
percent met diagnostic criteria for primary drug abuse and an additional 8
percent used drugs intravenously but did not meet diagnostic criteria for drug
abuse. Finally, admission patterns at Hazelden, a large abstinence-oriented
treatment program in Minnesota, have shown an increasing prevalence of other
drug dependency in its treatment population. Specifically, rates of drug
dependency, either alone or in combination with alcohol, increased from 44
percent to 66 percent of admissions from 1976 to 1985 (Novalany 1988; Patton
1979).

In our own large, publicly funded drug-free treatment program in Baltimore,
current admission data demonstrate even higher rates of drug abuse. From
July 1988 to June 1989, data were collected on 310 program admissions using
family history research diagnostic criteria for alcohol and drug abuse
(Andreasen et al. 1977). Based on client self-report, 21 percent of clients were
diagnosed as alcohol abuse only; 35 percent were diagnosed as drug abuse
only; and 44 percent were diagnosed as alcohol and drug abuse. Opiate and
cocaine abuse each accounted for approximately 40 percent of the combined
cases in the drug only and alcohol and drug abuse groups. These and earlier
data clearly indicate that multiple substance use is a widespread clinical
phenomenon in drug-free treatment settings.

These drug-abusing clients often report greater severity on a variety of
psychosocial variables at admission (McLellan et al. 1986; Schuckit and Bogard
1986), suggesting the need for more intensive treatment interventions to
promote program participation and retention. Yet despite these changing
clinical profiles of program clients, drug-free services have remained largely
unchanged in their treatment service components. Such programs largely
consist of individual counseling, group education and therapy, provision of
ancillary support services, and a 12-step model of recovery (Price, this volume).
These programs generally do not use medications as a primary treatment
method and indeed often oppose the use of adjunct medications in the
treatment of substance abuse. Because the effectiveness of pharmacotherapy
has been well established only in the treatment of opiate dependence (Dole and
Joseph 1978). drug-free treatment is currently the only therapeutic alternative
for the majority of drug-dependent persons.

To date, methadone maintenance has been the only pharmacotherapy to

receive widespread client acceptance and to have demonstrated therapeutic
efficacy in drug abuse treatment. Research comparing patient participation and
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retention in drug-free treatment vs. methadone maintenance has suggested that
it may be more diffiiult to retain clients in drug-free treatment settings. For
example, in a double-blind study Newman and Whitehill (1979) compared
opiate addicts randomly assigned to methadone vs. placebo maintenance in
combination with a range of supportive services. They found a dramatic
between-group difference in retention rates at 32 weeks postadmission, with 76
percent of those receiving methadone still in treatment compared with only 10
percent of controls. The controls also evidenced higher rates of opiate use and
criminal activities. Similarly, Bale and colleagues (1980) compared opiate-
addicted male veterans randomly assigned to therapeutic community vs.
methadone maintenance treatment. They found significant between-group
differences in retention rates, with 75 percent of methadone patients compared
with 5 percent of therapeutic community patients still in treatment at 12 months
postadmission. Thus, patient dropout is clearly elevated in drug-free compared
with methadone maintenance programs.

Earlier research across a variety of treatment modalities has demonstrated a
positive correlation between treatment participation and retention and
posttreatment abstinence rates for both alcohol- and opiate-dependent clients
(Edwards and Guthrie 1967; Polich et al. 1979; Simpson and Sells 1982).
Thus, strategies that improve treatment participation and retention can be
expected to improve posttreatment client outcome.

This brief overview highlights the importance of developing new and improving
existing strategies to increase treatment participation and retention in
abstinence-oriented programs. To enhance posttreatment outcome for
addictive disorders, within-treatment performance first must be improved. This
task is particularly challenging in treatment settings where pharmacological
incentives are not available.

CLIENT PARTICIPATION AND RETENTION: CURRENT INTERVENTION
STRATEGIES

There is a widely held belief that motivation is an intrinsic trait of treatment
patients and that this patient trait is a significant determinant of treatment
participation and retention. However, it is clearly more productive in developing
treatment intervention strategies to recognize that there are a variety of factors
that may contribute to motivation and thereby influence treatment participation
and retention and that these factors differ in both their accessibility and
malleability. One conceptual framework for treatment motivation variables has
been described by Miller (1985). This mode consists of four major components
and some specific variables that have been examined in each of these
components:
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. Client Characteristics

—psychiatric severity
—cognitive  functioning
—self-esteem

. Motivational Interventions

—qgoal-setting and feedback
—continuity of care

—contingency management
—modification of behavior attractiveness

. Environmental Variables

—involvement of spouse, parole and
probation, and employer
—clinic availability

* Therapist Characteristics

—directive/nondirective style
—professional/peer status
—empathy/supportiveness

—client outcome expectancy (Miller 1985)

For comprehensive reviews of this model, see Annis (1988) and Miller (1985).
A more detailed explication of many of these factors and their role in substance
abuse treatment has been provided elsewhere (see De Leon, McLellan, and
Stitzer, this volume).

Although client and therapist characteristics have been shown to play a role in
determining treatment participation and outcome (Gerstley et al. 1989; Lafferty
et al. 1989; McLellan et al. 1983; Nurco et al. 1987, 1988a, 1988b; Patterson
and Forgatch 1985) many of these variables represent relatively static
characteristics of the individuals being studied (e.g., psychiatric diagnoses,
demographics) and are not readily amenable to change through treatment
interventions. Other treatment motivation factors are more malleable and can
be successfully manipulated to improve treatment outcome (e.g., involvement of
family, clinic accessibility). To date, such intervention strategies have focused
predominantly on client-targeted interventions, with less attention to the role of
treatment program variables as determinants of dient outcome.

207



However, just as behavioral interventions with clients have been shown to
improve their participation and retention (client-targeted interventions), it should
be possible to develop interventions for increasing counselor behaviors that
have a positive impact on client participation and retention (counselor-targeted
interventions). Development of these strategies is based on the premise that
the counselor is an important agent of change on the client’'s behavior and, for
better or worse, can influence the length and frequency of client participation in
treatment (McLellan et al. 1988).

CLIENT PARTICIPATION AND RETENTION: AN ALTERNATIVE
STRATEGY

Several studies have demonstrated that within a given treatment program there
can be considerable variability across addiction counselors in their ability to
retain patients in treatment (Rosenburg et al. 1976; Valle 1981). More recently,
McLellan and colleagues (1988) also have reported variability across
counselors for within-treatment client measures such as methadone dose,
employment status, and utilization of supportive medical services in a
methadone maintenance setting. Within our drug-free outpatient treatment
clinic, there is considerable variability across counselors in maintaining patient
participation as measured by treatment duration and discharge status. As
shown in table 1, successful discharge rates across counselors varied from 17
percent to 54 percent of caseload over a 1 -year period (July 1988-June 1989).
Similarly, rapid dropout rates (less than 3 months in treatment) ranged from 14
percent to 61 percent of counselor caseload. This naturally occurring variability

TABLE 1. \Variability in client discharge status as a function of counselor

assignment

Discharge Status Counselor

(Percent) A B C D E F G Range
Successful 18 32 33 54 25 30 17 17-54%
Dropouts

< 3 months 50 32 37 14 43 35 61 14-61%

3-6 months 29 32 23 18 14 22 22 14-32%

> 6 months 3 5 7 14 14 13 0 0-14%
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in client outcomes based on counselor assignment dearly suggests that the
counselor plays an important role in determining dient outcome and, therefore,
can be strategically targeted to improve client compliance.

There are several compelling reasons for considering counselor-targeted
interventions as alternatives and/or adjuncts to client-targeted interventions.
First, the effectiveness of behavioral interventions with substance abuse
treatment clients has been clearly demonstrated (Stitzer and Kirby, this
volume); however, these studies often have been restricted to specialized
research settings with limited numbers of patients. Given the large number and
diversity of clients enrolled in most treatment programs, the ability to effectively
implement and monitor such interventions on a program-wide basis may be
limited (Bigelow et al. 1984). In contrast, there are dramatically fewer
counselors, and they remain readily accessible for extended periods, making
them more practical targets for intervention. Second, there is often resistance
from addiction counselors to the implementation of structured, specific
behavioral interventions, particularly if these interventions are perceived as
aversive (Bigelow et al. 1984). Client-targeted interventions are perceived as
increasing workload and compromising the counselor’'s control over the clients
clinical course. In contrast, counselor-targeted interventions are less dependent
on counselor acceptance for their implementation. More importantly, they can
maintain the counselor’s flexibility in how clinical services are delivered because
the intervention specifies the expected patient outcome and not the method for
achieving this result. Third, the menu of incentives for counselors is broader,
more readily available, and less costly than the menu of patient incentives in
drug-free treatment programs where pharmacological reinforcers are not
available (Bigelow et at. 1984). For example, there are a variety of potential
counselor incentives already dispensed in a noncontingent fashion in most
programs, including salary, outside educational training, comp time, access to
clerical services, funds to purchase educational materials, and ability to flex
work hours.

Interventions that target the counselors may operate through several
mechanisms. Given the high rate of counselor burnout in substance abuse
treatment, such interventions may serve to sustain or increase effective
therapeutic behaviors that are already in the counselors repertoire. This may
be particularly critical in dealing with difficult clients, who often are perceived as
treatment failures from the time of admission and, as a consequence, may not
be provided the same type and intensity of treatment services as those clients
perceived to be ‘motivated” for treatment (Miller 1995). Another mechanism
may be to expand counselor skills by encouraging staff to develop and
implement a variety of new strategies for improving client treatment
participation. Finally, these structured behavioral interventions eventually may
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affect underlying therapist characteristics, particularly outcome expectancy and
empathy. That is, when counselors achieve increased success with clients who
were initially perceived as unlikely to succeed in treatment, this process may
positively influence outcome expectancy and empathy with future patients.

The ultimate goal of a counselor-targeted intervention is the same as the goal of
a client-targeted intervention, that is, improved patient participation and
retention in treatment. The success of either intervention is measured in the
short term by the length of time clients are retained in treatment, the number of
individual and group sessions attended, the number and frequency of negative
urinalysis results, and the number of treatment goals achieved. In the long
term, the efficacy of these approaches is measured by posttreatment
abstinence or moderation in drug use and improvement in psychosocial stability
such as family, employment, and legal status.

CLIENT PARTICIPATION AND RETENTION: TYPES OF COUNSELOR-
TARGETED INTERVENTIONS

Many of the same types of interventions that have been found effective with
clients also may serve as interventions targeted to the counseling staff. For
example, feedback, continuity of care, and behavioral contingencies are all
potentially useful strategies for effecting change in counselor performance.

Feedback and Goal-Setting

We are currently investigating the impact of goal-setting and regular supervisory
feedback to individual counseling staff members on client participation and
retention in treatment. As part of routine program quality assurance, standards
were established for minimally acceptable levels of routine clinic participation,
including individual counseling sessions, group counseling sessions, and
breathalyzer monitoring visits (i.e., brief program contacts to determine current
blood alcohol level via breath sample). We informed counselors of these
standards and then monitored each counselor's success in meeting these goals
with clients on their caseload. Following a 4-month baseline period, we
implemented a supervisory feedback system. Data are based on the six
counselors who were employed during both the preintervention and
postintervention periods.

Each counselor was provided with monthly written feedback on the performance
of each client on his or her caseload relative to the standards and to the prior
month’s participation levels. The results of this goal-setting and supervisory
feedback are shown in table 2. Overall, there was improvement in client
participation for each of the three program service components, although there
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was variability across the goals in the magnitude of change. This increase was
significant for the mean number of individual and group counseling sessions
(Mann-Whitney U test, p < 0.05). This overall increase in the mean number of
client sessions per month also resulted in more clients meeting the minimum
standards postintervention compared with preintervention. For example, before
supervisory feedback, only 35 percent of clients met the minimum requirement
of participation in one group session per month. The percentage of clients in
compliance with the program standard increased to 58 percent postintervention.

TABLE 2. Effects of supervisory feedback to counselors on mean levels of
client outpatient participation per month

Program Component

Individual Group Breathalyzer
Condition Counseling Counseling Visits
Prefeedback 1.6 0.7 6.0
Postfeedback 23 1.4 6.6

As shown in table 3, we also analyzed these data as the percentage of
counselors who met each standard based on mean participation levels for their
overall caseload. This was an important analysis to examine whether the
improvement had occurred across all counselors as opposed to having been
isolated in only one or two counseling staff members. As found for client visits,
there was an increase for all three standards in the percentage of counselors
whose clients were in compliance from preintervention to postintervention. The
magnitude of the preintervention to postintervention increase was statistically
significant for group sessions (p < .01) and breathalyzer visits (p < .05), with a
marginal effect for individual sessions (p < .10).

These preliminary findings suggest that counselor-targeted interventions can be
an effective strategy for improving client treatment participation. It is of
particular interest that the intervention was effective not only in increasing the
average number of monthly visits but also in improving the overall percentage of
treatment patients in compliance with program standards. These findings
suggest that the intervention should affect program dropout rates, although
these were not a direct target of the feedback. Furthermore, the success of this
program is striking given the minimal nature of the goal-setting and feedback
intervention.
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TABLE 3. Percentage of counselors whose clients are in compliance with
program standards prefeedback and postfeedback

Program Component

Individual Group Breathalyzer
Condition Counseling Counseling Visits
Prefeedback 26% 32% 51%
Postfeedback 52% 80% 80%

Manipulation of Counselor Continuity

Another study in our treatment program examined the impact of counselor
continuity on client participation and retention. A variety of earlier studies
examined client-targeted interventions such as letters, phone calls, and
appointment calendars that were designed to promote continuity of care
(Koumans and Muller 1965; Koumans et al. 1967; Nirenberg et al. 1980;
Panepinto and Higgins 1969). In addition, it may be possible to directly
manipulate counselor availability from a program policy basis and thereby affect
client participation. For example, in an earlier study, clients assigned to twice-
weekly counseling contacts were more than twice as likely to be active in
treatment and continuously abstinent over the course of an 8-week intervention
compared with patients assigned to once-weekly counseling (Gerrein et al.
1973).

In an earlier study we examined counselor continuity from residential to
outpatient treatment as an important contributor to outpatient treatment
participation and retention. Clients were randomly assigned to either the same
or a different counselor for the residential and subsequent outpatient treatment
periods. All persons admitted to the residential facility over a 2-year period
were eligible for this study. Clients were excluded from the study if they failed
to sign an outpatient treatment contract during their residential stay or were
transferred to another facility for subsequent care. On average, subjects (N =
250) were males in their mid- to late-thirties; single, divorced or separated; and
unemployed and reported approximately 14 years of regular alcohol use. There
were no significant differences between experimental and control groups for any
demographic variables. All subjects participated in the same residential and
outpatient treatment program regardless of group assignment.
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TABLE 4. Effects of counselor continuity on outpatient treatment participation

Counselor Condition

Same Different p-value

Time in Treatment (weeks) 18.6 10.3 <.05
(SD)* (22.6) (12.0)

Number of Visits for:

Abstinence Monitoring 27.3 15.8 <.05
(SD) (36.9) (23.1)

Individual Counseling 6.4 2.9 <.01
(SD) (8.8) (4.4)

Group Counseling 6.2 4.3 *
(SD) (8.1) (7.9)

*Standard Deviation
**No significant difference

As shown in table 4, clients in the “same” counselor condition remained in
outpatient treatment significantly longer than dients in the “different” counselor
condition. Further, clients with the same counselor participated in significantly
more brief breathalyzer monitoring visits and individual counseling sessions
than clients with different counselors. “Group counseling” participation was not
significantly different in the two study groups. These findings suggest that the
ongoing relationship with the primary counselor affects those aspects of
treatment that specifically involve the primary counselor and not on more
general treatment requirements such as group therapy that involve diverse
program staff. Counselor contact generally is assumed to be a positive
reinforcer for patients; thus, interventions that manipulate counselor availability
should affect client treatment compliance positively.

Other Counselor-Targeted Interventions
It will be of interest in future research to examine potentially more potent
counselor-targeted interventions such as use of contingent incentives, including

comp time, continuing education, and financial incentives. An interesting recent
study with therapists in a child behavior management clinic explored the effects
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of making new case assignments to therapists contingent on patient
participation in counseling visits (Handen et at. 1986). The four therapists who
conducted the most counseling sessions during each 2-week period were
exempted from assignment of new cases, with new admissions equally divided
among the other six therapists. The mean number of patients seen per day by
each therapist doubled during the contingent case assignment period, primarily
as a result of an increase in the number of appointments that therapists
scheduled. These findings demonstrate that routine aspects of program
administration such as assignment of new cases can be used in a contingent
fashion to influence counselor behavior.

SUMMARY

Earlier research has demonstrated the need for more effective strategies to
increase treatment compliance, particularly in drug-free treatment programs.
This need is particularly acute given the increased admissions of patients who
use multiple drugs. Most efforts in this area have utilized client-targeted
interventions to increase participation levels and length of retention. Thus,
based on the studies cited in this chapter, counselor-targeted interventions may
offer a cost-effective and potent alternative or adjunct to client-targeted
interventions that should be the focus of future research.

REFERENCES

Andreasen, N.; Endicott, J.; Spitzer, R.; and Winokur, G. The family history
method using diagnostic criteria. Arch Gen Psychiatry 34:1229-1235, 1977.

Annis, H. Patient-treatment matching in the management of alcoholism. In:
Harris, L.S., ed. Problems of Drug Dependence, 1988. Proceedings of the
50th Annual Scientific Meeting, The Committee on Problems of Drug
Dependence, Inc. National Institute on Drug Abuse Research Monograph
90. DHHS Pub. No. (ADM)89-1605. Washington, DC: Supt. of Docs., U.S.
Govt. Print. Off., 1988. pp. 152-161.

Bale, R.N.; Vanstone, W.W.; Kuldau, J.M.; Engelsing, T.M.J.; Elashoff, R.M,;
and Zarcone, V.P. Therapeutic communities versus methadone
maintenance: A prospective controlled study of narcotic addiction treatment.
Arch Gen Psychiatry 37:179-193, 1980.

Bigelow, G.E.; Stitzer, M.L.; and Liebson, I.A. The role of behavioral
contingency management in drug abuse treatment. In: Grabowski, J.;
Stitzer, M.L.; and Henningdfield, J.E., eds. Behavioral Intervention
Techniques in Drug Abuse Treatment. National Institute on Drug Abuse
Research Monograph 46. DHHS Pub. No. (ADM)84-1282. Washington, DC:
Supt. of Docs., U.S. Govt. Print. Off., 1984. pp. 36-52.

214



Dole, V.P., and Joseph, H. Long-term outcome of patients treated with
methadone maintenance. Ann N Y Acad Sci 311:181-189, 1978.

Edwards, G., and Guthrie, S. A controlled trial of inpatient and outpatient
treatment of alcohol dependency. Lancet 1(489):555-559, 1967.

Gerrein, J.R.; Rosenberg, C.M.; and Manohar, V. Disulfiram maintenance in
outpatient treatment of alcoholism. Arch Gen Psychiatry 28:798-802, 1973.

Gerstley, L.; McLellan, A.T.; Alterman, A.l;; Woody, G.E.; Luborsky, L.; and
Prout, M. Ability to form an alliance with the therapist: A possible marker of
prognosis for patients with antisocial personality disorder. Am J Psychiatry
146:508-512, 1989.

Handen, B.L.; Parrish, J.M.; and Riley, AW. “Enhancing Staff Performance via
Contingent Case Assignment.” Paper presented at the annual meeting of
American Psychological Association, Washington, DC, August 1986.

Hawkins, M.R.; Kruzich, D.J.; and Smith, J.D. Prevalence of polydrug use
among alcoholic soldiers. Am J Alcohol Drug Abuse 11:27-35, 1985.

Hubbard, R.L.; Rachal, J.V.; Craddock, S.G.; and Cavanaugh, E.R. Treatment
Outcome Prospective Study (TOPS): Client characteristics and behaviors
before, during, and after treatment. In: Tims, F.M., and Ludford, J.P., eds.
Drug Abuse Treatment Evaluation: Strategies, Progress, and Prospects.
National Institute on Drug Abuse Research Monograph 51. DHHS Pub. No.
(ADM)86-1329. Washington, DC: Supt. of Docs., U.S. Govt. Print. Off,,
1984. pp. 42-68.

Koumans, A.J.R., and Muller, J.J. Use of letters to increase motivation in
alcoholics. Psychol Rep 16:1152, 1965.

Koumans, A.J.R.; Muller, J.J.; and Miller, C.F. Use of telephone calls to
increase motivation for treatment in alcoholics. Psychol Rep 21:327-328,
1967.

Lafferty, P.; Beutler, L.E.; and Crago, M. Differences between more and less
effective psychotherapists: A study of select therapist variables. J Consult
Clin Psychol 57:76-80, 1989.

McLellan, A.T.; Luborsky, L.; O’Brien, C.P.; Barr, H.L.; and Evans, F. Alcohol
and drug abuse treatment in three different populations: Is there
improvement and is it predictable? Am J Drug Alcohol Abuse 12:101-120,
1986.

McLellan, A.T.; Luborsky, L.; O'Brien, C.P.; Woody, G.E.; and Druley, K.A.
Predicting to alcohol and drug abuse treatments: Role of psychiatric
symptoms. Arch Gen Psychiatry 40:620-625, 1983.

McLellan, A.T.; Woody, G.E.; Luborsky, L.; and Goehl, L. Is the counselor an
“active ingredient” in substance abuse rehabilitation? An examination of
treatment success among four counselors. J Nerv Ment Dis 176:423-430,
1988.

Miller, W.R. Motivation for treatment: A review with special emphasis on
alcoholism. Psychol Bull 98:84-107, 1985.

215



Morrissey, E. The measurement of multiple drug use and its relationship to the
patterning of alcohol intake. Am J Drug Alcohol Abuse 8:311-328, 1981.

Newman, R.G., and Whitehill, W.B. Double-blind comparison of methadone
and placebo maintenance treatments of narcotic addicts in Hong Kong.
Lancet 2(8141):485-488, 1979.

Nirenberg, T.D.; Sobell, L.C.; and Sobell, M.B. Effective and inexpensive
procedures for decreasing client attrition in an outpatient alcohol treatment
program. Am J Drug Alcohol Abuse 7:73-82, 1980.

Novalany, C. Hazelden Primary 1985 Patient Profile. Minneapolis, MN:
Hazelden Press, 1986.

Nurco, D.N.; Hanlon, T.E.; Shaffer, JW.; Kinlock, T.W.; Duszynski, K.R.; and
Stephenson, P. Differences among treatment clinic types in attitudes toward
narcotic addiction. J Nerv Ment Dis 176:714-718, 1988b.

Nurco, D.N.; Shaffer, J.W.; Hanlon, T.E.; Kinlock, T.W.; Duszynski, K.R.; and
Stephenson, P. Attitudes towards narcotic addiction. J Nerv Ment Dis
175:653-660, 1987.

Nurco, D.N.; Shaffer, JW.; Hanlon, T.E.; Kinlock, T.W.; Duszynski, K.R.; and
Stephenson, P. Relationships between clients/counselor congruence and
treatment outcome among narcotic addicts. Compr Psychiatry 29:48-54,
1988a.

Panepinto, W.C., and Higgins, M.J. Keeping alcoholics in treatment: Effective
follow-through procedures. Q J Stud Alcohol 30:414-419, 1969.

Patterson, G.R., and Forgatch, M.S. Therapist behavior as a determinant for
client noncompliance: A paradox for the behavior modifier. J Consult Clin
Psychol 53:846-851, 1985.

Patton, M.Q. The Outcomes of Treatment: A Study of Patients Admitted to
Haze/den in 7979. Minneapolis, MN: Hazelden Press, 1979.

Polich, J.M.; Armor, D.J.; and Braiker, H.B. The Course of Alcoholism: Four
Years After Treatment. Santa Monica, CA: The Rand Corporation, 1979.

Rosenburg, C.N.; Gerrein, J.R.; Mandhar, V.; and Leetick, J. Evaluation of
training of alcoholism counselors. J Stud Alcohol 37:1236-1246, 1976.

Schuckit, M.A., and Bogard, B. intravenous drug use in alcoholics. J Clin
Psychiatry 47:551-554, 1986.

Senay, E.C. Clinical implications of drug abuse treatment outcome research.
In: Tims, F.M., and Ludford, J.P., eds. Drug Abuse Treatment Evaluation:
Strategies, Progress, and Prospects. National Institute on Drug Abuse
Research Monograph 51. DHHS Pub. No. (ADM)86-1329. Washington, DC:
Supt. of Docs., U.S. Govt. Print. Off., 1984. pp. 139-150.

Simpson, D.D., and Sells, S.B. Effectiveness of treatment for drug abuse: An
overview of the DARP research program. Adv Alcohol Subst Abuse 2:7-29,
1982.

Sokolow, L.; Welte, J.; Hynes, G.; and Lyons, J. Multiple substance use by
alcoholics. Br J Addict 76:147-158, 1981.

216



U.S. Department of Health and Human Services. Sixth Special Report to the
U.S. Congress on Alcohol and Health. DHHS Pub. No. (ADM)87-1519.
Washington, DC: Supt. of Docs., U.S. Govt. Print. Off., 1987.

U.S. Department of Health and Human Services. The National Drug and
Alcoholism Treatment Unit Survey (NDATUS), 1987. DHHS Pub. No.
(ADM)89-1626. Washington, DC: Supt. of Docs., U.S. Govt. Print. Off.,
1989.

Valle, S.K. Interpersonal functioning of alcoholism counselors and treatment
outcome. J Stud Alcohol 42:783-790, 1981.

AUTHORS

Mary E. McCaul, Ph.D.
Assistant Professor

Dace S. Svikis, Ph.D.
Instructor

Department of Psychiatry and Behavioral Sciences
Johns Hopkins University School of Medicine
Francis Scott Key Medical Center

4940 Eastern Avenue

Baltimore, MD 21224

217
294-012 0 - 91 - 8



Retention in Drug-Free Therapeutic
Communities

George De Leon
INTRODUCTION

The effectiveness of drug abuse treatment is highly correlated with retention.
Almost all studies of treatment outcomes report that posttreatment success and/
or improvement rates are directly related to length of stay in treatment. Figures
1 and 2, for example, show the relationship between retention and

posttreatment outcomes for the three major modalities.

However, dropout is the rule across all drug treatment modalities. Although
absolute levels of retention are higher for methadone maintenance and lower
for drug-free outpatient and residential treatment, too many clients leave
treatment before maximal benefits are presumed to occur.

Despite the obvious importance of retention, research in this area is a relatively
recent development. This chapter provides an overview of the research and the
issues of retention in drug-free residential therapeutic communities (TCs).
Although the material presented is drawn from TC studies, generalizations to
other treatment modalities are evident.

The initial section provides an overview of the main research findings and
conclusions on retention. The following section summarizes a recently
completed experimental attempt to reduce early dropout from TC treatment.
The final section offers a perspective and paradigm for the study of retention
and implications for treatment and research.

OVERVIEW OF MAIN FINDINGS AND CONCLUSIONS

This is not an exhaustive survey nor a critical review of the TC research on
retention. Full reviews and bibliographies of retention that include TCs are in
the drug abuse literature (Allison and Hubbard 1985; Collins and Allison 1983;
Siddiqui 1989; Siddall and Conway 1988; De Leon 1985; De Leon and
Schwartz 1984). Only the material from technical reports and published studies
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FIGURE 1. One-yearposttreatment outcomes by length of stay in treatment
in three modalities

SOURCE: Simpson and Sells 1982.
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FIGURE 2. Comparisons between the 1970-1971 and 1974 cohort through 2
years of followup for male opioid abusers—success and
improvement rates by time in program

SOURCE: De Leon 1984.
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in drug-free TCs is surveyed, although some recent unpublished results are
cited.

Most retention studies were completed in programs that adhere to the traditional
TC model (De Leon and Rosenthal 1989; De Leon 1986a). However, an
unknown percentage of programs in the Client-Oriented Data Acquisition
Program (CODAP) and Treatment Outcome Prospective Study data sets were
shorter term, nontraditional TCs.

There are a fair number of retention studies on drug-free residential alcohol
programs (Baekland and Lundwall 1975) that are not included because
application of the TC model in these settings is absent or unclear. Finally, the
TC literature outside of the United States is excluded except where noted.
Despite these limitations, the material reviewed provides a reasonably accurate
picture of the current status of retention research in U.S. TCs.

The research on retention can be organized around four major questions
concerning retention rates, client characteristics or predictors of dropout, client-
stated reasons for dropout, and attempts to enhance retention. Relatively few
studies address the latter two issues, although a fairly substantial literature
reports on the first two. The main findings and conclusions each are
summarized below.

What Are the Retention Characteristics for TCs?

The term “TC” is a generic term applied to a range of drug-free residential
settings, only about a quarter of which are the traditional long-term variety.
Thus, interpretation of dropout and completion rates must consider these
program differences (discussed below in “Why Do Clients Drop Out of TCs?”).

Temporal Pattern of Dropout Is Lawful. Figures 3 and 4 show the
characteristic curve for dropout in several data systems and across several
admission years. Dropout is maximal in the first 30 days, elevates through 90
days, and decreases sharply thereafter. Figure 5 shows the Therapeutic
Communities of America (TCA) retention data corrected for admissions who
have already left treatment (i.e., survivor rates). Continued retention in
treatment increases with length of stay; that is, the likelihood of dropout
decreases with time spent in treatment.

Dropout Rates. Across the data systems the 10-month retention rates are 7 to
15 percent (figure 3). Programs in TCA vary, yielding 10-month rates as high
as 25 percent (figure 4). Actual completion (graduation) rates from 2-year
programs are not formally reported in these data sets, but TCA program records
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indicate a range of 10 to 15 percent. It should be stressed that the low
graduation rate underestimates the impact of treatment. In long-term TCs
posttreatment success rates are highly correlated with graduation or completion
and also with post-12-month retention (figure 2).

There is some evidence for increased retention in recent admissions to TCs.
Data from 1985 and 1986 entries to a large northeastern TC show that 1 -year
retention exceeds 29 percent compared with less than 20 percent in 1979. A
steady rise in retention through the 1980s is confirmed in a recent survey of
1988 admissions to 15 other TCs, showing an average 30-day retention rate of
75 percent compared with the 60-percent average for 1979 admissions shown
in figure 4. Revised graduation rates are needed, but these correlate highly
with 1 -year retention and should show a corresponding increase.

100 &~ = =® Drug Abuse Research Project N = 578
90 @=-==:0 Therapeutic Communities of America N = 885
o———0 Client-Oriented Data Acquisition Program N = 33,858
80 @==-=® Phoenix N =852
70
Z 60
2
& 50
40
30
& ..5.'*.-
20 e I B
10 |
? I P
0 -

1- 15- 30- 61- 91- 121-151-181-211-241-271- >300
14 29 60 90 120 150 180 210 240 270 300 Remains

Days in Treatment

FIGURE 3. Retention curves for drug-free residential programs in several
data systems

SOURCE: De Leon 1985.
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FIGURE 4. Pattern of dropout in seven traditional TC programs of TCA

SOURCE: De Leon 1985.
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Likelihood of retention in the TCA consortium based on
successive 3-month survivor rates. More than 70 percent of
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those that remain 90 days, 62 percent continue to 180 days.
Approximately 68 percent of the 6-month survivors continue an
additional 3 months, and 75 percent of the 9-month survivors stay
through 12 months.

SOURCE: De Leon 1985.
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Although modest, these recent TC retention data are important. They suggest
greater “holding” power in TCs that are now serving admissions who are
predominantly cocaine/crack abusers compared with the early opiate
admissions. This retention trend augurs favorably for the efficacy of the TC for
cocaine abusers given the high correlation between time in program and
success rates.

Why retention shows an increasing trend is less understood. However, informal
surveys of TC program administrators and clinicians cite such factors as aging
opiate addicts who appear to be accepting the necessity of remaining in
treatment, the fear of relapse among cocaine/crack abusers, and improved
managerial and administrative capability in TCs. A frequently reported
interpretation underscores improved treatment based on clinical training and a
broader staffing pattern that integrates traditional mental health with TC
experience. These interpretations and impressions provide hypotheses for
empirical investigation.

Key Conclusion. Overall retention in TCs is low but has been increasing in
recent years. The period of highest dropout is the first 3 months of residential
treatment, particularly the first 30 days. Thereafter, the longer clients remain in
treatment the greater the likelihood of treatment completion. This pattern of
retention is the same in other treatment modalities, although absolute levels of
retention differ (e.g., higher for methadone maintenance).

The quantitative temporal pattern of retention findings agrees with clinical
observations concerning critical transition points in treatment and has significant
implications for research efforts to minimize early dropout. In particular, the
“probability of staying” function highlights the importance of facilitating a clients
adjustment through the early period of high vulnerability to dropout to
significantly enhance an overall treatment impact.

Who Drops Out of Treatment?

Issues of Client Self-Selection and Matching. Those who enter TCs may
differ from those who do not, and those who remain in treatment may differ from
those who leave prematurely. Thus, the relationship between successful
outcome and retention could reflect client self-selection factors rather than
treatment effects.

A related issue is client-treatment matching. Presumably, identification of client
differences, with respect to appropriate treatments (or interventions), would
reduce premature dropout and increase favorable outcomes. Both these issues
have been investigated through prediction studies, which attempt to isolate the
client correlates of outcome and retention.
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Predicting Treatment Outcomes. The magnitude of predictive effects vanes
across studies and modalities. However, the main domains of client
preadmission factors that have been studied contribute relatively little to
posttreatment outcomes (Simpson and Sells 1982; De Leon 1985, 1986b).
These consist of demography, baseline and lifetime drug and alcohol use
variables, and family and juvenile histories. Severe criminality and psychiatric
history are consistent but small contributors of poorer outcomes in TCs and in
other modalities.

Predicting Retention. The collective set of client variables contribute little to
the variance in TC treatment retention. Client retention correlates have been
weak and sporadic, depending on the study. Again, however, severe criminality
and psychopathology predict shorter retention (e.g., De Leon 1985, 1986b; De
Leon et al. 1973; Foureman et al. 1981; Zuckerman et al. 1975).

Recent efforts have addressed the specific question of predicting early (30-day)
retention because it has the highest dropout period. Little of the retention
variance was explained in regression analyses. However, small but consistent
predictors of early dropout were client perception factors, that is, their readiness
and suitability for TC treatment (De Leon and Jainchill 1986). Notably, clients’
initial estimates of how long they needed treatment were significantly correlated
with their actual length of stay (De Leon 1988a; Siddiqui 1989).

Other Predictors of Retention, Legal referral or legal involvement (e.g., court
cases pending) is the most consistent nonclient, nontreatment predictor of
retention. (A fuller review of legal pressure factors in TCs is contained in De
Leon 1988b.) Clients referred to TCs average significantly more days in
treatment than do “voluntary admissions” (Aron and Daly 1976; Condelli 1986;
De Leon 1988b; Hubbard et al. 1988; Sirotnik and Roffe 1977; Pompi and
Resnick 1987; Samsome 1980; Siddiqui 1989).

Retention may be influenced by differences in program quality (e.g., staff
composition and experience, program resources, administrative and
management expertise). This is suggested in the TCA consortium studies
indicating program differences in absolute level of retention. However, this
hypothesis has not been tested directly in traditional TCs.

Key Conclusion. Overall, typical client profiles in relation to retention (or
outcome) have not been delineated. Although some variables have
consistently correlated with length of stay, their predictive power has not been
large or corroborated in replicational designs. Nonclient correlates of TC
retention are not apparent (with the exception of legal pressure), and program
contributors to dropout are suggested but have not been specifically identified.
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The research reviewed suggests that there are inherent statistical as well as
substantive limits in prediction studies and in the variables that have been
surveyed. Psychological, motivational, perceptual, and other “dynamic”
variables appear more relevant to retention than do “fixed” variables such as
demography, drug use patterns, and family background.

Why Do Clients Drop Out of TCs?

This question refers to client-stated reasons for leaving treatment prematurely.
Studies that directly survey reasons for dropout are few and understandably are
of limited retrospective designs. These studies have included face-to-face
interviews of dropouts 2 to 6 years after treatment (Wexler and De Leon 1983)
and, more recently, telephone interviews with dropouts within 7 days of leaving
treatment prematurely (i.e., “hot splits”) (De Leon et al. 1987).

Results. Various results have emerged from these studies. (1) Client reasons
for dropout can be reliably classified into two overall categories: personal (e.g.,
want to get high, family, work pressures, do not need treatment, etc.) and
program (cannot tolerate the regimen, do not like staff, need treatment for
nondrug problems, etc). A smaller category consists of both personal and
program reasons. (2) Overall, program and personal reasons are equally
divided, but categories are significantly correlated with time in the program. For
example, later dropouts more often state program reasons for leaving than do
earlier dropouts. (3) Dropout is not necessarily precipitated by negative
incidents. (4) Early dropouts (less than 30 days) more often view their drug
problem as less serious than do later dropouts.

Other Reasons for Dropout. Related but indirect investigations of reasons for
dropout have examined client satisfaction with treatment and their perceptions
of the TC treatment environment (Bell 1983; Simpson 1986; Wexler and De
Leon 1983; Siddall and Conway 1988). The findings from these indicate that
(1) most dropouts and graduates attribute their reductions in drug use to
treatment; (2) most indicate satisfaction with the treatment they received,
although satisfaction levels directly increase with length of stay; and (3)
perception of the TC treatment environment—Community-Oriented Programs
Environmental Scales—changes with length of stay. Earlier dropout correlates
with poorer program perception.

Key Conclusion. The few findings in this area must be viewed as preliminary,
requiring replication in other TCs. Nevertheless, they agree with studies
indicating the importance of client motivation, readiness, and suitability for
treatment in understanding dropout. Moreover, client reasons for dropout offer
considerations for how programs can improve retention.
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How Can Dropout Be Reduced?

Despite its importance, especially in light of the need to keep high-risk addicts in
treatment, this question has been essentially unaddressed. There is some
evidence that provides inferences about reducing dropout. For example, in
methadone maintenance, higher retention has been related to client-specific
maintenance dose (i.e., flexible dose policy), to clinics with generally better
quality of services and staffing (Brown et al. 1983; Ball and Corty 1988), and to
mandated family involvement (Sorenson et al. 1985).

One published study cites that family involvement in treatment in TCs correlates
with retention (Siddall and Conway 1988), and an unpublished report states that
residential services for female addicts with their children are related to longer
stay in treatment (N. Arbiter, personal communication, 1989). Overall, however,
there is virtually no research literature on experimental attempts to reduce
dropout from drug treatment in general or in drug-free TCs in particular.

STUDY: REDUCING EARLY DROPOUT FROM TCs

The above conclusion provided the general rationale for a large-scale
investigation to enhance treatment retention. A recently completed National
Institute on Drug Abuse-funded study examined the effects of three
interventions on modifying early dropout from a TC with a rigorous experimental
design (De Leon 1988a). Two experimental trials were conducted on
successive yearly cohorts, although the report emphasizes the results of the
initial  trial.

Method

Study Cohort. The study cohort consisted of all first-time admissions to
residential treatment from January 1, 1985, to January 31, 1985 (N = 810).
They were primarily male (78.8 percent), black (55.1 percent), and older than 20
years of age (67.1 percent). Most (81.0 percent) had entered treatment
voluntarily (not legally referred, on probation or parole, or otherwise legally
involved). The cohort reflects a spectrum of drug abusers with pluralities
among those claiming their primary drug to be cocaine (46.3 percent), heroin
(25.6 percent), and marijuana (15.6 percent).’

In addition to substance abuse, psychological profiles revealed a considerable
degree of depression, anxiety, prominence of personality disorder, and poor
self-esteem. These profiles were essentially similar for the experimental and
control groups within the cohort. Overall, the demographic and psychological
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profiles of treatment admissions during the project period appear to be
characteristic of drug abusers in general and of admissions to TCs in particular.

Experimental Interventions. Three different interventions were implemented
separately for different monthly cohorts. The general objective of all three was
to facilitate client adjustment to the TC in the early days of treatment. Although
briefly summarized here, a fuller description of the specific rationale, goals, and
protocol for each is contained in the full project report (De Leon 1988a).

Senior professor (SP). Four 1-1/2-hour seminars per week were provided by
different senior staff persons through a 2-month experimental period. Seminars
addressed TC philosophy and expectations and problems of staying in
treatment. The experience of these senior staff members addressed the range
of concerns and questions expressed by new admissions. The main objective
of the SP was to facilitate role induction into the TC.

Significant others (SO). Two 2-hour sessions were provided to new
admissions in the first 2 weeks to groups of significant others. In addition, SOs
had one 30-minute session with the staff counselor at the treatment facility.
Orientation for the family was provided by a research associate. The main
objective of the SO was to strengthen the alliance between family and
treatment.

Individual counseling (IC). Six 30- to 40-minute sessions were provided
during the first 14 days of treatment with three additional sessions during days
14-28. Counseling was conducted by a trained research assistant and focused
on issues of client advocacy (resolving “outside” problems—family, legal,
health, children, etc.), adjustment problems (e.g., difficulties with peers, staff,
the daily regimen, loneliness, etc.), and role conditioning (specific instructions to
facilitate the clients understanding and acceptance of the TC). The main
objective of IC was to reduce anxiety about treatment and strengthen
commitment to change through individualized attention to client differences and
needs.

Design and Data Collection. Data were collected on all consecutive treatment
admissions through the 31 months of the project period. Indepth social and
psychological client descriptions were obtained during the first week of
admission through a face-to-face interview and a standard psychological test
battery.

An experimental design was employed in which each intervention was

sequentially implemented for a 2-month period (i.e., “on” months), preceded and
followed by a 2-month period during which the interventions were not
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implemented (i.e., “off months). Thus, the experimental group consisted of all
admissions who received the interventions within the usual TC 30-day induction
process, and the control group consisted of all treatment admissions who
underwent the usual TC induction process only.

Main Findings

Dropout rates for the experimental group were compared with those of the
control group. Focus was on enhancing 30-day retention, because that is the
period of highest dropout. However, the longer term retention effects (180, 365
days) of each intervention also were assessed.

Early Dropout. The 30-day retention rates for the total “on” experimental group
(i.e., pooled interventions) were significantly higher than for the total “off control
group (70.2 percent vs. 63.4 percent, p < .05). The differential effects of each
intervention at 30 days are not significant, except that retention under the SP
condition was significantly higher than the control and the other intervention
groups.

Shifts In Retention. Figure 6 presents data that further clarify the separate
effects of the interventions. Thirty-day retention is plotted for successive 2-
month segments across the cohort 1 experimental phase (January 1, 1985-
January 31, 1986). A distinct change in retention occurs when interventions are
introduced or removed, although two reversals are seen in the “off periods
(following counseling and in the 2 months before the family intervention).
Nevertheless, the consistent on/off changes in figure 6 display the effect of the
interventions, particularly those of SO and SP.

Longer Term Retention Effects. These are less consistent. Each of the
interventions shows higher retention than the controls, but only the pooled
experimental and SP effects are statistically significant at 6 and 12 months. It
appears that the brevity of the interventions, offered in the first 30 days only,
resulted in a delayed dropout after 30 days. This reduced the impact at 6 and
12 months of the SO and IC interventions, although the SP effects remained
significant throughout the year.

Participation and Intervention Effects. Within each intervention condition
there is a positive association between short-term retention and attendance
level (figures 7 and 8). In the SC condition clients with participant families
showed significantly higher 30-day retention than the controls or the clients with
nonparticipant families. In the IC and SP conditions, the number of sessions
attended is significantly associated with higher short- and long-term retention.?
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Predicting Dropout. A second aim of the study was to ascertain whether the
interventions differentially influenced certain clients to remain longer in
treatment. Regression analyses examined the relationship between client
factors and short- and long-term retention rates under each intervention.

In general, the regression equations were significant, but the variance
accounted for by the model was small. There were no large client predictors of
30-day retention in the experimental or control conditions, and there were no
large client predictors specific to each separate intervention. This pattern of
regression findings was similar for predicting longer term retention. However,
the magnitude of the multiple correlations were smaller than for 30-day
retention.

Notably, client perception factors remained small but significant predictors of
short- and long-term retention. These consisted of client self-reported scaled
items of readiness and suitability for TC treatment and their time estimates of
needed length of stay. Nevertheless, with all client contributors removed, the
interventions remained a significant predictor set of 30-day, 6-month, and 1-
year retention, particularly the SP condition.

Replication. A second experimental trial was carried out on 1986 admissions.
The cohort 2 admission profile contained significantly more females, blacks,
younger clients, cocaine abusers, and first-ime and voluntary admissions.
Some profile differences between the cohort 2 experimentals and controls were
also evident, although discussion of these is beyond the purview of this chapter.
The shifts in 30-day effects were striking (figure 9). The largest effect was
obtained with IC, which yielded significantly higher 30-day retention rates
compared with controls and the other two interventions. The longer term effects
in cohort 2 were more unstable than in the initial trial. At 180 and 365 days, for
example, retention rates between experimentals and controls were not
significantly  different.

Finally, the cohort 2 regression findings for 30-day retention also replicated
those of cohort 1, although the variance explained for retention was less than
that for cohort 1. The interventions were not consistent predictors of 6-month
and 1-year retention.

Study Conclusions
The interventions significantly reduced early dropout. The experimental effects

were largest at 30 days and persisted through 365 days in the SP condition.
Increased retention was positively associated with number of sessions in the IC
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and SP conditions. The stability of the 30-day retention effects was replicated
in a second trial of the experiment on a new admission cohort.
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That longer term retention effects were less consistent is not unexpected given
the focus on brief interventions to modify early dropout. Nevertheless, the
significant increase in 1-year retention for the SP group remains an impressive
finding. In particular, the 30-day findings underscore the need for flexible
program practices affer the initial phase of treatment to offset delayed dropout
and extend long-term retention.

Consistent with the TC literature, there was no typical client profile of dropout in
any condition. Although modest, the regression results did emphasize the
importance of client perceptions as correlates of retention. These variables
must be considered in prediction and client-matching efforts, a conclusion
further elaborated in the last section of this chapter.

RETENTION: BROADER IMPLICATIONS FOR IMPROVING DRUG ABUSE
TREATMENT

Though still developing, the existing knowledge base on retention in drug-free
residential settings can guide efforts to improve treatment quality. This last
section briefly outlines several broad implications for retention research and
treatment planning: a perspective on retention, experimental considerations,
methodological clarifications, and quality assurance.

Perspective on Retention

A paradigm for the study of retention (and outcome) is more fully outlined in
other writings (De Leon 1985, 1988a; De Leon and Jainchill 1986). Retention
can be understood as a continuing interaction between client diversity and
treatment (program) factors. Thus, a constant proportion of dropout is the rule
when homogeneous program procedures are applied to a heterogeneous
population of clients.® Client diversity, however, is more evident in dynamic
variables (e.g., changing factors such as psychological improvement,
motivation, perceptions of treatment need) rather than fixed variables (e.g.,
background drug use, criminality, demography).

The recovery process reflects dynamic client variables continually interacting
with the treatment experience. For example, initially “low” motivation may result
in a positive treatment “moment,” which in turn increases motivation to remain in
treatment. Thus, the cumulative effects of client-treatment interaction result in a
continually changing status of the client and a changing probability of dropout,
which have practical implications for treatment and research.

Assessment. Spaced, periodic assessments of client change are needed to
surface individual differences with respect to client suitability for treatment. In
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the first month of treatment, for example, daily evaluations of client adjustment
are needed to detect signs of early dropout. Thereafter, the frequency of
assessment can be guided by the characteristic temporal pattern of retention.

Prediction and Intervention Strategies. The dynamic properties of the
recovery process ensure that long-term prediction of retention (or outcome) may
not be a logical or reasonable expectation. Not surprisingly, the prediction of
program completion or posttreatment success is poor because these outcomes
are points in the recovery process that generally depend on long-term treatment
retention.

Thus, prediction strategies should be short term, based on client change
measures rather than variables at a fixed point such as at admission.
Intervention strategies should focus on identifying efforts that facilitate retention
to the next stage in the recovery or treatment process.

Enhancing Retention In Treatment: Experimental Considerations

Retention and treatment quality are interrelated. Improving treatment quality
can extend retention, which in turn leads to better outcomes. Conversely,
efforts to extend retention can directly affect treatment process and, thus, affect
treatment quality. Clearly, more experimental study is needed to assess
methods for enhancing treatment retention. However, the successful
modification of early dropout reported offers general suggestions for retention
research.

Interventions Within TC Treatment. Although effective in reducing early
dropout, refinement of the interventions could produce even more impressive
results. In particular, they may be adapted for use throughout primary treatment
to facilitate the client’'s transition through various stages of the recovery process
in TCs.

Applications. Although requiring replication in other TCs, the experimental
findings are consonant with related studies in other modalities, highlighting the
effects of psychotherapy and family participation on outcomes. Of special note,
however, are the effects of the SP and IC interventions, which clearly have
applicability to drug-free outpatient and methadone maintenance settings.

Design. The experimental design employed a successive cohort procedure
(on/off). While adhering to strict experimental control requirements, this
approach avoids the matching and random assignment problems that often
have impeded treatment research. Thus, the design holds promise for retention
research in particular and for studies of treatment process in general. It is
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illumination of the latter that, in the last analysis, is necessary for improving drug
treatment.

Some Methodological Clarifications for Retention Research

There are several basic definitions and analytic strategies that could enhance
the efficiency of retention research as well as improve assessments of
treatment delivery. Some of these have been employed in TC retention
investigations but have relevance for all modalities.

Planned Duration of Stay (PDS). Interpretation of dropout rates, or reciprocal
retention, is seriously affected by program and modality differences in PDS.
This parameter refers to the duration of treatment considered as optimal in
producing treatment goals (e.g., successful outcomes). In long-term traditional
TCs, for example, the PDS is 15 to 24 months, most of which is in residence.

Drug-free outpatient centers are less uniform or explicit concerning their
recommended optimal stay. Methadone maintenance clinics generally view 1 to
2 years as the minimum required participation to stabilize treatment effects
(e.g., elimination of illicit drug use). For most methadone clients, continued
tenure in treatment is recommended to minimize relapse and maintain prosocial
behavior.

The importance of the PDS is underscored further by the proliferation of shorter
treatment strategies in both residential and outpatient settings. Many TCs, for
example, have implemented short-term residential components to address
special client populations (e.g., employed addicts, adolescents, and relapsed
readmissions). Increasing numbers of outpatient clinics in both the public and
private sectors have appeared in response to the cocaine/crack epidemic.
Some include an outpatient modality with varying or vague recommended PDS.

Assessments of program quality or comparative effectiveness and cost-benefit
evaluations across programs or modalities as measured through retention must
consider the PDS. For example, 30-percent dropout rates from a 6-month
outpatient program and an 18-month, long-term TC are as dissimilar as
completion rates from 28-day programs and 90-day residential settings.
Without factoring in the PDS, these retention comparisons are invidious.

Retention Ratio (RR). This measure attempts to quantitatively adjust for
differences in the planned duration of treatment to facilitate direct and easy
comparison of programs and modalities with respect to their retention capacity.
The RR is a ratio of the actual average days in treatment (for a given admission
cohort) to the PDS. The RR can vary from 0 to 1.00 providing a quick and
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easy-to-interpret comparative value (e.g., across years or programs). For
example, in all first quarter 1981 admissions to a large northeastern long-term
TC, the mean days in treatment was 172.4 days, and the PDS was 720 days,
yielding an RR of 0.24 multiplied by 100; this RR is 24 percent. For all 1979
admissions to a consortium of seven TCs, the RR was 0.15, or 15 percent.
Estimates of the RR for drug-free outpatient and methadone maintenance
centers, as well as short-term programs, would rigorously clarify the retention
differences in these modalities.

Retention Potential. A commonly reported RR is based on the entry rates
during the year of study. For example, in the CODAP statistical reports RRs
reflected the percent of all 1979 admissions still in treatment at the end of 1979.
This gross measure overestimates retention because it ignores the shorter
period of risk for dropout among admissions to treatment during the later
months of the year studied. An analogous problem is evident in followup
studies, which often do not adjust for client differences in time out of program or
period at risk.

The retention potential is a term that represents the explicit period of
observation during which an admission cohort is at risk to drop out of treatment.
For example, to determine the correct 10-month retention rates for the 1979
admission cohort shown in figures 3 and 4, the cutoff date of observation had to
be 10 months after the last entry in 1979. Thus, 6-month or 1-year RRs which
are comparable across studies, requires a fixed minimum period for all
admissions during which they are at equal time risk to drop out (e.g., 6 months
or 12 months after each individual admission date).

Survivor Rates. This term has been used mainly to reflect the number or
proportion of all admissions who remain in treatment for specific periods. More
precise estimates of when dropouts leave are obtained if rates are calculated on
a base that excludes those who have already left treatment. These yield RRs
for individuals who are still in treatment and therefore available to drop out. As
shown in figure 5 this corrected survivor rate provides a quantitative measure of
the likelihood or probability of remaining in treatment.

Wayside Rate (WR). Although not strictly a retention measure, this statistic
has been calculated in recently completed TC research. It is the percentage of
those accepted for treatment who actually fail to enter treatment (i.e., those who
get lost along the way to treatment). Estimated at 25 percent of all accepted
admissions, the WR is of obvious importance in determining program service
activity. Considerable front-end costs are involved with admission evaluations,
which are often not reimbursed to programs if clients fail to enter treatment.
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The WR also may reflect client selection factors because it highlights possible
differences in those who accept and actually enter treatment.

Currently, the WR is of considerable relevance to the issue of waiting lists and
barriers to treatment. Reduction in the WR would clearly reflect improvement in
program quality. Although factors influencing the WR remain to be empirically
clarified, it is reasonable to assume that shorter delays in the treatment entry
process could lower the WR.

Quality Assurance and Retention

Quality assurance implies efforts to both monitor and improve drug treatment.
Two key elements that underscore the relationship between retention and
quality assurance are program validity and training.

Program Validity Effectiveness and Retention. Treatment programs are
valid when they deliver the services that they promise to deliver, and a program
is effective if it achieves treatment objectives. Although not necessarily causally
related, program process effectiveness and validity are highly correlated
because valid programs are more likely to initiate effective treatment. To a
considerable extent, retention reflects the fidelity with which treatment programs
implement their services and interventions. Therefore, retention is highly
related to program validity and quality assurance. Valid programs are
accountable, and accountability (to assess quality assurance) methods can
detect the program, staffing, and client factors that influence retention.

Training and Retention. Training is essential to ensure proper implementation
of program protocol. For TCs in particular, staffing factors are fundamental to
program validity and therefore indirectly influence retention in treatment.
Although not sufficiently documented by research, these factors include unity,
morale, dedication, and (as suggested in the SP findings) experience and
credibility. Thus, ongoing training is necessary for upgrading skills and
sustaining staff motivation.

Moreover, current TC staff composition is changing, which results in a broader
mix of traditional mental health and human services professionals and
nontraditional recovered professionals. Integration of these staff differences is
crucial to maintain consistency in clinical and management practice, which are
factors that contribute to improving retention. This requires an intensive training
to orient all personnel to the perspective, model, and method.
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NOTES

1. The study focused on first-time admissions data (i.e., first-time entries to
the program during the project period). Approximately 16 percent of all
admissions were multiple entries during the project period. Readmissions
data were excluded from the main analyses to minimize the variance
arising from previous treatment in intervention and nonintervention periods.
However, for the first-time admissions, the contribution of previous
treatment before the project period in the study program or any drug
treatment modality is assessed in the regression analyses reported in later

Papers.

2. A caveat in the participation analysis is that the number of sessions
attended in the SP and IC conditions was confounded with days in
treatment. Nevertheless, with time dependency controlled (i.e., the 6-
month and 12-month RRs based on 30-day survivors only), a positive
correlation between attendance and 12-month retention approaches
significance in the IC and SP conditions.

3. Nontreatment factors may be relevant to retention (e.g., legal, economic,
and family pressures; the community climate of acceptance of drug use).
However, the effect of these on treatment entry and retention also depends
on client perceptions.
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Using Methadone Effectively:
Achieving Goals by Application of
Laboratory, Clinical, and Evaluation
Research and by Development of
Innovative Programs

Mary Jeanne Kreek

Since the initial studies performed at The Rockefeller University in 1964 and the
early extension of these studies to actual treatment procedures, methadone
maintenance treatment for chronic heroin addiction has been used to manage
more than 150,000 “hard-core” heroin addicts (defined as heroin abusers with
more than 1 year of multiple, daily, self-administered doses of illicit heroin, with
the development of tolerance, physical dependence, and drug-seeking behavior
or addiction) (Dole et al. 1966; Kreek 1973a, 1973b, 1987a; Cooper et al. 1983;
Novick et al. 1986; Gunne and Gronbladh 1984; Blix 1988; Corty and Ball 1987;
Ball and Corty 1988; Ball et al. 1988a, 1988b).

Methadone maintenance treatment has been documented by prospective
studies initiated in 1964 and by numerous other prospective and retrospective
studies to be medically safe and very effective in achieving its targeted primary
treatment goal, that is, significant reduction or cessation of illicit narcotic (opiate,
usually heroin) use. As a result of the effectiveness of methadone maintenance
treatment in significantly reducing or eliminating illicit and regular use of heroin
and other short-acting narcotics and thus reducing or eliminating the regular use
of potentially contaminated needles and other equipment used in the self-
administration of drugs, such treatment also has been successful in significantly
reducing the medical problems and antisocial behaviors associated with the
procurement and self-administration of illicit drugs. Effective methadone
maintenance treatment has resulted in the reduced incidence of new cases of
infectious diseases transmitted by use of contaminated needles, such as
hepatitis B, hepatitis delta, and human immunodeficiency virus (HIV) infection
(Dole et al. 1966; Kreek 1973a, 1973b, 1987a; Cooper et al. 1983; Novick et al.
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1986; Gunne and Gronbladh 1984; Blix 1988; Corty and Ball 1987; Ball and
Corty 1988; Ball et al. 1988a, 1988b).

Effective methadone maintenance treatment, delivered by good programs that
usually have a broad-based, knowledgeable, and caring staff, has resulted in
fewer criminal acts by those in treatment and therefore in significant reductions
in numbers of arrests and imprisonments. Effective treatment also has resulted
in an increase of social adjustment and productivity of patients (e.g.,
employment, education, and homemaking).

Methadone is an orally effective synthetic opioid that is long acting in humans,
with a plasma half-life of more than 24 hours for the racemic compound used in
therapeutics and a half-life of approximately 48 hours for the active 1 (R)
enantiomer. Thus, methadone may be administered once a day to prevent
opiate withdrawal symptoms as well as “drug hunger” for 24 to 36 hours, and
when administered to tolerant patients, it causes no euphoria or sedation (Kreek
1973c; Dole and Kreek 1973; Kreek et al. 1976a, 1979, 1980, 1983; Hachey et
al. 1977; Nakamura et al. 1982; Pond et al. 1985). This is in contrast to heroin,
which is a short-acting narcotic with a plasma half-life in humans of 1 to 2 hours
and a plasma half-life for its major metabolite morphine of 4 to 6 hours. Thus,
heroin must be self-administered several times each day, either to produce the
desired euphoric “high” effects or to prevent narcotic withdrawal symptoms.
Whereas methadone is orally effective, heroin is not; thus, heroin must be
administered parenterally, usually using needles and other injection equipment
that may be contaminated because of needle-sharing.

Recent studies have shown that the long-acting properties of methadone in
humans, with the resultant steady-state plasma levels achieved during regular
use once each day and steady-state perfusion of opiate receptors (the binding
sites of opiate drugs as well as the endogenous opioids, or so-called
endorphins, which then results in opiate-like actions), result in normalization of
many functions of human physiology that may be profoundly altered by acute or
chronic use of short-acting narcotics such as heroin. This includes
normalization of the neuroendocrine function, including the timing of hormone
release and the levels of hormones of the hypothalamic-pituitary-adrenal axis
and the hypothalamic-pituitary-gonadal axis, which are important in the normal
responses to stress and reproductive behavior, respectively, and also
normalization of many indices of immunological function and normalization of
behaviors (Kreek 1973a, 1973b, 1978, 1987a, 1987b, 1988; Kreek et al. 1972,
1981, 1984; Kosten et al. 1987; Novick et al. 1989).

Long-term methadone maintenance treatment is accepted voluntarily by a high
proportion of “street” heroin addicts, with an estimated 40 to 60 percent of
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addicts accepting methadone treatment. Voluntary retention rates in methadone
maintenance of 2 years or more range from 45 to 85 percent in different clinics
(Dole et al. 1966; Kreek 1987a; Blix 1988; Corty and Ball 1987; Ball and Corty
1988; Ball et al. 1988a, 1988b). However, long waiting lists, ranging from 1
month to 1 year, now exist for entry into some methadone maintenance
treatment programs, especially those in crowded urban settings and those in
remote areas. Because of social, behavioral, and medical problems and
polydrug abuse problems (including alcohol and cocaine abuse, which
frequently accompany heroin addiction at this time), methadone maintenance
treatment programs that have an enlightened, knowledgeable, expert, and
caring staff that can offer counseling, behavioral, and rehabilitative services and
primary medical care and that have a staff that includes one or more ex-addicts
successfully in treatment are the most effective in achieving both the primary
goal of methadone maintenance treatment (figure 1). The primary goal is (1)
the cessation of illicit narcotic use, and the secondary goals of treatment include
(2) reduction or elimination of other drug or alcohol abuse, (3) decreased
exposure to diseases spread by use of unsterile equipment, (4) a decrease in
antisocial behaviors and criminality of all types, and (5) an increase in
socialization and productivity and improvement in general health status (figure
1). As stated by Drs. Vincent P. Dole and Marie E. Nyswander in 1967, 3 years
after the initiation at The Rockefeller University of research on the use of
methadone in chronic treatment of heroin addiction, “A pharmacological cure is
no more than a beginning. To become a productive and responsible member of
society, the ex-addict needs help from someone who understands the nature of
his struggle” (Dole and Nyswander 1967). (See also Blix 1988; Corty and Ball
1987; Ball et al. 1988a, 1988b; Nyswander 1967; Dole and Joseph 1978; Dole
and Nyswander 1976; Dole et al. 1982.)

Primary Goal

1a. Significant reduction or cessation of illicit narcotic (opiate; heroin) use
(specific pharmacological effect of methadone).

1b. Related goal of voluntary retention in treatment for 1 year, 2 years, or
more.

Secondary Goals

2. Significant reduction or cessation of cocaine, alcohol, and polydrug abuse
(nonspecific treatment program effect).
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3. Significant reduction of exposure to and infection with diseases transmitted
by use of unsterile injection equipment used in parenteral drug abuse, such
as hepatitis B, hepatitis delta, and HIV infections.

4. Significant reduction in criminality and in antisocial behaviors and,
therefore, reduction in arrests and imprisonments.

5. Significant improvement in socialization and productivity, including
employment, resumption of education, and homemaking.

FIGURE 1. Goals of methadone maintenance treatment

In the early years of methadone maintenance treatment for heroin addiction and
related treatment research, the treatment goals envisioned by many treatment
programs, their staffs the patients, and policymakers was the ultimate
“detoxification” or dose reduction and elimination of the pharmacological
treatment with methadone. However, several different long-term prospective
and retrospective studies have shown that a high percentage of former
methadone-maintained patients will demonstrate recidivism or relapse to illicit
narcotic (opiate, usually heroin) drug use after a relatively short opioid-free
interval (Cooper et al. 1983; Stimmel and Kreek 1975; Rounsaville et al. 1987;
Cushman and Dole 1973; Stimmel and Rabin 1974; Stimmel et al. 1974; Dole
and Joseph 1977; Des Jarlais et al. 1983; Des Jarlais and Joseph 1981; Senay
1985). Between 70 and 80 percent of former methadone-maintained patients
return to illicit narcotic use within 1 to 2 years after leaving methadone
maintenance treatment, according to several studies. This relapse may be
preceded or accompanied by increased abuse of alcohol as well as other drugs.
Thus, clinical experts in the area of treatment of chemical dependency,
especially those involved specifically in the treatment of opiate addiction, along
with scientists and epidemiologists working in this area, are arriving at a
consensus that the most effective treatment for chronic heroin addiction is long-
term methadone maintenance treatment for an indefinite period, which may be
essential for the majority, though certainly not all, of such patients. Also, there
is considerable research evidence that increasing the total length of time in
treatment, including from later time points ranging from 1 year to more than 5
years, results in progressive improvement in all primary and secondary goals of
treatment of narcotic addiction (Blix 1988; Corty and Ball 1987; Ball and Corty
1988; Ball et al. 1988a, 1988b; Dole and Nyswander 1967).

However, it is also the consensus that until and unless similarly effective (and

similarly specific) pharmacological treatment approaches become available for
other types of chemical dependencies—such as alcoholism and cocaine abuse,
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which affect up to 40 to 50 percent and 70 to 90 percent, respectively, of all
street heroin addicts at this time, and thus, all new entrants into methadone
maintenance treatment—drug-free, behavioral, 12-step-oriented, and/or
psychosocial approaches to the management of these additional problems must
be combined with the effective chemotherapy of methadone maintenance for
narcotic addiction in patients with these dual or multiple chemical dependency
problems (Dole 1988). Inpatient or residential treatment may be essential for
the most severely dually addicted alcohol-abusing or cocaine-abusing active or
former heroin addicts, first to be able to completely detoxify them from alcohol
or cocaine and then to initiate abstinence-based treatment for the second
addiction along with methadone treatment for the heroin addiction. This should
occur in a setting removed from the stresses of everyday life of each addict and
away from specific drug cues, both of which may aggravate, increase, or cause
a recrudescence of drug-craving for alcohol or cocaine. Also, it is increasingly
appreciated that medical and psychological as well as social and rehabilitative
efforts must be combined with chemotherapy and that such combined treatment
must be individualized—that is, treatment must be delivered on an individual
patient basis—if the secondary goals of treatment are to be achieved by
effectively addressing problems related to heroin addiction.

Former heroin addicts in chronic methadone maintenance treatment who have
achieved success in the primary and secondary goals of treatment and who
therefore no longer require or further benefit from counseling, rehabilitation, and
psychosocial services have been shown to benefit from continued
chemotherapy in a conventional general medical setting such as that used for
the treatment of any chronic disease. This setting combines general medical
care with pharmacological treatment of using methadone addictive disease
(Novick et al. 1988a. 1988b). Such a “medical maintenance approach” in the
future could provide additional and needed treatment resources for new
patients entering methadone maintenance treatment for illicit heroin addiction
and for patients who have continuing general or specific needs.

The efficacy of chronic treatment for heroin addiction using methadone,
including the most common available form at this time, “chronic methadone
maintenance treatment,” which does not imply or guarantee uniform quality or
spectrum of services, must be judged in terms of the goals that are realistic for
methadone treatment. There is a single primary goal for methadone
maintenance treatment—the cessation of illicit narcotic use; however, significant
retention in treatment is essential if this primary goal is to be achieved.
Therefore, a related essential goal is to retain patients in treatment for periods
sufficient to achieve the primary goal. This is best measured as voluntary
retention in treatment minimally for 1 year or preferably for 2 years or more.
Secondary goals of methadone maintenance treatment include the reduction or
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cessation of cocaine, alcohol, and polydrug abuse during methadone
maintenance treatment; reduction of exposure to and infection with diseases
transmitted by use of unsterile injection equipment during parenteral drug abuse
and by exposures related to increased risk behaviors during drug abuse in
general; reduction in antisocial behaviors and criminality and, therefore,
reduction in arrests and imprisonments; and increase in socialization and
productivity (figures 1 and 2).

Primary Goal

1a. Significant reduction or cessation of illicit narcotic (opiate; heroin) use
(specific pharmacological effect of methadone). “Best” programs:
Continued any heroin use < 15 percent.

1b. Related goal of voluntary retention in treatment for 1 year, 2 years, or
more. “Best” programs: Voluntary retention » 2 years > 65 percent.

Secondary Goals

2. Significant reduction or cessation of cocaine, alcohol, and polydrug abuse
(nonspecific treatment program effect). “Best” programs: e.g., cocaine—30
to 40 percent reduction in numbers of chronic abusers—and alcohol—20 to
30 percent reduction in numbers of chronic abusers.

3. Significant reduction of exposure to and infection with diseases transmitted
by use of unsterile injection equipment used in parenteral drug abuse, such
as hepatitis B, hepatitis delta, and HIV infections. “Best” programs: e.g.,
HIV < 10 percent anti-HIV-1 positive if entered in programs before HIV
epidemic as compared with > 50 percent of those using drugs parenterally
during epidemic.

4. Significant reduction in criminality and in antisocial behaviors and,
therefore, reduction in arrests and imprisonments. “Best” programs: > 70
percent reduction in criminal acts and in arrests.

5. Significant improvement in socialization and productivity, including
employment, resumption of education, and homemaking. “Best” programs:
> 60 percent improvement in productivity.

FIGURE 2. Maximum levels of achievement of goals of methadone
maintenance treatment
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The effectiveness of methadone in achieving these goals has been studied in
numerous different prospective and retrospective research efforts carried out
over the past 25 years and in many less elaborate evaluation procedures (figure
2). However, continued consideration of these goals will be essential in the
context of remodeling or altering the structure of existing programs or in the
development of innovative programs. Also, simiiar or parallel well-defined goals
should form the basis of evaluations carried out to determine the extent of
achievement of these goals when any other drug, such as cocaine or alcohol, is
the primary drug abused and when treatment is focused on this problem.
Defined goals should be considered, and accountability with respect to
achievement or failure to achieve these goals should be ensured by mandatory
evaluation of all drug treatment programs, including all types of pharmacological
programs using methadone or any other pharmacological agent (e.g., LAAM,
buprenorphine, the opiate antagonist naltrexone, or any of the pharmacological
agents currently under study for possible use in treating cocaine dependency).
Similarly, the same articulated goals, as well as accountability, assessed by
ongoing mandatory evaluation should apply to all drug-free residential or
outpatient programs, 12-step-based programs, and any other programs for
which any type of private, Federal, State, or municipal funding is required or for
which any scientific, clinical, or sociological impact claim is to be publicly made.

As a corollary to this, it is essential that all mandatory evaluation efforts use
similar tools in such followup assessments. Of greatest importance in this
context is the need for equivalent application of the use of urine monitoring as
part of the short-term and long-term evaluation of drug abuse treatment of all
types, including all pharmacological and nonpharmacolgoical treatments.
Although some clinicians will correctly argue that careful history-taking can
reveal any changes in patterns of drug abuse or a lapse in the goal to remain
abstinent from illicit use of drugs, nevertheless, it is important both for that
clinician and other members of the clinic staff, as well as especially for the
patient and for society, to document such abstinence. Therefore, a similar
mandatory schedule for urine monitoring at different stages of treatment should
apply equally to all pharmacological and nonpharmacological drug abuse
treatment programs. Otherwise, accountability is lacking and data remain
incomplete, a major problem that pertains today in assessments of all types of
drug abuse treatment programs other than those using methadone. Unless
such equivalent evaluations of diverse treatment are mandated, the potential for
providing the optimal care for each patient and for understanding the potential
needs for groups of patients with different clinical, social, and economical
characteristics will remain unknown. The cost of the failure to evaluate all drug
abuse treatment programs, for each individual patient and for society, will
remain unacceptable.
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Finally, in a serious consideration of improving the effectiveness of methadone
maintenance treatment, it is important to consider how effective chronic
methadone maintenance treatment has been shown already to be in those
“‘good” or “best”’ programs, with knowledgeable and caring staff members and
where general comprehensive and a broad spectrum of services are available
(usually including counseling and social work efforts) but with or without any
onsite or direct access to comprehensive medical and psychiatric care and with
or without any significant indepth onsite rehabilitation programs.

In looking at the primary goal of methadone maintenance treatment, for
instance, it has been shown in several studies that less than 15 percent (and in
other studies less than 10 percent) of heroin addicts stabilized on methadone
maintenance treatment continue to